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Chapter 6 summarizes and discusses the main findings of the work outlined in this 
dissertation.

Reflexivity
 
I started my PhD journey in 2018, right after finishing my Masters in Sociology. 
In the beginning, the topic of my PhD was still rather broadly defined as ‘better 
understanding residents’ learning climate’. The inspiration for researching learning 
climates originated from a study conducted by Alina Smirnova,31 one of my 
predecessors in the research group Professional Performance & Compassionate 
Care, and her team, who reported a counterintuitive and indeed unexpected 
finding: learning climates that had been characterized by residents as being more 
supportive were associated with adverse patient care outcomes. Within the research 
team, we wanted to uncover potential mechanisms to explain this odd finding. In 
order to get a grasp on the ‘black box’ that the clinical learning environment can 
be, we first chose to narrow the research topic to ‘how residents’ interactions within 
the workplace shaped their learning?’. This question evolved in conducting the four 
original studies now included in this dissertation. 
 
The topic of ‘interactions’ suits me as an individual and as a sociologist. As an 
individual, I (try to) see learning opportunities everywhere, and Sociology studies 
the structure of groups and how people interact within contexts. So, I see learning 
as something that happens in interaction, captured within the sociocultural 
perspective on learning I chose for this dissertation. Within my PhD supervisory 
team, all members have different professional backgrounds which I feel facilitated 
rich, open, and critical conversations about research and methodology. As a novice 
in the medical world and medical education research, these interactions with 
my team socialized me in doing research and looking at the medical profession 
in a certain way. I feel the perspective on research we adopted within the team 
focused on growth: ‘how can we best train the next generation of physicians?’. 
For individual articles, I also worked with other researchers who have a medical 
or nursing background to reflect the participants’ perspectives we were studying. 
Also, I worked with researchers having different research backgrounds (e.g., medical 
ethics). Next to the fact that I enjoyed collaborating with other researchers, I felt 
this was important as it allowed me to better understand my research and enhanced 
the quality of the work.
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Table 1. Overview the empirical studies in this dissertation
Chapter Purpose Design Data source Analysis

1 To explore how 
residents’ decision-
making processes to 
seek help are shaped 
by their workplace 
environment, including 
their experiences of 
the social and cultural 
practices in the 
workplace

Constructivist 
grounded theory 
interview study

Semi-
structured 
interviews 
with residents

Iterative data 
analysis using 
constant 
comparison

2 To understand 
patients’ and residents’ 
views and experiences 
with compassionate 
care

Qualitative 
interview study

Semi-
structured 
interviews 
with residents 
and patients

Template 
analysis

3 To explore 1) the extent 
to which residents’ and 
nurses’ perceptions 
align regarding the 
guiding role of nurses 
during residents’ 
workplace learning 2) 
nurses’ and residents’ 
motivations of their 
perceptions regarding 
nurses’ guiding role of 
residents’ workplace 
learning

Mixed-method 
study with 
concurrent 
collection
of quantitative 
and
qualitative data

Quantitative 
and qualitative 
survey data 
from residents 
and nurses

Analysis 
of variance 
(quantitative) 
and template 
analysis 
(qualitative)

4 To identify the extent 
to which teamwork 
effectiveness within 
teaching teams is 
associated with (1) 
the overall learning 
climate, and (2) its 
affective, cognitive and 
instrumental facets

Cross-sectional 
survey study

Quantitative 
survey 
data from 
individual 
residents and 
individual 
clinical 
teachers

Multilevel 
models and 
multivariate 
general linear 
models
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An act of performance: exploring residents’ 
decision-making processes to seek help 
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Abstract
 
CONTEXT Residents are expected to ask for help when feeling insufficiently 
confident or competent to act in patients’ best interests. While previous studies 
focused on the perspective of supervisor-resident relationships in residents’ 
help-seeking decisions, attention for how the workplace environment and, more 
specifically, other health care team members influence these decisions is limited. 
Using a sociocultural lens, this study aimed to explore how residents’ decision-
making processes to seek help are shaped by their workplace environment.

METHODS Through a constructivist grounded theory methodology, we purposively 
and theoretically sampled 18 residents; 9 juniors (postgraduate year 1/2) and 9 
seniors (postgraduate year 5/6) at Amsterdam University Medical Centers. Using 
semi-structured interviews, participating residents’ decision-making processes to 
seek help during patient care delivery were explored. Data collection and analysis 
were iterative; themes were identified using constant comparative analysis.

RESULTS Residents described their help-seeking decision-making processes as an 
‘act of performance’: they considered how asking for help could potentially impact 
their assessments. They described this act of performance as the product of an internal 
‘balancing act’ with at its core the non-negotiable priority for providing safe and 
high-quality patient care. With this in mind, residents weighed up demonstrating the 
ability to work independently, maintaining credibility, and becoming an accepted 
member of the health care team when deciding to seek help. This ‘balancing-act’ was 
influenced by sociocultural characteristics of the learning environment, residents’ 
relationships with supervisors, and the perceived approachability of other health 
care team members.

CONCLUSIONS This study suggests that sociocultural forces influence residents 
to experience help-seeking as an act of performance. Especially a safe learning 
environment resulting from constructive relationships with supervisors and the 
approachability of other health care team members, lowered the barriers to seek 
help. Supervisors could address these barriers by having regular conversations with 
residents about when to seek help. 
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Introduction

Complex, critical and challenging situations during the delivery of patient care are 
an everyday reality for residents. In such situations, residents are expected to seek 
help when they feel insufficiently able, confident, or competent to act in patients’ 
best interest.1-5 However, several studies suggest that residents may be hesitant to 
seek help, which could jeopardize the quality of patient care1, 2, 5, 6 and result in a 
loss of learning opportunities.3, 6 Research highlights the complexities involved in 
residents’ decisions to seek help, especially in relation to their supervisors, due to 
the existing hierarchy.1-8 Approachability and availability of supervisors determine 
the experienced threshold for residents to seek help2, 5, 8 but do not eliminate 
worries residents have about how they might come across when asking for help 
from their supervisors.5, 6 Even when supervisors are approachable and available, 
residents still fear losing their autonomy8 and professional credibility2 or being 
seen as incompetent.1, 4 As a consequence, residents might refrain from asking for 
help or employ strategies to maintain their image of being a ‘credible’ or ‘believable’ 
physician.6

Although, thus far, studies foregrounded the perspective of supervisor-resident 
relationships in residents’ asking for help, only considering this perspective may 
not be sufficient to understand residents’ help-seeking decisions. As patient 
care requires the joint effort of health care teams, residents interact with many 
different health care professionals on a day-to-day basis. From the perspective of 
sociocultural learning theories, our eye is drawn to how learning arises from these 
interactions that residents engage in and how interactions are influenced by the 
cultural practices within the workplace environment.9-12 Bleakley13 argues that the 
sociocultural perspective is especially helpful in understanding how learning and 
social practices occur in complex systems such as health care teams. Similarly, 
organizational psychologist Bamberger14 advocates for considering not only help-
seeking as an individual trait but also to examine the interplay between the help-
seeker and provider within the workplace.

While studies within medical education have more and more adopted the 
sociocultural lens to advance our understanding of workplace learning,15-19 it has 
not yet been used to study residents’ decision-making processes to seek help. Hence, 
attention for the extent to which residents decide to seek help from other team 
members is still warranted. Some empirical examples do already touch upon the 
role of the other health care team members and the workplace environment.2, 20, 

21 For instance, Kennedy and colleagues,2 described how residents turned their 
questions to “less powerful” team members (e.g., nurses, and peers), to maintain 
their credibility towards supervisors or when supervisors were not available. Olmos-
Vega and colleagues8 highlighted that if residents perceived an unsafe workplace 
environment, they requested help from peers as it felt safer to ask from an equal 
team member. 
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Using a sociocultural lens, this study sets out to understand residents’ decision-
making processes to seek help regarding patient care. Such an understanding could 
provide useful starting points for safeguarding patient care and enhance learning 
opportunities during residency training. The current study aims to explore how 
residents’ decision-making processes to seek help are shaped by their workplace 
environment, including their experiences of the social and cultural practices in the 
workplace.

Method 

We used a constructivist grounded theory (CGT) methodology as we sought to 
explain how residents’ decisions to seek help are shaped as a social process embedded 
in the workplace.22 Following this methodology, our data collection and analysis 
were iterative, meaning that each informed and influenced the other.22, 23 To inform 
our data collection and analysis, we used sensitizing concepts from sociocultural 
learning theories, in line with the constructivist approach.22 These theories are based 
upon the idea that residents’ learning results from the interplay between individual 
agency and the social and cultural context.9-12 We specifically used ideas from theories 
on workplace learning,10, 24 Communities of Practice11, 12 and, Landscape of Practice.
25, 26 Using these ideas allowed us to study residents’ perceptions about their decision-
making processes to seek help, while also being aware how these processes are 
shaped by their social context with the specific focus on interactions between health 
care members and the underlying workplace culture. This research was conducted 
by a sociologist pursuing a PhD in medical education (IJ), an educationalist with 
expertise in qualitative methodology (RS) and, two health care scientists (MS and 
KL). RS, MS, and KL are experienced researchers with respectively significant 
expertise in workplace learning, learning environments, and the medical profession.

Setting

This study was conducted among residents at Amsterdam University Medical 
Centers (Amsterdam UMC) in the Netherlands. In the Netherlands, the duration 
of residency training varies per specialty and lasts between three to six years. As in 
other Western health care systems, obtaining a position within residency training is 
very competitive.27 During their training, residents follow various rotations in both 
academic and (several) non-academic teaching hospitals, where they are part of the 
health care team and work alongside multiple health care professionals (e.g., nurses, 
fellow residents, and supervisors). As residents progress through their training, they 
will gradually and, with guidance from their supervisors, work towards independent 
practice. Lastly, competency based medical education (CBME) and systematic 
quality assessments and improvements have been implemented in Dutch residency 
training programs over the past decade. Measuring residents’ learning climate, the 
use of Entrustable Professional Activities (EPA’s), and residents providing feedback 
on their supervisors’ teaching qualities, can be considered a routine practice in most 
Dutch training programs.28, 29
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Sampling and data collection
 
We purposively sampled residents from internal medicine, pediatrics, and obstetrics 
and gynecology training to encompass different work settings, regarding the nature 
and urgency of care, the type of health care team members, how team members 
collaborate, as well as the culture within the workplace providing rich information 
aiding to understand residents’ decision-making processes. We purposively included 
junior residents (postgraduate training year 1/2) and senior residents (postgraduate 
training year 5/6). It is suggested that residents’ decisions to seek help might be 
expressed differently depending on their level of training.2 In a later stage, we used 
theoretical sampling,22 seeking residents from surgery training programs and higher 
postgraduate years to deepen the findings and capture the comprehensiveness of the 
preliminary defined results (see Table 1). Invitation e-mails, including a brief study 
description and an information letter, were sent to residents. Participation in the 
study was voluntary at all times.

The initial semi-structured interview guide was developed by the research team 
and piloted with one resident. The guide was refined by reformulating questions 
that were not well understood by the participant (see Appendix 1). During the 
interviews, residents were asked to describe the process by which they seek help, 
using probes based on residents’ responses and previous findings to further explore 
residents’ decisions to seek help.23 Following CGT methodology, after examining 
the transcripts, recurring themes were deepened during subsequent interviews 
using a refined interview guide.22 Notably, as residents were hesitant to use the word 
‘help-seeking’ or said never to ask for help, we used similar but less pejorative terms 
for help-seeking, i.e., ‘checking’ or ‘consulting’ at the start of the interview. After 
establishing rapport between the interviewer (IJ) and participants, we explicitly 
referred to ‘help-seeking’ and the phenomenon’s sensitivity.

Theoretical sufficiency was met after interviewing eighteen residents, meaning that 
we had collected sufficient data to understand and explain residents’ help-seeking 
decisions for this study.30 All interviews were conducted between January 2019 
and December 2019 by the first author IJ and lasted between 40 and 65 minutes. 
Interviews were audiotaped, transcribed verbatim, and anonymized before data 
analysis.
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Table 1. Characteristics of residents interviewed (N = 18)
Characteristic No.
Gender

Male 5
Female 13

Training level
Junior 9
Senior 9

Training program
Internal medicine 9
Pediatrics 2
Obstetrics and gynecology 5
Surgery 2

Data analysis
 
The first four transcripts were read and open coded independently by IJ and a research 
assistant with expertise in qualitative methods. During this process, RS and MS 
additionally double coded parts of the transcripts to compare the interpretation of 
initially developed codes. After approximately ten transcripts, we iteratively refined 
initial codes during regular team meetings until we agreed upon a preliminary code 
scheme with major categories, capturing relationships between codes (axial coding 
process). The preliminary code scheme was an iterative and ongoing process applied 
to the next five transcripts and further refined through group review and discussion. 
After the team agreed on the refinement, the scheme was applied to the subsequent 
transcripts. We then constructed the relationships among categories, facilitating a 
deeper conceptual understanding of residents’ decision-making processes to seek 
help. To check whether the constructed conceptual framework captured residents’ 
decision-making processes to seek help, we discussed the framework during two 
final interviews with residents,30, 31 who had the same characteristics as described 
in the sampling section. Our discussions with these residents suggested that the 
framework resonated with their experiences and, they provided further details 
supporting the framework we had constructed. As such, no major changes were 
made to the framework. MAXQDA (version MAXQDA Plus 2020) supported data 
analysis. 

Ethical approval
 
The institutional ethical review board of the Amsterdam UMC of the University of 
Amsterdam provided a waiver declaring the Medical Research Involving Human 
Subjects Act (WMO) did not apply to the current study (reference number W18_374 
# 18.428).
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Results
 
Residents described their decision-making processes to seek help as an act of 
performance in which they considered how their asking for help could be taken into 
account in their assessment as a learner and future medical specialist by all members 
of the health care team. This act of performance was described as the product of 
an internal ‘balancing act’ and how residents’ perceived certain sociocultural forces 
within the workplace. During this balancing act of whether or not to seek help, 
residents considered four aspects: 1) providing safe and high-quality patient care, 
2) demonstrating the ability to work independently, 3) maintaining credibility as a 
(junior) physician, and 4) becoming an accepted member of the health care team. 
Three sociocultural forces of the workplace strongly influenced the weighing of 
these aspects: a safe learning environment that was conveyed through a constructive 
relationship with supervisors and the approachability of other health care team 
members. 

Figure 1. Conceptual model of how residents’ help-seeking decisions are shaped. 
Residents’ internal dialogue and the four aspects they balance are portrayed in the 
middle. The outer ring displays the forces within the workplace influencing which 
aspects were given more weight in residents’ decisions to seek help or not.
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Residents’ internal dialogue: the balancing act and act of 
performance

Residents likened asking for help as an act of performance: they felt that asking 
for help could positively or negatively impact their assessments. As such, asking 
for help was experienced as high-stakes or low-stakes, depending on the patient 
case and who they wanted to ask help from within the health care team. Residents 
described that the decision to ask for help was each time preceded by an internal 
dialogue in which four aspects were considered. Although individual differences 
were apparent, the same four aspects were consistently present within residents’ 
help-seeking considerations regardless of residents’ gender or training program. 
Residents’ desire to provide safe and high-quality patient care was the core around 
which their internal dialogue revolved. When residents considered asking for help 
from supervisors, maintaining their credibility, and their drive to demonstrate the ability 
to work independently were most pertinent. Becoming an accepted member of the health 
care team was mostly considered when seeking help from members of the health care 
team in general and physicians from other departments.

The balance between providing safe and high-quality patient care and maintaining 
credibility could raise tensions and cause conflicting feelings for residents towards 
seeking help. Residents, for example, explained this tension as preferring more 
information or details about a clinical case. However, asking for such details could 
be at odds with maintaining their credibility in the eyes of their supervisors. By 
asking questions that might be perceived as “dumb” (P2) or “inappropriate” (P7) 
by supervisors, residents worried about performing in a wrong way, harming their 
credibility, which could negatively impact their assessment:

And then I notice that asking help from people who also have to assess 
you immediately creates a risk (…) Because if they [supervisors] interpret a 
question as, oh, she doesn’t know (…) I think that it just affects the assessment 
you get as a resident. (P12)

Furthermore, residents described that seeking help in non-urgent or less complex 
clinical situations (e.g., small laboratory abnormalities) was challenging: seeking 
help in such situations was recognized as generally preferred for safe and high-quality 
patient care, while at the same time residents wanted to demonstrate the ability to 
work independently, strengthened by the feeling that this was expected from them as 
a physician in training. This challenge seemed to affect junior and senior residents 
differently. Juniors felt not yet fully able to work independently and talked about 
the desire for a final “confirmation” (P10) or “reassurance” (P6) from supervisors, 
indicating that they were making the right clinical decisions for their patients. 
Seniors, on the other hand, reflected that the ability to work independently without 
seeking help became more important and that both asking too many questions 
and being “indecisive” (P18) was not a desirable performance as “it [reputation of 
indecisiveness] will stick to you” (P18). Interestingly, to perform well, one resident 
talked about being a “chameleon” (P15): adapting the way of working and asking 
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questions to what is perceived as expected to do. As a consequence, this resident 
said “sometimes you’re acting a little bit.” (P15). 

While residents perceived that seeking help to provide safe and high-quality 
patient care could run counter to maintaining their credibility and demonstrating 
the ability to work independently, residents experienced that becoming an accepted 
member of the health care team went hand in hand with providing safe and high-quality 
patient care. Residents described how, by deliberately asking questions, they learned 
how “things are done” (P4) within this particular workplace, and simultaneously 
could establish collegial and reciprocal relationships needed to become an accepted 
member within the health care team. In turn, being accepted and included as a full 
team member afforded residents in current and future clinical cases to get the daily 
patient care done: “that people enjoy working with you and are willing to work half 
an hour overtime so that we can finish surgery (…)” (P15). 

Forces within the workplace influencing the balancing act
 
Residents’ described how forces within the workplace inherently influenced their 
help-seeking balancing act. Within the workplace, a safe learning environment was 
repeatedly described as a force influencing the balancing act. It created a sense of 
safety that was conveyed through a constructive relationship with supervisors and 
the approachability of other health care team members. These forces, including 
whom they were seeking help from, influenced which aspects were given more 
weight in residents’ decisions to ask for help. 

Safe learning environment 
Residents recognized how the experienced learning environment within the 
workplace shaped their decisions to seek help, especially their sense of a safe and 
constructive atmosphere was imperative. Residents described such an atmosphere as 
“open” (P9), “welcoming” (P4), and “equal” (P3) in which they were being recognized 
as a person as well as a learner by team members. In such departments, residents 
felt more included within the team and were more comfortable to share clinical 
uncertainties: 

And if you ask or say something, it is listened to and addressed. So, the 
feeling that you are a team (…) Not that all decisions are made for you from 
above, but that you are also heard. (…) then you just feel like a full member 
of the team. And that has the effect (…) on me that you feel happy, you feel 
comfortable, and you feel safe. I think it promotes safe patient care because 
you feel free to ask and to share your doubts. (P3)
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In contrast, in more punitive atmospheres, residents experienced the feeling of being 
“punished” (P17) for asking questions or being “constantly assessed” (P11). In such 
atmospheres, residents felt this burden always lurking, which affected their asking 
for help in current and future help-seeking situations throughout their training: 
“that you choose to make a plan [for the patient] yourself instead of discussing your 
doubts [with supervisors]” (P3).  

A constructive relationship with supervisors 
Residents considered supervisors who shared their expectations about when and 
how they should seek help as contributing to a constructive relationship. Such 
conversations positively influenced residents’ help-seeking decisions, mitigating 
the odds of losing credibility and the need to perform questions. However, these 
conversations were rare, causing residents to turn to fellow residents and nurses 
who helped them to understand their “supervisors’ manual” (P15) (e.g., supervisors’ 
expectations and preferences regarding help-seeking). Especially junior residents 
pre-consulted nurses or fellow residents about “whether they also find it [ECG] 
normal or abnormal, or whether you should consult a supervisor” (P11). As this other 
resident explained:

I often ask the nurses, what do you think? Just for back-channeling, that 
you are more certain about what you want to discuss [with supervisors], or 
whether your treatment policy is the right one. (P15)

Residents also described how a nonconstructive relationship with and strong 
reactions from supervisors to requests for help had them “trying to find a work-
around not having to ask the supervisor in question” (P3), because – as one resident 
put it – “you do not want to be the pain-in-the-ass resident” (P17). Residents then 
preferred “thinking about that [question] later [by myself]” (P10). A typical example 
was supervisors who acted too hurried or rushed to answer questions:

My supervisor came into [the room] in a hurry holding a sandwich: ‘I have 
25 minutes, 8 patients, just quickly’. And then you look through the [lab] 
results together. [supervisor says] ‘Do you have any questions? No okay, and 
continue’. It is just: you report and they dictate. (…) While you do not even 
know yet why a CT, why not an MRI? (P10) 

Approachability of other health care team members 
Residents spoke about fellow residents and allied health professionals’ approachability 
as they often worked physically close together by sharing offices. Such proximity 
lowered the threshold to ask quick and “practical things [to fellow residents] about 
(…) how do you make a discharge letter or how do I go through medication changes?” 
(P10). Whereas calling supervisors from other departments was “difficult because 
you sometimes don’t know who you are calling” (P1). Working physically close to 
each other thus facilitated a relationship based on trust, support and, reciprocity by 
which help-seeking “went more smoothly” (P2). Residents recognized that their own 
attitude towards nurses contributed to such a reciprocal relationship: 
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I also invest very actively in it [relationship with nurses] and approach them 
with a lot of respect and I explicitly thank them if they do things that - as a 
result - I do not have to do. (…) I think if you are kind to each other that way, 
it helps in on all sides. It also helps me in the end, because next time they are 
willing to call a patient again. (P17). 

Moreover, residents indicated how they experienced a lower threshold when seeking 
help from “equal colleagues” (P15), i.e., fellow residents and allied health professionals, 
as compared to supervisors. This was partly due to their non-involvement in formal 
assessments (i.e., less high-stakes). Similarly, residents preferred seeking help from 
fellow residents and allied health professionals, especially regarding specific clinical 
practices and “how the things are done around here” (P9). Other team members 
sometimes had more useful expertise in clinical practices than supervisors “if I have 
any doubts about ultrasounds, I know she [fellow resident] can do better than my 
supervisor. So then I consult her (…)” (P2). Also, residents talked about asking fellow 
residents about areas they wanted to improve their knowledge and skills in: 

I invited [fellow resident] once for a physical examination, as I would like 
to see the joints [the expertise of the fellow resident]. Then we just did it 
[physical examination] together and then he taught me how to really do it. So 
I learned a lot from it and it is also just a lot of fun. (P1)

Discussion

In this study using a sociocultural lens, we explored how residents’ help-seeking 
decision-making processes are being shaped by their workplace environment, 
including their experiences of the social and cultural practices in the workplace. 
We found that residents experience asking for help as an act of performance: they 
perceive the ‘how’ and ‘when’ of asking questions, as well as the content of these 
questions, as a measure of their competence. Moreover, this act of performance was 
preceded by an internal dialogue in which the need for and potential ramifications 
of help-seeking were balanced. Residents’ sense of responsibility for providing safe 
and high-quality patient care was the core around which their internal dialogue 
revolved. With this in mind, residents weigh up demonstrating the ability to work 
independently, maintaining their credibility as a physician, and becoming an 
accepted member of the health care team when seeking help. Residents’ internal 
dialogue was strongly influenced by sociocultural forces of the workplace, including 
a safe learning environment that was conveyed through a constructive relationship 
with their supervisors and the approachability of other health care team members. 
In identifying the complex interplay between the internal balancing act and 
workplace forces, our study joins a growing body of literature, raising attention for 
the sociocultural perspective in aiding to unravel the interplay between the social 
and cultural aspects of residents’ learning and clinical practice.15-19, 32
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Framing help-seeking as an act of performance resonates with the literature 
on how residents perceive the pressure to come across as certain, decisive, and 
independent.1-3, 6, 7, 19 Residents feel that such attributes are rewarded in performance 
assessments and, thus, are expected from them during their training towards 
becoming future medical specialists.1, 19 These pressures are partially embodied by 
the wide implementation of competency frameworks within medical education 
with a strong focus on outcomes, competencies, and achieving milestones.33-37 Our 
study demonstrated how such pressures and expectations influenced residents’ 
internal dialogue, resulting in the unintended consequence of hampering help-
seeking. Notably, not posing the less relevant or less clearly worked out questions 
is potentially problematic as such questions contribute to residents’ professional 
development by providing feedback on knowledge gaps or how to structure their 
case when presenting a patient.15 Although residents proclaimed that not seeking 
help never interfered with providing safe and high-quality patient care, it does raise 
the question of whether the most optimal patient care can always be guaranteed. A 
previous study reported that patients’ treatment could be delayed when residents 
were uncertain about clinical decisions and did not seek help or input from 
supervisors.38 Ultimately, perceiving help-seeking as an act of performance could 
run counter to residents’ learning and potentially the provision of optimal patient 
care.6 Hence, our study suggests that to mitigate pressures on residents’ internal 
dialogue, a safe learning environment nurturing the sharing of uncertainty and 
vulnerability while paying attention to the individual resident and their personal 
learning needs is imperative.39, 40 In such environments, residents are more likely to 
speak up and disclose errors partly due to less hierarchy, which may be instrumental 
for providing safe and high quality patient care.41, 42

The fact that residents framed help-seeking as a measure of their competence altered 
their way of asking questions: they tailored the ‘right’ way of help-seeking, to the 
‘right’ supervisor or to the ‘right’ health care team member. By performing questions 
in that way, residents could more easily access opportunities to demonstrate their 
ability to work independently (e.g., being granted to perform a surgical procedure), 
safeguard their credibility as a physician, and secure a position as an accepted team 
member. Various studies described how supervisors greatly vary in their supervisory 
preferences43, 44 and how through tailoring processes (e.g., altering questions), a 
shared interaction pattern could be created between residents and supervisors.44, 

45 While our results point to similar processes, we also highlighted how residents 
actively develop their understanding of supervisors’ preferences, partially through 
‘checking’ the validity and legitimacy of their questions with other health care 
team members before asking supervisors. This resonates with Goffman’s theory of 
impression management. He describes how we try to understand what is expected 
from us during social interactions and then use these insights to influence the 
perceptions others may hold about us.46 He described that performance arises in 
two contexts: in the frontstage where ‘some aspects of the activity are expressively 
accentuated and other aspects, which might discredit the fostered impression, are 
suppressed,46 whereas in the backstage ‘the suppressed facts make an appearance’.46 
Previous research on feedback conversations suggested how residents wanted to 
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create a front stage performance to display confidence to supervisors.47 While our 
results underline this finding, we also provide insights into the interplay between 
the frontstage and backstage. Residents ‘rehearse’ their performance of asking 
questions in the backstage on professionals within the perceived same scope of 
practice (e.g., allied health professionals or fellow residents), before asking their 
questions to supervisors in the frontstage. In that way, residents could manage their 
impression as they had more certainty that their question aligned with the expected 
level of independence, and they could portray themselves as a competent (future) 
colleague, promoting a positive assessment.36 

Moreover, we also shed light on how help-seeking as performance does not only 
occur in the presence of supervisors but also how allied health professionals and 
fellow residents played a key role in residents’ decision-making processes to seek 
help. Our study suggests that while supervisors seemed to be the gatekeepers of the 
medical community, other members within the health care team might serve as guides 
providing practical knowledge and enculturating them into the clinical workplace.11, 
12, 17, 20, 26, 48, 49 Compared to supervisors, other co-workers afforded the ‘know-how’ of 
and guided them through the local norms and practices of the particular workplace.17, 

20, 50 This knowledge is an essential part of socialization into the health care team51 as 
it helped residents to understand and secure their position as an accepted, legitimate 
team member. The metaphor of asking questions as ‘exchanging currency’52, 53 is 
useful to understand how - by asking for help as performance - residents secure 
their position within the team. Residents pay by asking for the ‘right’ help and by 
forging relationships through actively involving members of the health care team 
in the delivery of patient care. Residents realized that these communication skills 
are highly valued by team members.54 In return, residents are ‘paid’ by being seen 
as a credible physician and legitimate team member by health care team members. 
Studies identified the importance of residents actively engaging and building 
relationships with all health care team members as more learning opportunities 
were afforded them17 and to better ensure patient safety.55 

Implications for practice and research

As our results indicate, it is imperative to create a learning environment in 
which help-seeking is normalized and seen as intrinsically linked with providing 
safe patient care and the development as a learner. Addressing potential barriers 
related to help-seeking decisions should, therefore, be addressed on different levels. 
Supervisors could address residents’ credibility concerns40, 56 by having regular 
conversations with them about expectations regarding residents’ level of training 
and when they should seek help.43, 44 Furthermore, given the important role of other 
(non-physician) health care team members in lowering the threshold for residents to 
ask for help, both formal and informal feedback conversations with fellow residents 
and allied health professionals could be actively stimulated in training programs. 
Such conversations could aid in clarifying role expectations among team members17 
and foreground the shared purpose of patient care,57 which might help to create 
a constructive learning environment. This might also support the view that help-
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seeking is not seen as a potential threat for residents’ credibility, but as confirming 
the team’s shared purpose of providing safe patient care. Future research should 
address how to foster learning environments in which the health care team’s shared 
purpose of safe patient care trumps residents’ concerns of negative assessments. We 
encourage other researchers to consider adopting a perspective that views all health 
care team members to influence workplace learning interactions.17, 20, 21, 26, 50 Hereto, 
sociocultural theories can offer guidance.9-12 We agree with colleagues that such an 
inclusive perspective may result in a more in-depth understanding of residents’ 
help-seeking decisions and workplace learning in general.18, 32 Finally, although not 
the aim of our study, we came across some differences in how junior and senior 
residents weigh up their decisions to seek help. For instance, in how they dealt 
with demonstrating the ability to work independently. We feel this could be further 
explored in future research. 

Strengths and limitations
 
In unraveling the process by which residents decide to seek help and what shaped 
this process, our study’s strength was adopting the lens of sociocultural learning 
theories using constructivist grounded theory methodology. It enabled us to 
construct a model reflecting residents’ perceptions of their decisions to seek help 
and how it played out in the workplace. Simultaneously we acknowledge that the 
results of this study are constructed based on a combination of the answers of the 
participants as well as the backgrounds of members of the research team and our use 
of sociocultural learning theories to understand the results. Our results should be 
considered within certain limitations.58 Since not asking for help may have negative 
consequences for the quality of patient care and patient safety, residents may have 
responded in a socially desirable way to the interview questions. In this research, 
we tried to minimize this bias by using similar but less pejorative terms for help-
seeking (e.g., ‘checking’). Moreover, as the interview proceeded, we acknowledged 
the sensitivity around help-seeking and invited residents explicitly to reflect 
on this. Data collection took place in only one Academic Medical Center in the 
Netherlands, which could limit our findings’ transferability. However, like in other 
countries, residency training in the Netherlands is built upon a competency-based 
framework with generally the same characteristics among countries. Therefore, 
how residents framed help-seeking as performance, their considerations and, the 
workplace’ influences might be relevant to other training programs grounded on 
CBME. Furthermore, the majority of our participants was female. Although this is 
an accurate representation of the male-female balance within Dutch postgraduate 
medical education, and our participants did not discuss gender aspects, future 
research might focus on the gender dimension within the balancing act and how 
the workplace environment might react differently to requests of help by female 
residents as compared to male residents.
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Conclusion
 
This study suggests that sociocultural forces of the workplace highly influence how 
residents balance their considerations of whether or not to seek help and the extent 
to which they frame help-seeking as an act of performance. To lower the barriers 
for residents to seek help, a safe learning environment resulting from constructive 
relationships with supervisors and the perceived approachability of fellow residents 
and allied health professionals seems crucial. We recommend addressing the 
potential barriers in dialogue with all members of the health care team as they are 
all tied into residents’ help-seeking decisions. Future research could examine how to 
foster learning environments in which the health care team’s shared purpose of safe 
patient care, trumps residents’ concerns of negative assessments.
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Appendix 1
Semi-structured initial interview guide
 
This interview guide is the initial interview guide; it evolved and was revised 
iteratively during data analysis. To provide insight into some of the follow-up and 
probing questions that resulted from these iterations, we highlighted these in italics. 

1. Could you please tell me your name, your current residency training year, and 
in which rotation you are currently?

 
Introductory questions 
2. If you think back to the first week of working in this department, what did you 

notice during your collaboration with the various health care professionals (e.g., 
supervisors, fellow peers, allied health professionals and, physicians from other 
departments)? 

3. In general, how do you experience seeking help during daily patient care? 

Key questions
4. If you think back to this week, what situation comes to mind first when 

thinking about a situation in which you wanted to seek help during the delivery 
of patient care? Please describe the situation. 

a. What were your considerations to seek help? 
b. From whom did you seek help and what were your considerations?

5. What situation comes to mind first when thinking about a situation in which 
seeking help during the delivery of patient care was easy? Please explain.

a. What (or who) enabled you to seek help and why? 
6. What situation comes to mind first when thinking about a situation in which 

seeking help during the delivery of patient care was difficult? Please explain.
a. What (or who) hindered you from seeking help and why? 
b. How did you handle this situation and what were your considerations to handle 
the situation in that specific way?

7. If you compare yourself at the beginning of your training to the present day, to 
what extent has seeking help become easier or more difficult for you? 

a. Why did asking for help become easier or more difficult? 
b. From what moment did you notice that asking for help became easier or more 
difficult? What did affect this change? 

8. In what situations do you seek help from other health care professionals? 
a. What drives you to ask these others? (e.g., patient care, learning) 

9. Could you tell me about a situation when postponing questions or not asking 
questions has had consequences for patient care? Please explain. 

a. What were these consequences?
b. What were your considerations to postpone your questions or not asking your 
question(s)? 
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10. To what extent could postponing questions or not asking questions have had 
implications for your development or learning? Please explain.

a. What were these consequences?
b. What were your considerations to postpone your questions or not asking your 
question(s)?

11. What would you describe as the added value of seeking help from someone else? 
a. What are the benefits? (e.g., for yourself, learning, patient care) 

Wrap-up questions 
12. Are there topics that I did not ask about but are essential? 
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Abstract

BACKGROUND While compassion is the cornerstone of healthcare, research 
into residents’ perspectives on compassionate patient care remains limited, and the 
voice of patients is largely absent. Understanding both perspectives is essential to 
guarantee compassionate patient care. Therefore, this study aims to understand how 
patients and residents perceive both the concept and practice of compassionate care 
by identifying key themes for both groups. 

METHODS We conducted semi-structured interviews with 8 patients and 10 
residents at a University Medical Center (UMC) in the Netherlands. Using thematic 
analysis, we separately coded patient and resident transcripts to identify themes 
capturing their perspectives on compassionate care. 

RESULTS We identified four themes that, for patients and residents, encompassed 
compassionate care: being there, empathizing, actions to relieve patients’ suffering, 
and connection. For residents, there was a fifth theme: fulfillment that resulted from 
providing compassionate care. Although both patients and residents emphasized the 
importance of compassionate care, patients did not always perceive the physician-
patient encounter as compassionate, and being compassionate could be challenging 
for some residents.

CONCLUSION This is one of few studies investigating the perceptions of both 
patients and residents on compassionate care. Compassion serves the interests 
of both patients and residents, as compassionate care is critical for patient care 
quality and a source of professional fulfillment for residents. Based on patients’ and 
residents’ perceptions, we formulated recommendations – directed at residents – 
to enhance compassionate practice, including responding to patients’ compassion 
needs, acknowledging that compassion is a necessity for all patients, can be 
expressed in small gestures, and may be time saving. Given the known health effects 
of human connection in patient care, we call for reinvigorating compassion in 
medical education and clinical practice.  
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Background

“If you want others to be happy, practice compassion. 
If you want to be happy, practice compassion.” – Dalai Lama 1

Compassion is the cornerstone of healthcare.2 Compassion involves the response 
to patients’ suffering coupled with the wish, intention, and action to relieve it.3, 

4 Patients value compassionate physicians,4-6 and ample research showed that 
compassion benefits patients’ clinical experience and alleviates their distress and 
anxiety.2, 4, 7, 8 Moreover, compassionate patient care is associated with better patient 
self-care as it drives patient engagement and treatment adherence.2 Although 
patients find compassion crucial, it is yet an unmet need.2, 9-12 In a large US survey, 
only half of the patients reported receiving compassionate care.9 Similar results have 
been found in other countries.13, 14 The ramifications of this unmet need are serious, 
as less physician compassion has been associated with slower wound healing, 8 less 
optimal blood sugar in diabetic patients,7 and higher levels of anxiety and pain.8 
Moreover, a lack of compassion is linked with lower quality of care, such as higher 
risks of medical errors.12 

While physicians agree with patients on the significance of compassion for 
successful medical treatment, they too report that healthcare systems largely 
prevent them from providing compassionate care.9 Physicians indicate that they 
do not have enough time to serve patients with compassion.9 Moreover, during 
residency training, the skills and attitudes to provide compassionate care are 
not routinely taught.15 Studies report a decline in compassion among residents 
and early physicians.16, 17 Healthcare systems are potentially suffering a double 
whammy due to a lack of compassion: on top of reduced quality and safety of 
patient care, physicians’ well-being is at risk.2, 9, 12 Compassion also has profound 
benefits for physicians as it functions as a buffer against burnout and increases 
work engagement and job satisfaction for physicians.18 Physicians with superior 
well-being are better able to provide compassionate and high-quality patient care.12 
  
Therefore, healthcare institutions, and those working in them, are expected to 
develop and sustain compassionate care in practice.14, 19, 20 In contrast to the nursing 
profession, where compassion has been profiled and cultivated since Florence 
Nightingale founded it,21-23 the explicit attention to providing compassionate care 
by physicians has only been of a recent date.24 The focus on physicians’ perspectives 
on compassion in clinical practice remains limited, and the voice of patients - those 
receiving compassion - is largely absent, even within the nursing literature.11, 21 The 
few studies that touched upon patients’ perspectives on compassion mainly focused 
on cancer patients. These studies highlighted how for those patients, compassion 
included, for instance, providers understanding of patients’ needs, relational 
communicating, and attending to needs.11, 25
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Against this background, this study aims to understand how patients and residents 
perceive both the concept and practice of compassionate care by identifying key 
themes for both groups. Such an understanding provides insights for physicians into 
patients’ compassion needs and how this may differ from their own understanding. 
Indeed, missed opportunities to provide compassionate care represent a significant 
challenge26, 27: when physicians are unaware of what compassionate care means 
for patients, providing compassionate care is complicated. Understanding both 
perspectives could provide helpful starting points to enhance compassionate patient 
care. The current study answers the following research question: how do patients 
and resident physicians perceive compassionate care? 

Method

This interview study was conducted among patients and resident physicians 
(hereafter: residents) at a large University Medical Center (UMC) in the Netherlands. 
Residents are physicians in training and responsible for providing patient care. This 
study was part of a project to develop a compassion improvement intervention for 
residents.  

Sampling and data collection
 
Patients and residents were selected through convenience sampling, meaning 
that patients and residents who were willing to participate were interviewed. We 
recruited patients via medical specialists and the Client Advisory Council in the 
UMC. Residents were recruited via Program Directors and through snowballing 
by asking participating residents. In total, eight patients (5 female) participated 
in an interview. Patients were between the age of 22 and 79. Patients were under 
treatment within the (sub)specialties of cardiology (4) or internal medicine (4). Ten 
residents (8 female) participated in an interview. They varied in postgraduate years 
(ranging from year 1 to 6) and specialty, including radiology (1), internal medicine 
(5), ophthalmology (1), and surgery (3). All participants were either invited by phone 
call or e-mail, and they received a study information letter by e-mail. 

The research team developed semi-structured interview guides for patients and 
residents. The guides contained the same questions; only the wording was tailored 
to patients or residents (Appendix 1). During the interview, patients and residents 
were asked to describe their experiences with respectively receiving and providing 
(less) compassionate care to explore their perceptions. To ensure that participants 
understood how compassion was defined in this study, the interviewer shared the 
literature-based definition of compassion: the response to patients’ suffering coupled 
with the wish, intention, and action to relieve it.3, 4 All interviews were conducted 
between August 2019 and December 2019 by authors IJ, MD, RB, and MDie. They 
regularly discussed the interviews afterward to share reflections as it facilitated 
the following interviews. Interviews were audiotaped, transcribed verbatim, and 
anonymized before data analysis.
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Data analysis 

All interviews were analyzed using thematic analysis.28 We took the following 
steps to develop the final template. First, three resident transcripts were read and 
open coded independently by IJ and MD. Then, IJ and MD discussed the codes 
and constructed themes (i.e., how codes cluster together), resulting in an initial 
template. After the research team discussed the template, IJ applied the template 
to the following transcripts. We refined the themes iteratively during regular 
team meetings until we agreed upon the template. In the final stage, IJ applied 
the template to all transcripts. Then, the same data analysis steps were applied to 
patient interviews. During the analysis of patient interviews, we kept the results 
of residents in our minds while being open to new insights. We regularly checked 
throughout the interviews whether patients were talking about residents instead of 
medical specialists or nurses.29 We excluded fragments that were not about residents 
during data analysis as we were interested in compassionate care provided by 
residents. After analyzing ten resident and eight patient transcripts, saturation was 
met, meaning that we had collected sufficient data to understand the perspective of 
patients and residents on compassionate care.30 MAXQDA (version MAXQDA Plus 
2020) supported data analysis.

Reflexivity 

This research was conducted by four researchers pursuing a Ph.D. and with a 
background in sociology (IJ), strategic human resource management (MD), medicine 
and ethics (MDie), and bio-ethics and public administration (RB). GW, BM, and KL 
are all professors with respectively significant expertise in philosophy and ethics of 
medicine, clinical ethics (support), and physicians’ professional performance. The 
multifaceted perspectives of the research team resulted in in-depth conversations 
about patients’ and residents’ perspectives on compassionate care.

Results
 
From our data analysis, we found four interrelated themes that together express 
what compassionate care entails for patients and residents: (1) being there, (2) 
empathizing with the patients’ suffering, (3) actions aimed to relieve this suffering, 
and (4) connection. While both identified the same four themes in explaining their 
perceptions, different subthemes emerged for patients and residents. For residents, 
there was a fifth theme: fulfillment that resulted from providing compassionate 
care (see Table 1). Generally, patients and residents emphasized the importance of 
compassion for optimal patient care. Nevertheless, patients also shared that they 
did not always perceive their care as compassionate, and residents touched upon the 
challenges in providing compassionate care to their patients. 
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Table 1. Themes and subthemes for patients and residents expressing compassionate 
care

Theme Subthemes of patients Subthemes of residents

Being there 
with and for 
patients

Displaying attention by taking 
time and being prepared (+)

Having a demeanor of 
calmness (+)

Showing stress (-)

Taking the time for patients (+)

Taking responsibility to 
manage patients’ healthcare 
processes (+)

Empathizing Seeing and treating patients as 
a person (+)

Asking about patients’ needs 
(+)

A lack of empathy (-)

Seeing patients as fellow 
human beings (+)

Standing in patients’ shoes (+)

Balancing over-involvement 
and detachment (+/-)

Judging the severity of patients’ 
medical condition (+/-)

Action Communicating clearly (+)

Involving patients during the 
medical process (+/-)

Small and extraordinary 
actions (+)

Relieving patients’ suffering (+)

Time pressures and lack of 
time (-)

Connection Having a click (+)

Equal relationship (+)

Engaged and medically 
interested patients (+)

Having a click (+)

Reciprocal relationship (+/-)

Bad mood (-)

Fulfillment N.A.

N.A.

Making a difference for 
patients (+)

Organizational hassle (-)

(+) indicates that the subtheme had a positive influence on compassion.
(-) indicates that the subtheme had a negative influence on compassion.
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Patients
 
Being there with and for patients 
This theme included three subthemes: residents’ displaying attention by taking time 
and being prepared, having a demeanor of calmness, and showing stress. Patients 
perceived residents’ attention when they literally took (more) time by, for example, 
planning them “at the end of the consultation so that I had enough time to ask 
questions” (P3). Also, when residents had well prepared for the consultation and 
were informed about their situation, patients felt that residents were interested in 
them:

Reading about the patient before the visit […] They [residents] know that 
patient X comes to see me, and he may or may not practice a sport. He does 
this and lives there. […] I think that this already contributes to compassion, 
letting them [the patient] know that I [resident] am interested in you, and 
now I have ten minutes for you, and I really take these ten minutes for 
you. Whereas, if you [resident] ask the same question every year […], which 
you’ll likely have forgotten, that patient only comes once a year and surely 
remembers that the same questions were asked last year. […] then it feels more 
distant. (P1) 

Also, patients experienced residents being there for them through their demeanor 
of calmness by sitting down while talking to patients as it “emanates that [residents] 
have more time instead of just quickly call on me” (P5). In contrast, when residents 
were stressed out or in a hurry, patients felt being a “box that should be ticked off” 
(P5). In these situations, they felt unheard, less free to ask questions and, at times, 
a burden:
 

[the resident came] to check medical imaging and left again. He said, ‘I don’t 
see anything’, and he really made me feel that I was wasting his time. (P2) 

Empathizing 
Empathizing included three subthemes: being seen and treated as a person, asking 
about patients’ need, and a lack of empathy. Patients felt being seen as a person 
when residents were understanding and caring, rather than only having an eye for 
the disease by “looking at the heart and moving on” (P5). According to patients, 
empathy could be expressed by saying “I notice that it does a lot to you, or it is 
intense” (P5). Within this subtheme, patients also shared that while residents should 
make an effort to understand them truly, actually feeling patients’ emotions is not 
preferable:
 

They don’t have to feel those emotions and pain. In fact, they should stay clear 
of that. But, they should be able to imagine what it’s like for me. (P6)
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As patients mentioned the difficulty for residents of recognizing their specific needs, 
they frequently indicated that residents should ask patients “what do you need” (P4). 
This subtheme was also closely related to the previous one, as asking contributes to 
being seen as a person. When residents did ask such questions, patients felt taken 
seriously, and it was easier for them to open up and share thoughts or concerns: 

So, not a resident who thinks ‘I need to do this, so I’m just going to tell 
everything and that’s it’. But instead ‘what do you need?’. Whom is that person 
sitting across from me? […] I really believe that then you will have a better 
conversation with each other […] seeing the complete picture and not only 
the illness sitting across from you, really seeing the person facing you. (P3)
 

Patients also provided narratives when they experienced residents’ lack of empathy. 
They felt that residents were disrespectful to them, did not recognize their unease, 
or made an inappropriate statement. Patients mentioned that such behaviors evoked 
emotional reactions:
 

Then he puts his ultrasound on [belly pregnant patient]. He says ‘O, I can only 
see four fingers and a thumb’, which was a joke. I thought, well, you have no 
idea how I lay here, as it was the special clinic for high-risk pregnancies. […] 
I was terrified because I thought, now it is all wrong. And I really thought, 
when I knew it was a joke, I thought, he is crazy. (P5) 

Action
Patients recognized the relevance of action as an element of compassion: residents 
doing something to relieve their suffering, in which suffering could be for example 
pain, confusion or uncertainty. An act of compassion could be remembering what 
patients said in an earlier consult or comforting patients by saying “boy, it’s going 
to be okay” (P4). Patients indicated two actions that could relieve their suffering: 
communicating clearly, and involving patients during the medical process. For 
patients, clear communication included residents’ clarification of what they could 
expect or explaining a medical procedure step-by-step. Patients noticed how clear 
communication alleviated their concerns and aided to ask questions:
 

But the fact that he told everything that he was going to do was comforting. 
Like, o, now I am going to do this and I am going to do that now […]. That 
you just know where you stand […] Because he clarified a lot, I dared to ask 
my questions. (P1)

Within this subtheme, patients found it important that residents were aware of 
their way of communicating as “c’est le ton qui fait la musique [it is the tone that 
makes the music]” (P8). Also, they mentioned that residents should adjust their 
communication to patient’s level of understanding:
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But I mean the fact that you [the resident] are taking away worries, clearly 
communicate what the purpose is and also to talk on ‘an equal level’ to say it 
bluntly […], he is on this level, so now we have to go back to basics and explain 
it clearly. (P1)

The importance patients ascribed to clear communication became apparent as 
patients highlighted how medical interventions could technically be successful but 
fail in the sense that patients still suffered from confusion and uncertainty due to 
insufficient explanation: 

I say, but technically I think I was treated well. [...] But I very much missed 
the explanation at the time [...] If you think back, I think he [resident] really
missed something there. (P5)

For patients, action also included involving them during the medical process, 
enabling them to maintain voice and control. When residents involved patients 
for example, during decision-making processes, they felt “taken seriously” (P6). 
In contrast, noninvolvement could evoke emotions such as frustration or anger. 
Especially during physical examinations, patients felt extra vulnerable and were 
upset when residents did not involve them in what was going to happen or did not 
provide reassurance:
 

Well, I was lying there in the room covered by my towel, so that makes 
you vulnerable, right. And he walked in [...] Immediately, a blob on the 
ultrasounds head, pulling down the towel and putting the ultrasound on my 
skin. It’s really an invasion on your body. […] instead that you [the resident] 
just show some understanding of hey, we’re just going to see if we can find 
something. A little reassurance. (P2)

Connection
Connection included three subthemes: having a click, a relationship based on 
equality, and patients being engaged and interested in their own medical process. 
Patients described a connection with residents as having a “click” (P8) which a long-
term relationship with residents could promote:

I have been a patient with [physician] for six years. [...] I noticed that we very 
quickly developed a certain mutual sympathy. We have the same humor, I 
think. And the connection was there right away. [...] We have a connection, 
understand each other and you do not have to make that explicit. (P8)

For patients, a connection with residents also entailed a relationship based on 
equality, meaning residents are “standing next to me, instead of positioning 
themselves above me” (P4). As a result, patients noticed being more forgiving (e.g., 
if a consultation runs late), taking residents’ advice more seriously, and feeling safer 
asking questions:
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It helps if you have a good connection with a physician, of course, it helps 
to ask more questions [...] and come back more quickly. Or sooner alert the 
physician if something might be wrong. (P1)

Finally, patients noticed residents’ enthusiasm when patients were engaged and 
interested in their own medical situation through, for instance, preparing the 
consultation and asking questions. Similarly, medically educated patients talked 
about how their relationship with residents strengthened, as they were able to talk 
to residents using medical language:
 

Yes, there was a personal connection. And I think that’s partly because I did 
a [medical study] and my boyfriend is in medical research. But I think she 
[resident] really liked the fact that we could talk with her on the same level 
as she knew we understood and we did our research before seeing her. (P3)

Residents
 
Being there with and for patients 
For residents, being there with and for patients included: taking the time for 
patients, and taking responsibility to manage patients’ healthcare processes when 
they were not physically present. By taking time for patients, residents intended 
to give them the feeling that they were being heard and taken seriously. Removing 
distracters (e.g., pagers) and sitting down with patients helped residents to take 
time for patients and be present:
 

What I often do, when I have a conversation, I sit down with the patient. [...] 
it also gives the patient the feeling of, oh, you take your time by really sitting 
down with me. [...] I notice that patients really appreciate that. (R9)

Also, residents talked about the responsibility to manage healthcare processes when 
patients were not physically present, such as making phone calls or consulting other 
physicians. Even when residents could not physically be there for patients, i.e., 
because their shift had ended or they were on leave, they still felt responsible for 
searching for replacement: 

If another patient shows up at four o’clock, you can’t say I only work until 
five. You have to find at least someone else to see the patient. [...] Being a 
physician is not just an activity, rather it is a responsibility. (R3)

Empathizing with patients 
This theme encompasses: seeing patients as fellow human beings, standing in patients’ 
shoes, balancing over-involvement and detachment, and judging the severity of 
patients’ medical condition. For residents, empathy included looking beyond the 
patients’ disease and seeing them as fellow human beings by, for example, asking 
patients about:
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[...] hobbies and the home situation. If you just ask people like, what do you 
like to do? Then a patient changes into a human being. (R4)

Residents empathized with patients by metaphorically standing in their shoes: 
residents imagined how they themselves would like to be treated or how “I would 
like my mother to be taken care of” (R9). While residents described the ability 
to empathize as a personality trait, they also stressed that it can be learned and 
developed as an “antennae” (R9). Empathizing with patients could also create 
tensions for residents, for example when trying to find the balance between over-
involvement and detachment in patient encounters:
 

You can’t cry along with every patient. Then you can’t practice medicine 
because there are just happening tremendously miserable things [...] so you 
need to keep a kind of professional distance as well [...] the empathy and 
involvement is sincere [...] but if you have too much compassion, yes, too 
much compassion will get to you and I think it keeps bothering you at home. 
(R8)

Empathizing was facilitated or hindered by residents’ judgment of the severity of 
patients’ medical condition. If residents judged the medical situation as severe, 
feelings of empathy arose and providing compassionate care was “more obvious and 
recognizable” (R6). On the other hand, when residents evaluated the situation as 
less severe, being compassionate felt less necessary. Situations in which compassion 
felt less necessary included, for example, when patients had already undergone the 
treatment before and knew what to expect: 

We have a few patients who are coming back more often and they have 
undergone that procedure more often; they know what it means. They will 
also say themselves, well doc, I’m going to lie down, come on, chop chop and 
it is done again. I think, in those cases, you don’t have to ask well, how do 
you feel about this lump [lipoma]? [...] Then of course I’m not going to give 
a whole emotional explanation. Because it’s also clear to the patient what’s 
going on, as he had undergone it before [the treatment]. (R9)

Action
Compassionate care also implied taking action aimed at alleviating patients’ 
suffering. Action encompasses three subthemes: small and extraordinary actions, 
relieving patients’ suffering, and constraints of time pressure and lack of time. While 
residents highlighted that actions could be small gestures which are “the little things 
one can do” (R9), they often talked about big or extra, out-of-routine care efforts, 
such as visiting the patient once more during on-call shifts. In addition, actions 
could also imply deciding to refrain from further medical intervention:

Or to say we aim for quality of caring and no longer for curing. Sometimes 
you feel like you’re better helping people with that than by saying we’re going 
to try another, fifth chemotherapy. (R2).
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Regardless of whether the actions were small or extraordinary, residents aimed to 
relieve patients’ suffering. For example, one resident described alleviating patients’ 
stress by playing their favorite music during surgery:
 

So in that sense, it just created peace for him. That’s a good thing, of course. 
Because it means that the anesthesia team – being busy with the epidural 
– can focus on that while the man [patient] experiences less stress. And of 
course you can clearly observe that in the heart rate. You can see that very 
nicely of course when someone is attached to the monitor in the OR. (R9).

Residents consistently reported how a lack of time and time pressures constrained 
their ability to act compassionately. Residents experienced “too little time per 
patient” (R1) and felt unable to go that “extra mile and perhaps listen a little more 
[to the patient]” (R1), as otherwise, their outpatient clinic ran late. Moreover, as 
some residents experienced high time pressures during consults with patients, they 
noticed that being compassionate “sometimes slips through the cracks” (R10). 

Connection
This theme includes three subthemes: having a click, reciprocal interaction, and 
being in a bad mood. Residents described a connection as having a “click”, a good 
relationship or being close with patients. They noticed that a connection with 
patients could be fostered by identifying with patients, being moved by their 
stories, or being involved in patients’ care process for an extended period. Moreover, 
some residents felt that a connection was promoted when patients expressed their 
emotions (e.g., by crying) or came with “very clear symptoms” (R5). Some residents 
also shared that they enjoyed a good connection with patients and how patients 
were more open to them:

Well, I think that patients then [if there is a good patient-physician 
relationship] feel safer and eventually maybe share more. [...] Yes, and then 
you will have a more pleasant physician-patient relationship. [...] Because 
I prefer knowing some more about someone, than just a very professional, 
distant relationship. (R10)

Residents saw a reciprocal relationship as important, meaning that patients behaved 
appropriately since the patient-resident relationship is a matter of “giving and 
taking” (R10). Hence, providing compassionate care felt more natural if patients 
were polite, respectful, and were interested in residents.
 

I think it’s important that people are immaculately groomed. Otherwise, I 
also find it difficult- Let me think, just polite, a bit of politeness. (R4)

In contrast, patients who were demanding, complaining, nagging or had ideas that 
“go against your convictions” (R2), “annoyed” residents (R2) and made the expression 
of compassion more difficult. One resident asked herself whether her “irritation” 
(R4) towards a patient could have affected her medical judgment: 
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And if you compare it with patients who have metastasized cancer, then 
they [patients with breast cancer] nag too easily really, that is the kind of 
the feeling you get. [...] So did this lady [patient]. […] There was not much 
of a change that something was wrong. And then, later, it turned out that 
she [patient] had metastases everywhere. [...] I wondered whether my lack of 
patience or empathy actually hampered my assessment. [...]. (R4)

Residents also recognized how being in a bad mood could interfere with establishing 
and maintaining a connection. If they, for example, “had a terrible night of sleep and 
were cranky” (R6), residents had the feeling that they provided less compassionate 
care and found themselves “less nice to patients” (R6).

Fulfillment 
While residents generally felt satisfied by providing patient care, being compassionate 
entailed the feeling of really making a difference for patients. This was especially 
experienced in situations where patients expressed their contentedness, even though 
residents had delivered “bad news” (R9) or when residents could guide patients 
during important health decisions and shared intimate moments in their lives: 

Sometimes I even get a few goosebumps [...] that I think what a unique 
profession we have, [...] that we are allowed to guide people in this. [...] Of 
course it also takes energy because you discuss heavy themes, but the fact that 
you can help people so well. Sometimes I walk out of the consulting room: 
wow, special. (R2)

Residents’ fulfillment was mitigated if organizational hassle hindered their efforts 
to go that extra mile: 

But she [patient] really wants to go on vacation in the meantime so I try 
to schedule the MRI in a certain week and now I am told there really is no 
opening [for an MRI] yes I find that very frustrating. (R8)

Discussion

This study sought to understand how both patients and residents perceive 
compassionate care. We identified four interrelated themes that encompass 
compassionate care for patients and residents: (1) being there, (2) empathizing with 
the patients’ suffering, (3) actions aimed to relieve this suffering, and (4) connection. 
For residents, there was a fifth theme: fulfillment that resulted from providing 
compassionate care. These themes resonate with previous research on compassion 11, 
24, 31 and add to a more comprehensive understanding of when and how compassionate 
care may or may not arise in the physician-patient encounter. Indeed, we found that 
patients did not always perceive the physician-patient encounter as compassionate 
and being compassionate could be challenging for some residents. We will now 
discuss our findings, considering that healthcare providers and institutions, and 
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not patients, are primarily responsible for guaranteeing compassionate patient 
care.2 This allows us to formulate recommendations to enhance high-quality and 
compassionate patient care. 

Responding to patients’ compassion needs   
Our study suggests that residents often perceive providing compassionate care as 
difficult, hard work, and an increase of their workload (‘doing more’). Conversely, 
from the patients’ perspective, compassionate care does not require major or 
extra efforts from their healthcare providers; for them even small gestures can be 
experienced as an act of compassion, such as a physician putting a comforting hand 
on the patient’s shoulder. This insight may bring compassionate care within the 
reach of more patients without much extra costs or ‘hard work’, if residents are able 
to notice and accordingly respond to patients’ specific, attainable compassion needs. 
In line with other research,3, 24, 25 residents shared that assessing patients’ compassion 
needs often comes down to the adage ‘do unto others as you would have them do unto 
you’. However, from patients in this study it can be learned that this approach may 
not always accurately reflect how patients wish to be treated. Patients themselves 
suggest that healthcare providers could simply ask them about their needs. It should 
be noted here that using such questions (e.g., ‘what do you need’) merely instrumental, 
that is, without making a meaningful and sincere connection with patients, is not 
helpful and can even be harmful.2 Matching residents’ compassionate actions with 
patients’ needs is important as studies point to missed opportunities otherwise, that 
is, for instance, when residents do not acknowledge or recognize patients’ concerns 
or talk right over it.2, 26, 27 Such missed opportunities could have adversely affect the 
quality of care.26, 27 More generally, it is vital to incorporate patients’ perspectives in 
clinical practice, as patients could provide residents’ feedback on their compassion 
skills.19, 32  

Acknowledging that compassion is necessary and can be time saving
Some residents in this study seemed to perceive providing compassionate care as 
time-consuming and not a necessity, especially when their clinics were running late. 
This resonates with other research 9,18 reporting how a lack of time and experiencing 
time pressures create a persistent challenge in providing compassionate care. 
Balancing scarce resources (such as time) to deliver optimal care for all patients 
remains a challenge for healthcare institutions and providers. Nevertheless, ‘giving up 
compassion’ when time is limited, as residents reported, also reveals that compassion 
is misunderstood as a ‘nice to have’ rather than a necessity and as consuming (too) 
much time.2 However, there is mounting evidence showing the opposite, according 
to Trzeciak and Mazzarelli.2 They refer to studies in which participants receive bad 
health news, comparing ‘standard’ communication to ‘enhanced compassionate’ 
communication which included warm and caring communication at the beginning 
and end of the consultation.33, 34 These studies found that patients in the ‘enhanced 
compassionate’ communication group reported lower anxiety levels, while ‘enhanced 
compassionate’ communication only took less than forty seconds per patient.33, 34 
Hence, making an appropriate, sincerely small investment of less than one minute 
may benefit patients, providers, and the healthcare system.2
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Reconciling compassion and technical aspects of care
Internationally, the importance of compassion is emphasized in, for example, 
the American Medical Association’s Principles of Medical Ethics and the British 
NHS constitution.31 It is therefore remarkable that residency training programs 
still devote little attention to the humanistic aspects of clinical care.15, 35, 36 Implicit 
messages within the medical environment champion certainty, objectivity, and 
physicians’ procedural skills, while the more elusive qualities like communication 
and compassion are rarely explicitly included during residency training.15, 35, 

37 Residents in our study too reported having a hard time dealing with (how to 
provide) compassionate care. This became evident in their struggle to balance 
over-involvement and detachment: when residents experienced difficult emotions 
caused by witnessing patients’ suffering, they would sometimes choose to detach 
themselves emotionally as a self-protection strategy by focusing on the objective 
medical facts.38 Although a certain level of detachment may be helpful and healthy 
in coping with emotionally challenging situations, physicians should also be aware 
that a lack of empathy could cause uncertainty or anxiety among patients.12 Notably, 
while compassionate care for patients in our study also included acts of softening 
their pain and physical symptoms, they especially valued residents’ compassionate,
humane qualities, including non-verbal practices such as sitting down with 
patients and clear communication.6 Given the ample evidence on the significance 
of compassion for effective healthcare,2 there seems to be a need to reinvigorate 
the humanistic qualities in clinical practice. Echoing other studies,2, 19, 39 we propose 
including the science of compassion and the provision of compassionate care more 
explicitly in both formal and informal (e.g., role models), medical education, and 
training. 

Providing compassionate care to all patients 
We found that residents’ perceptions of patients could impact their ability to 
provide compassionate care. For example, when patients behaved ‘appropriately’ 
(e.g., were respectful), were actively involved in their own healthcare process, or 
had clear symptoms, providing compassionate care took residents less effort. This 
finding is supported by other studies highlighting how compassion is positively 
affected when residents self-identify with patients (e.g., share characteristics 
such as gender or education) 40 or when residents perceive patients as intelligent, 
likable, and treatment adherent.41, 42 In such cases, residents are found to be more 
interested and kind towards patients, behaviors associated with better patient 
health and greater patient satisfaction.41 Patients in our study intentionally adapted 
their communication with their treating physicians, for example by using medical 
terms to connect with them. While preferences for certain people and personalities 
are inherent in all human relationships, a positive physician-patient connection 
is crucial for patients’ health and should therefore be established independent of 
patients’ characteristics.2 Even when residents experience patients as ‘difficult’, it 
may be considered their responsibility to try and find a way to connect with patients 
in order to best serve them in a compassionate manner.2 
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Practical Implications
 
Establishing a connection with patients is foundational for compassionate care,9 and 
therefore investing in the knowledge, skills, and attitude for providing compassionate 
care is recommended. One ‘simple’ way of strengthening a compassionate 
connection with patients, as suggested by this study, is for residents to ask patients 
about their compassion needs. Acknowledging that establishing a compassionate 
connection with certain patients can be challenging for some residents, a training 
inviting residents to reflect on their (limiting) beliefs about serving all patients 
in a compassionate manner has been found to be supportive.19 Supervisors’ role 
modeling on how to practice compassionate care may further help residents develop 
compassion skills, as is providing residents with feedback on their compassionate 
care practices.43, 44 Finally, given the known health effects of the human-to-human 
connection in patient care,2 we call for reinvigorating compassion in medical 
education and clinical practice. Clearly, these potential implications for enhancing 
compassion practices can only be successful when healthcare organizations foster 
a supportive, and indeed a compassionate, work environment for their workers.43  

Strengths and limitations

Our study’s major strength was the inclusion of both patients and residents 
to provide new insights into their perceptions of compassionate care, thereby 
addressing a current shortage in the literature.18 The results should be considered 
within certain limitations. Participating residents mainly were white women, 
which mirrors the Dutch resident population but likely influenced our results as 
providing compassionate care might be shaped by such characteristics. For example, 
female physicians’ practice patterns are found to include more patient-centered 
empathetic communication.37 Moreover, the majority of participating patients were 
well-educated, white females. Also, patients’ different medical histories may likely 
have influenced their perspectives about compassion which could further limit the 
transferability of this study’s findings. However, research on the influence of patients’ 
medical background on physicians’ compassion is scarce and inconsistent.42 More 
research is necessary to explore if and how patients’ medical background influences 
the patient’s perspective on compassionate care. We recommend that future studies 
adopt purposive sampling strategies to select a more diverse type of patients and 
residents, given the importance of the patient-physician connection. 



Compassionate care 

69

Conclusion

This is one of few studies investigating the perceptions of both patients and residents 
on compassionate care. Although both patients and residents emphasized the 
importance of compassionate care, patients did not always perceive the physician-
patient encounter as compassionate, and being compassionate could be challenging 
for some residents. For both patients and residents, we found that compassionate 
care encompassed: being there, empathizing, actions to relieve patients’ suffering, 
and connection. Based on the perspectives of patients and residents, we formulated 
several practice recommendations for residents to take to heart. Compassion has 
been shown to be beneficial for patients and residents, facilitating compassionate 
care also serves healthcare organizations.
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Appendix 1
Semi-structured initial interview guide for residents and patients
 
Not all follow-up and probing questions are included in the interview guides below. 
During interviews with patients, we regularly checked whether patients talked 
compassionate care provided by residents. 

Interview guide residents
Introductory questions 
1. Can you please indicate, in three to five words, on this paper what associations 

compassion evokes in you? 
2. What is the value of compassionate care for you?

Key questions
3. Can you give an example of a situation in which you felt successful in providing 

compassionate care? 
4. Can you also give an example of a situation in which you felt less successful in 

providing compassionate care?  
5. What would be too much or too little compassion for you? 
6. What helps you in providing compassionate care to patients? 
7. What hinders you in providing compassionate care to patients?
8. Within your current work environment, is there attention for compassion? 
9. How good are you at providing compassionate care? Does it feel like a second 

nature, or do you have to put effort into it?  

Wrap-up questions 
10. Are there topics that I did not ask about but are essential? 
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Interview guide patients 
Introductory questions 
1. Can you please indicate in three to five words on this paper what associations 

compassion evokes in you? 
2. How did you experience compassion in your health care trajectory within this 

hospital? 

Key questions
3. Can you give an example of a situation where you felt that your physician 

provided compassionate care?
4. Can you also give an example of a situation where you felt that your physician 

provided less compassionate care? 
5. Looking back at the examples you just offered, how do you feel when you: 

a.  Are treated compassionately by your physician?
b. Are treated less compassionately by your physician?

6. What would be too much or too little compassion for you? 
7. What aspects contribute to your experience of compassionate care?

a. What factors promote the experience? 
b. What factors hinder the experience? 

8. What tip would you give to physicians so that they can provide (more) 
compassionate care?  

Wrap-up questions 
9. Are there topics that I did not ask about but are essential? 
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Abstract 

PURPOSE Understanding residents’ workplace learning could be optimized by not 
only considering attending physicians’ role but also the role of nurses. While previous 
studies already described nurses’ role during discrete activities (e.g., feedback), a 
more profound understanding of how nurses contribute to residents’ learning 
remains warranted. Therefore, we used the concept of guidance and explored the 
extent to which residents’ and nurses’ perceptions align regarding nurses’ guiding 
role and how both motivate their perceptions. 

METHOD This mixed-method study was conducted at four Dutch University 
Medical Centers in 2021. We simultaneously collected quantitative and qualitative 
data from 103 residents and 401 nurses through a theory-informed questionnaire 
with a Likert-scale and open-ended questions. Quantitative data explored 
respondents’ perceptions of nurses’ guiding role using ANOVA. The thematically 
analyzed qualitative open-comments explored respondents’ motivations for their 
perceptions.

RESULTS Nurses indicated to provide significantly more support (p = .01) and 
guidance on learning from patient care (p < .01) than perceived by residents. Moreover, 
nurses indicated that attending physicians did not always involve them in guiding 
residents, whereas residents perceived nurses were being involved (p <.001). Themes 
suggest that nurses and residents could be divided into two groups: (1) respondents 
who felt that guiding was inextricably linked to good interprofessional collaboration 
and patient care, and (2) respondents who saw the guiding role as limited and 
emphasized the distinct fields of expertise between nurses and physicians.

CONCLUSIONS Although residents felt that nurses played an important role 
in their guidance, residents did not always perceive to be guided, while nurses 
indicated to guide residents. To further capitalize on nurses’ guiding role, we suggest 
that residents can be encouraged to engage in the learning opportunities nurses 
provide to achieve optimal team-based patient care. Attending physicians could 
explicitly involve nurses to guide and work towards legitimizing nurses’ valuable 
contributions to residents’ workplace learning.
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Introduction
 
Workplace learning is considered the backbone of postgraduate medical education. 
Residents gradually develop into competent healthcare professionals who provide 
safe and high-quality patient care by participating in day-to-day clinical practice 
within healthcare teams and being supervised by attending physicians.1, 2 Given the 
fact that the demands of clinical practice largely shape residents’ learning during 
postgraduate medical education, researchers and educators alike have sought various 
ways to optimize workplace learning. The role of attending physicians in optimizing 
residents’ workplace learning has received ample attention and has been recognized 
as highly instrumental.3-5 This instrumentality resides in attending physicians’ role 
in helping residents to navigate their trajectory into the community of physician 
practice through role modelling, coaching, scaffolding, and general supervision.6-8 
However, only considering the role of attending physicians in this navigation process 
might offer a limited perspective on how residents learn during workplace learning 
and which other members of the healthcare team are involved in this process.8, 9 

The potential of widening our perspective on residents’ workplace learning and 
who is involved in this process is informed by sociocultural theories on learning. 
These theories posit that learning occurs through interaction and participation.6, 

10-12 Considering the situated nature of residents’ workplace learning, one of the 
key healthcare team members residents interact with on a daily basis besides 
attending physicians are nurses.13 Several studies have confirmed the role of nurses 
in residents’ workplace learning through, for example, demonstrating specific 
skills,14-18 and supporting residents’ socialization through enculturation within 
clinical departments.9, 19 Other studies have highlighted nurses’ unique feedback 
perspective on residents’ performance regarding communication with patients 
and families as well as their collaboration within the healthcare team.20-22 Despite 
this empirical evidence pointing to the highly relevant role of nurses in residents’ 
learning, our understanding of nurses’ role remains underexplored.8 A more 
profound understanding of nurses’ role in residents’ learning may help further 
optimize residents’ workplace learning.8 

Thus far, research has described the role of nurses in residents’ workplace learning 
in discrete activities like giving (informal) feedback, demonstrating skills, and 
enabling socialization.9, 14-22 A potential concept that may help capture nurses’ roles 
in residents’ workplace learning more fully is that of ‘guidance’.12 Derived from the 
work of Billett on workplace learning,12 guidance is described as a process through 
which more experienced members of a workplace guide novice employees to 
become effective members of that workplace. Guidance entails enabling workplace 
participation, directing novices to learning opportunities, and socializing them 
within the workplace. Research on workplace learning in medical education has 
typically used umbrella concepts like supervision3, 5, 23 and teaching7, 24 to describe 
the activities of attending physicians. Both concepts invoke the image of deliberate 
and formal activities geared towards residents’ learning. By using the concept of 
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guidance, we aim to focus on the formal and informal role of nurses as experienced 
members within the clinical workplace in facilitating residents’ learning and 
development to become effective healthcare team members.

In this study, we set out to explore the extent to which the interactions between 
nurses and residents are perceived as guidance from the perspective of both 
residents and nurses. We have chosen to incorporate both perspectives as research 
has pointed out that might have difficulty valuing and accepting the role of nurses 
in their learning.20, 25, 26 We therefore pose the following questions 1) to what extent 
do residents’ and nurses’ perceptions align regarding the guiding role of nurses 
during residents’ workplace learning? 2) how do nurses and residents motivate their 
perceptions regarding nurses’ guiding role of residents’ workplace learning?

Method 

In this mixed-method study, we simultaneously collected quantitative and 
qualitative data from residents and nurses through a questionnaire. The quantitative 
component was the primary method in this study and was used to assess whether 
the perceptions of residents and nurses aligned regarding nurses’ guiding role.27 
However, the motivations behind their perceptions could not be discerned and 
informed the qualitative component which was the secondary method.27 The 
qualitative component was collected with the questionnaires’ open-ended questions 
and provided insight into the motivations behind nurses’ and residents’ perceptions 
regarding the guiding role. By using a mixed-method methodology specifically, we 
could understand better what the guiding role of nurses in clinical practice looked 
like and complement this understanding by exploring both nurses’ and residents’ 
explanations of their perceptions.27 Integration of the quantitative and qualitative 
results occurred during data analysis; the initial quantitative results influenced the 
focus of the qualitative analysis.28

Setting

This study was conducted among residents and nurses at four University Medical 
Centers (UMCs) in the Netherlands. During the four to six years of residency 
training, residents follow various rotations in UMCs and (several) non-UMCs 
teaching hospitals. Residents are part of the healthcare team and work alongside 
various healthcare professionals, including nurses. The team of attending physicians, 
directed by a program director, are ultimately responsible for training residents 
and guiding them towards independent practice.29 Similar to other countries, 
programmatic assessment is implemented in Dutch residency programs, meaning 
the routine collection and analysis of information about residents’ competencies 
and progress. This information is collected through several instruments such as 
Entrustable Professional Activities (EPA’s), multisource feedback, and performance 
surveys.29-31 Generally, four types of nurses with different roles and responsibilities 
are distinguished within the Dutch healthcare system. Vocational Nurses (VN) 
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and Registered Nurses (RN) are trained respectively three and four years; they are 
concerned with giving and organizing direct nursing care. Some have had additional 
training and specialization (e.g., diabetic nurses). The number of Master degree 
nurses is growing and they could be trained as Advanced Nurse Practitioners (ANP) 
who are concerned with care on the cutting edge of the nursing and medical domain 
and quality improvement.32 Physician Assistants (PA) also hold a master degree, but 
belong to the medical domain and can perform (complex) risky (medical technical) 
interventions.33 Within UMCs, all types of nurses work alongside and together with 
residents and attending physicians. However, compared to general hospitals, nurses 
in UMCs often hold higher educational degrees. 

Sample and procedures

From February to August 2021, we approached residents and nurses to participate 
in a web-based online questionnaire using the platform Castor EDC (Version: 1.6) 
and LimeSurvey. We recruited residents and nurses through convenience sampling, 
meaning that all nurses (VNs, RNs, NPs, and PAs) and residents from different 
specialties could participate in the questionnaire. We only requested participation 
when nurses or residents regularly collaborated with each other, to assure they were 
able to provide information on the guiding role of nurses. We checked this by asking 
key informants and through an item in the questionnaire. We recruited residents 
via residency training program directors and hospital-wide education committees 
(responsible for monitoring and promoting the quality of residency training within 
a teaching hospital).34 Nurses were recruited via nursing managers within the UMCs. 
Both were invited and reminded up to three times through e-mails.  

Development questionnaire

As there was no suitable questionnaire measuring the construct of guidance, the 
research team developed a new questionnaire (see Figure 1). Mirroring the literature 
on workplace guidance,1, 12, 35 clinical supervision,3, 36, 37 and interprofessional 
collaboration,8, 9, 18, 38 we first conceptualized and defined guidance as ‘all that nurses 
do (or intentionally not do) to support residents’ professional development towards 
independent medical practice’. We determined relevant indicators of guidance 
and selected scales to represent these indicators from the following validated 
questionnaires: System of Evaluation of Teaching Qualities (SETQ),37 The Maastricht 
Clinical Teaching Questionnaire (MCTQ),36 and Dutch Residents Educational 
Climate Test (D-RECT).39 We then rephrased the scales’ items to incorporate the 
nurse; for example, the item ‘attending physicians provide positive feedback to 
residents’37 was rephrased as ‘nurses provide positive feedback to residents’. Finally, 
we added newly developed items to fill in missing information about the guiding 
role of nurses, for instance we added items about whether guidance by nurses is 
(formally) recognized and acknowledged by residents and attending physicians. The 
questionnaire contained the same questions for both nurses and residents, only the 
wording was altered (for the complete questionnaire see Appendix 1). We piloted 
the preliminary questionnaire on five nurses and four residents in an individual 
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online interview using the think-aloud technique and verbal probing.40, 41 That is, 
researcher (IJ) asked participants to verbalize every thought while answering the 
questionnaire’s items. The interviewer also used probe questions to elicit specific 
information on whether items were unclear, inappropriate, or misunderstood (e.g., 
is there a section or question on this page that is unclear to you?).41 Participants’ 
feedback led to minor modifications in the wording of the demographic variables 
and we added three items (items 8, 15, and 25). We explored the questionnaires’ 
psychometric properties and discussed the results within the research team. The 
satisfactory results led to minor changes (see Appendix 2). The final questionnaire 
consisted of 25 items measuring the guiding role of nurses across 7 scales: Demonstrating 
(e.g., Nurses demonstrate how compassionate patient care is performed), Feedback 
(e.g., Nurses give me positive feedback), Support (e.g., Nurses emphasize that I can 
ask them for help), Socialization (e.g., Nurses support me in familiarizing with the 
departments’ organizational aspects), Learning from Patient Care (e.g., Nurses assess 
my competence when I perform certain clinical routines), Engagement (e.g., During 
my training, nurses play an important role in guiding me), and Involvement in 
Evaluation (e.g., Nurses are asked by attending physicians to provide feedback on 
my performance). Responses were recorded on a 5-point Likert scale (1 = never; 2 
= seldom; 3 = sometimes; 4 = regularly; 5 = always). Only the scale Engagement was 
measured on a 5-point Likert scale, where 1 = strongly disagree and 5 = strongly 
agree. We also analyzed the following data: residents’ postgraduate year (years 1 to 
6) and nurses’ work experience in years. 

Figure  1. The Stepwise Guidance Questionnaire Development From a Mixed 
Method Study on the Guiding Role of Nurses During Postgraduate Medical 
Education at Four Dutch University Medical Centers, 2021 
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Quantitative analysis 

First, we used a 50% missing data cutoff, meaning that participants were excluded 
from further analyses if they missed more than 13 items. The remaining missing 
data were imputed using the expectation-maximization (EM) algorithm. We did 
not impute the ‘not applicable’ answer option as we considered this answer as valid 
rather than a missing value.42 For all seven scales separately, total mean scores were 
calculated using the mean of the scales’ corresponding items. To examine whether 
nurses’ and residents’ perceptions aligned on the guiding domains, we conducted a 
one-way ANOVA. Second, to examine the difference in guiding domains between 
residents’ postgraduate years (PGY) and nurses’ work experience, we conducted a 
one-way ANOVA. We categorized PGY into three groups using the 33th percentile 
and the 66th percentile: junior = resident not in formal residency training/ PGY 1; 
intermediate = PGY 2/3; senior = PGY 4/5/6. We categorized nurses’ work experience 
into three groups using the same approach: early-career = 0-7 years, mid-career = 
8-22 years, and late-career = ≥ 23 years. For all analyses, the significance level was 
adjusted for the number of comparisons completed (Bonferroni method). We used 
SPSS version 26 (IBM Corp. 2019) for the statistical analysis.

Qualitative component 

Sample. The open-ended questions within the domains Engagement and Involvement 
in Evaluations had elicited the longest, descriptive and in-depth answers from 
participants and were selected for thematic analysis. These domains contained three 
open-ended questions that were presented to both nurses and residents. The open-
ended questions asked participants to further motivate their thoughts about the 
(non) importance of the guiding role and how nurses were in another way involved 
in guiding residents. 

Qualitative analysis. Participants’ comments were analyzed using thematic analysis.43 
First, the principal researcher (IJ) open coded roughly one third of residents’ and 
nurses’ comments to get a general impression of the data and constructed initial 
codes. Using these codes, two researchers (IJ and GG) coded the same batch of 
residents’ and nurses’ comments. Together with another researcher (RS), they 
discussed the codes and constructed themes resulting in an initial template. IJ and 
GG independently applied the template on a different batch of comments and 
refined the themes iteratively during online discussions. Then, IJ wrote a draft results 
section on how the themes relate to each other, facilitating a discussion within the 
research team. As a result, the template was not further modified, IJ coded the 
remaining comments and refined the draft results. In two meetings with nurses, 
attending physicians, and residents, IJ presented the results, which were recognized 
and further explained by the participants aiding the interpretation of the results. 
MAXQDA (version MAXQDA Plus 2020) supported data analysis.
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Qualitative analysis. Participants’ comments were analyzed using thematic analysis.43 
First, the principal researcher (IJ) open coded roughly one third of residents’ and 
nurses’ comments to get a general impression of the data and constructed initial 
codes. Using these codes, two researchers (IJ and GG) coded the same batch of 
residents’ and nurses’ comments. Together with another researcher (RS), they 
discussed the codes and constructed themes resulting in an initial template. IJ and 
GG independently applied the template on a different batch of comments and 
refined the themes iteratively during online discussions. Then, IJ wrote a draft results 
section on how the themes relate to each other, facilitating a discussion within the 
research team. As a result, the template was not further modified, IJ coded the 
remaining comments and refined the draft results. In two meetings with nurses, 
attending physicians, and residents, IJ presented the results, which were recognized 
and further explained by the participants aiding the interpretation of the results. 
MAXQDA (version MAXQDA Plus 2020) supported data analysis.

Reflexivity 

The research team represented different fields of expertise brought together to 
represent the phenomenon of guiding adequately. IJ and GG are both pursuing a 
Ph.D. in medical education. IJ is a sociologist (IJ), and GG is a resident anesthesiology. 
MS is a health scientist and a mixed-methods research fellow in medical education, 
and RS is an educationalist with significant expertise in qualitative methodology 
and mixed-methods research. Both RS and IJ have used socio-cultural lenses before 
to study residents’ workplace learning. KL, SG, and HV are all full professors and 
hold research chairs on physicians’ professional performance (KL), internal medicine 
and quality of care (SG), and nursing science (HV). SG is also program director at 
the department of Internal Medicine at a UMC. The research teams’ multifaceted 
perspectives resulted in in-depth conversations about how to interpret data from 
both the perspective of the residents and the nurses. 

Ethics
 
The institutional ethical review board of the Amsterdam UMC of the University of 
Amsterdam provided a waiver declaring the Medical Research Involving Human 
Subjects Act (WMO) did not apply for the project (reference number W20_538 # 
20.597). Informed consent was asked in the questionnaire. Participation in the study 
was anonymous and voluntary at all times. 
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Results

A total of 103 residents and 401 nurses completed the questionnaire. Most responding 
residents were woman (73; 71%) and all postgraduate years were equally represented. 
Of the responding nurses, 346 (86%) were woman. One hundred ninety-five nurses 
(49%) had 15 years or more work experience (see Table 1). Ninety-eight residents and 
260 nurses responded to the selected open-ended questions. 

Table 1. Demographics of Resident and Nurse Participants, From a Mixed Method 
Study on the Guiding Role of Nurses During Postgraduate Medical Education at 
Four Dutch University Medical Centers, 2021 

Residents 
N (%)

Nurses
N (%)

Gender 
Man 30 (29%) 55 (14%)
Woman 73 (71%) 346 (86%)

Age (years)
≤ 30 46 (45%) 138 (34%)
31 – 40 56 (54%) 81 (20%)
41 – 50 1 (1%) 67 (17%)
≥ 51 - 115 (29%)

Specialty 
Surgical 22 (22%) 149 (44%)
Internal medicine 56 (56 %) 181 (53%)
Remaining 22 (22%) 7 (2%)

PGY
Residents not in 
training/1

32 (32%)

2/3 31 (31%)
4/5/6 38 (38%)

Years of experience 
≤ 7 138 (34%)
8 – 22 129 (32%)
≥ 23 134 (34%)

Total 103 (100%) 401 (100%)
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RQ #1. Alignment of the guiding domains

In total, 70 residents (68%) and 303 nurses (76%) perceived nurses’ guiding role 
as important (Mresidents = 3.8 (0.9); Mnurses = 4.0 (0.9)). While the differences in scores 
between nurses and residents were not significant for the domains Demonstrating, 
Feedback, and Socialization, nurses scored higher compared to residents (see Table 
2). The differences in scores between nurses and residents were significant for the 
domains Support (F(1.495) = 6.09; p = .01) and Learning from Patient Care (F(1.494) 
= 7.94; p < .01). Residents scored significantly higher compared to nurses on the 
domains Engagement (F(1.499) = 5.89; p = .02) and Involvement in Evaluations (F(1.502) 
= 27.60; p <.001). Finally, residents’ years of postgraduate training did not result in a 
significant difference in any domain (data not presented). Nurses’ years of working 
experience was significant in the four domains of Demonstrating (F(2.387) = 3.68; p 
= .03), Feedback (F(2.391) = 5.34; p < .01), Engagement (F(2.395) = 19.56; p < .001) and 
Involvement in Evaluations (F(2.398) = 25.37; p < .001). Nurses with more years of work 
experience applied these three guiding domains more often than nurses with less 
years of work experience (see Table 3). 

Table 2. Mean Scores for Residents and Nurses Demonstrating Differences Between 
Guiding Perceptions, From a Mixed Method Study on the Guiding Role of Nurses 
During Postgraduate Medical Education at Four Dutch University Medical Centers, 
2021

Residents Nurses

F value P valuedDomaina M (SD) No. M (SD) No.

Demonstratingb 3.25 (0.69) 100 3.42 (0.97) 390 2.93 .09

Feedbackb 3.14 (0.64) 99 3.19 (0.72) 394 0.35 .56

Supportb 3.13 (0.82) 101 3.36 (0.86) 396 6.09 .01

Socializationb 3.10 (0.76) 101 2.96 (0.89) 387 2.05 .15

Learning from 
Patient Careb

2.73 (0.85) 99 3.00 (0.84) 397 7.94 < .01

Engagementc 

 
2.93 (0.76) 103 2.72 (0.78) 395 5.89 .02

Involvement in 
Evaluationb

2.56 (0.78) 103 2.13 (0.72) 401 27.60 <.001

Abbreviation: M, mean; SD, standard deviation; No., Number
a See Supplemental Digital Appendix 1 for corresponding items 
b Responses were on a 5-point Likert scale (1 = never; 2 = seldom; 3 = sometimes; 4 = regularly; 5 = always)
c Responses were on a 5-point Likert scale (1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree)
d P values in bold represent statistically significant values (<.05)
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RQ #2. Motivations of the perceptions regarding nurses’ 
guiding role

We could group the motivations of both nurses and residents under two response 
types: respondents who acknowledged the guiding role of nurses (majority of 
respondents) and respondents who perceived the guide role as limited (minority of 
respondents). Table 4 provides an overview of the (sub)themes and quotes. 

Response type 1: Acknowledging the guiding role of nurses
 
Nurses. Nurses were motivated to guide residents because they felt that guiding 
was inextricably linked with good collaboration and, in turn, contributed to safe 
and high-quality patient care. Providing residents with insights into the nursing 
profession was another frequently mentioned motivator by nurses to guide residents. 
Providing insight could create an understanding for residents about what they could 
expect and ask from nurses, aiding high-quality patient care. Nurses also highlighted 
how they could teach residents from their own humanistic expertise and experience, 
which they recognized as complementary to the expertise of attending physicians. 
For example, nurses taught “how the human aspect works when dealing with the sick 
and their loved ones” (Nurse 532). Finally, nurses considered introducing residents 
to the departments’ processes as necessary, especially junior residents, as they were 
not or hardly onboarded by attending physicians and “thrown in at the deep end” 
(Nurse 498). To safeguard patient care, nurses felt compelled to instruct residents 
themselves. 

Residents. Residents too underlined that guidance from and collaboration with 
nurses could not be seen as separate. For residents, guidance also contributed to 
their professional development toward an attending physician as “health care is 
teamwork, so that must be reflected in the workplace and during residency training” 
(Resident 54). Furthermore, residents described how through nurses’ knowledge 
and experience, residents could develop clinical reasoning skills, their “gut feeling” 
(Resident 147), and the departments’ “common practice” (Resident 42). Residents 
described this expertise, which “cannot be learned from the books” (Resident 140), 
as a valuable addition to the medical-related knowledge of attending physicians. A 
few residents struggled with how to relate to nurses as “nurse practitioners know 
certain things much better than I do and I can learn a lot from them, but in other 
things, they ask me for supervision […] which makes it sometimes difficult to know 
what your position and responsibility is [in relation to nurses]” (Resident 18).
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Response type 2: The limited guiding role of nurses

Nurses. Nurses often felt that they were not being involved by attending physicians 
in guiding residents. For instance, attending physicians did not ask them about their 
impression of a resident. Nurses saw this as a missed opportunity since information 
on residents’ professional development could be lost. Nurses described that not 
being involved as well as a high workload prevented them from having an active 
role in guiding residents. Moreover, some nurses felt that guiding was not their 
responsibility. Instead, they felt that guidance belonged to medical professionals 
themselves. Finally, for some nurses, it was unclear what guiding meant as they said 
“not to guide residents” (Nurse 167), while their written answers revealed aspects 
that could be considered as guiding by the definition used in this study. 

Residents. Most residents who described the guiding role of nurses as limited stressed 
how the professional roles, knowledge, and expertise of nurses and physicians are 
too distinct, given their different professional disciplines and backgrounds. A 
few residents experienced the nursing expertise as less relevant for their learning 
trajectory, and some residents stated they needed to guide nurses instead. However, 
other residents differentiated explicitly between specific types of nurses and 
described how the expertise of PAs was highly relevant, and they could serve as 
“attending physicians” (Resident 95). A few residents stated that the workplace 
afforded little situations for guidance, which was recognized as a shortcoming as 
they felt guidance was valuable. Finally, for a few residents, it was unclear what 
guidance entailed.
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Discussion
 
Residents’ workplace learning may be optimized by incorporating the role of nurses 
in this process. Using mixed methods, we examined to what extent residents’ and 
nurses’ perceptions align on the guiding role of nurses and how they motivate their 
perceptions regarding nurses’ guiding role. The perceptions on the extent to which 
guidance took place differed; nurses indicated to provide significantly more practical 
and emotional support (domain Support) as well as guidance on safe and high-quality 
patient care (domain Learning from Patient Care) than perceived by residents. We 
also found that nurses indicated that attending physicians did not always involve 
them in guiding residents, whereas residents perceived nurses were being involved 
(domain Involvement in Evaluation). Thematic analyses of the open-ended question 
suggest that answers of both nurses and residents could be categorized into two 
themes: (1) respondents who saw the need for guidance as they felt that guidance 
was inextricably linked to good interprofessional collaboration and patient care, 
and (2) respondents who saw the need for guidance as limited and emphasized the 
distinct fields of expertise and professional roles between nurses and physicians.

Our results both confirm and build on previous studies focusing on the role of 
nurses in residents’ learning.9, 14-22 Our results confirm previous research pointing 
to the unique perspective of nurses on medicine and residents’ competence.17, 22 The 
novel perspective our study brings is nurses’ role in providing residents with crucial 
insights into the nursing profession, including the nature of their nursing roles, 
expertise, and work routines. By providing these insights, nurses can make their (for 
residents often invisible) role within the workplace more visible13 and help residents 
understand better what they could expect and ask from nurses. Providing these 
insights seemed to serve two purposes: enabling better teamwork with residents 
as residents were more familiar with the nurses’ workflow, aiding patient safety,17, 

44 and enabling residents’ understanding of their own physician role and the nurses’ 
role within the healthcare team.38 Through this understanding, residents develop 
the knowledge and skills how to be a reliable member within the healthcare team, 
which is essential in their journey to become a future attending physician.8, 38, 45 

Notably, residents’ perceptions about whether they were being guided by nurses 
differed. Whether residents perceived to be guided by nurses seemed to align with 
residents’ perspective on what it entails to be a physician and who could help them 
to navigate their trajectory towards their community of practice.8 Residents who did 
not see a guiding role for nurses referred to nursing as a distinct field in comparison 
to the medical field and therefore saw the transferability of the nursing perspective 
as limited. Residents who acknowledged the guiding role of nurses emphasized the 
collaborative nature of healthcare and the value of varying perspectives on care. 
In line with the work of Billett,12 the nature of the perspective residents hold will 
influence the type of interactions and learning opportunities they will look for during 
workplace learning. For example, Bannister et al.18 found how residents wanted 
to come across as ‘keen to learn’ to healthcare team members as they understood 
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that this keenness could result in being afforded opportunities to perform clinical 
skills. Another example of the interplay between residents’ perspective on nurses’ 
guiding role and their learning opportunities is described by Olmos-Vega et al.,46 
who demonstrated that nurses were less motivated to afford residents learning 
opportunities if residents lacked a personal interest in collaborating with nurses. 

The nurses in our study took on the guiding role towards residents, even if they felt 
that attending physicians did not involve them in doing so. However, if attending 
physicians would explicitly involve nurses, residents may be more inclined to 
fully appreciate nurses and their contributions to residents’ workplace learning.22, 

47, 48 Attending physicians are powerful role models who can encourage residents 
to seek guidance from nurses as well as value and engage in the afforded learning 
opportunities by nurses.22, 49 Moreover, attending physicians could stimulate team 
inclusiveness50, 51 which is known to benefit interprofessional collaboration, through 
explicitly inviting nurses to play a role in residents’ workplace learning.17 By doing so, 
attending physicians legitimize the guiding role of nurses, thereby helping residents 
understand the valuable contributions nurses can make to their workplace learning 
and professional development.17, 22, 52 

Limitations
 
When interpreting the results, it is important that we only included nurses and 
residents working in UMCs in the Netherlands. This means that the nurses in our 
sample have all completed advanced training, more so than the average nursing 
workforce in general hospitals. Therefore, residents in this study may have rated 
the guidance of nurses more positively, especially considering that residents might 
perceive nurses with higher educational levels as part of their own profession, and 
literature on feedback shows that residents find the feedback from within their 
own profession more reliable.20, 21, 26 Future research could include and specifically 
sample non-academic hospitals to explore whether this would yield similar results 
to the current study. Another limitation is that, due to the recruitment strategy, we 
were unable to calculate the response rate. Through discussions with experts such 
as residents, nurses, and attending physicians, as well as conversations within the 
research team, we assured to the best of our ability that the findings are representative 
of the Dutch practice. Lastly, participants provided different interpretations of the 
concept of guiding, despite our best efforts to define the concept when introducing 
the study to participants. This may point to potential underlying social and cultural 
forces influencing how the concept of guiding is understood. Qualitative research 
is needed to explore these underlying forces further. In terms of future research, 
we suggest to further explore the role of other allied healthcare professionals, such 
as physiotherapists, dietitians, OR nurses, and anesthesia workers in residents’ 
workplace learning.
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Conclusion
 
Nurses play a critical role in residents’ workplace learning and professional 
development. Although residents felt that nurses played an important role in their 
guidance, residents did not always perceive to be guided while nurses indicated to 
guide residents. To further capitalize on nurses’ guiding role, our study suggests that 
residents can be encouraged to engage with the learning opportunities provided by 
nurses to achieve optimal team-based patient care. Moreover, attending physicians 
are advised to explicitly involve nurses to guide residents and work towards 
legitimizing the valuable contributions of nurses within residents’ workplace 
learning. 
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Appendix 1
 
Guidance Questionnaire From a Mixed Method Study on the Guiding Role of 
Nurses During Postgraduate Medical Education at Four Dutch University Medical 
Centers, 2021

Questionnaire Version Residents

Demonstrating
1. Nurses demonstrate how compassionate patient care is performed
2. Nurses demonstrate how certain clinical routines are performed

Feedback
3. Nurses give me positive feedback
4. Nurses explain to me why I acted (in)correctly
5. Nurses give me improvement suggestions

Support
6. Nurses emphasize that I can ask them for help
7. Nurses support me when I experience difficulties in my work
8. Nurses provide me with emotional support when I need it

Socialization
9. Nurses support me in familiarizing with the departments’ organizational 

aspects (e.g., work processes and departmental logistics)
10. Nurses familiarize me with the responsibilities of the various healthcare 

professionals within the department
11. Nurses familiarize me with how different healthcare professionals usually 

collaborate within the department
12. Nurses draw my attention to the different routines of my attending physicians

Learning from Patient Care
13. Nurses assess my competence when I perform certain clinical routines
14. Nurses discuss with me the extent to which I practice patient safety 
15. If nurses believe I am not practicing patient safety, they intervene
16. Nurses draw my attention to patient cases that are of particular educational 

value
17. Nurses alert me to the adherence of protocols and guidelines

Engagement
18. During my training, nurses play an important role in guiding me 
19. Nurses are sufficiently involved to provide guidance to me
20. Attending physicians actively involve nurses to provide guidance to me (e.g., 

ask nurses for feedback)
21. In this department, attending physicians take the guiding role of nurses 

seriously
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Involvement in Evaluations
22. Nurses are asked by attending physicians to provide feedback on my 

performance
23. I ask nurses for feedback 
24. Nurses are involved by attending physicians during formal evaluation 

situations 
25. Nurses themselves take the initiative to guide me (e.g., give unsolicited 

feedback or ask about learning goals)

Questionnaire Version Nurses
 
Demonstrating

1. I demonstrate how compassionate patient care is performed 
2. I demonstrate how certain clinical routines are performed 

Feedback
3. I give residents positive feedback 
4. I explain why residents acted (in)correctly 
5. I give improvement suggestions 

Support
6. I emphasize that residents can ask me for help
7. I support residents when they experience difficulties in their work 
8. I provide residents with emotional support when they need it 

Socialization
9. I support residents in familiarizing with the departments’ organizational 

aspects (e.g., work processes and departmental logistics)
10. I familiarize residents with the responsibilities of the various healthcare 

professionals within the department
11. I familiarize residents with how different healthcare professionals usually 

collaborate within the department
12. I draw the attention of residents to the different routines of their attending 

physicians

Learning from Patient Care
13. I assess residents’ competence when they perform certain clinical routines
14. I discuss with residents the extent to which they practice patient safety
15. If I believe that residents are not practicing patient safety, I intervene
16. I draw the attention of residents to patient cases that are of particular 

educational value
17. I alert residents to the adherence of protocols and guidelines

Engagement
18. I feel it is important to play a role in guiding residents during their training
19. I experience being sufficiently involved in providing guidance to residents
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20. Attending physicians actively involve me in providing guidance to residents 
(e.g., ask me for feedback)

21. In this department, attending physicians take my guiding role seriously

Involvement in Evaluations
22. I am asked by attending physicians to provide feedback on residents’ 

performance
23. I am asked by residents for feedback
24. I am involved by attending physicians during residents formal evaluation 

situations 
25. I take the initiative to guide residents (e.g., give unsolicited feedback or ask 

about learning goals)

Responses were recorded on a 5-point Likert scale (1 = never; 2 = seldom; 3 = 
sometimes; 4 = regularly; 5 = always). Only the scale Engagement was measured on a 
5-point Likert scale, where 1 = strongly disagree and 5 = strongly agree.
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Appendix 2 

Reliability Scores for the Guiding Domains, From a Mixed Method Study on the 
Guiding Role of Nurses During Postgraduate Medical Education at Four Dutch 
University Medical Centers, 2021 at Four Dutch University Medical Centers, 2021
 

Residents Nurses 

Domaina N Items Cronbach’s  N Items Cronbach’s  

Demonstratingb 98 2 0.47 358 2 0.65

Feedbackb 100 3 0.76 408 3 0.84

Supportb 98 3 0.74 375 3 0.79

Socializationb 93 4 0.80 387 4 0.83

Learning from 
Patient Careb

65 5 0.82 369 5 0.77

Engagementc  95 4 0.72 364 4 0.79

Involvement in 
Evaluationb

95 4 0.66 337 4 0.73

a See Supplemental Digital Appendix 1 for corresponding items 
b Responses were on a 5-point Likert scale (1 = never; 2 = seldom; 3 = sometimes; 4 = regularly; 5 = always)
c Responses were on a 5-point Likert scale (1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree)
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Abstract

BACKGROUND Supportive learning climates are key to ensure high quality 
residency training. Clinical teachers, collaborating as teaching team, have an 
important role in maintaining such climates, since they are responsible for residency 
training. Successful residency training, is dependent on effective teamwork within 
teaching teams. Still, it remains unclear whether this team effort benefits residents’ 
perceptions of the learning climate. We therefore investigated to what extent 
teamwork effectiveness within teaching teams is associated with (1) the overall 
learning climate, and (2) its affective, cognitive and instrumental facets?

METHODS This study used a web-based platform to collect data in clinical 
departments in the Netherlands from January 2014 to May 2017. Teamwork 
effectiveness was measured with the TeamQ questionnaire, administered amongst 
clinical teachers. The learning climate was measured with the D-RECT, applied 
amongst residents. Associations were analysed using multilevel models and 
multivariate general linear models.  
 
RESULTS Teamwork effectiveness was positively associated with the overall 
learning climate as well as with the affective and the instrumental facets of the 
learning climate. No significant associations were found with the cognitive facet.  

CONCLUSION Effective teamwork within teaching teams benefits learning 
climates in postgraduate medical education. Therefore, departments aiming to 
improve their learning climate should target teamwork within teaching teams. 

Practice points:

• Supportive learning climates in residency training are important to ensure high 
quality training and subsequently patient care. 

• Teaching teams have an important role in creating and maintaining supportive 
learning climates, which requires effective teamwork within these teaching 
teams.

• Teamwork effectiveness benefits the overall learning climate, as well as its 
affective and instrumental facets. 

• To improve learning climates in postgraduate medical education, departments 
should promote teamwork effectiveness within teaching teams. 

• We suggest a holistic approach to faculty development to improve teamwork 
effectiveness within teaching teams as it might provide a more comprehensive 
view of teaching and learning in the clinical workplace. 
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Introduction

Learning climates in postgraduate medical education (PGME) are increasingly 
recognized as a cornerstone in ensuring high quality residency training and 
subsequently patient care.2, 3 These climates, which are embedded in clinical 
departments, reflect residents’ collective experience of the formal and informal 
aspects regarding their training such as departments’ practices and policies as well 
as the overall atmosphere.1 Learning climates that are experienced as supportive 
benefit residents’ well-being,4 professional competence development5 and medical 
knowledge.6 Clinical teachers have an important role in creating and maintaining 
a supportive learning climate, since they are responsible for training residents.7, 

8 Efforts aimed at strengthening this crucial role of clinical teachers have mainly 
focused on improving teaching skills9, 10 and supervisory styles11 of individuals. 
However, residency training is not merely the effort of individuals, as it should 
also be considered the collective endeavour of clinical teachers – referred to as the 
teaching team.7, 12, 13 Still, it remains unclear whether this team effort by teaching 
teams is linked to supportive learning climates in postgraduate medical education.

Clinical teachers collaborate as a teaching team to fulfil educational tasks and 
activities regarding residency training,14 such as discussing residents’ professional 
development, dividing teaching tasks and monitoring the quality of training. 
Successful execution and alignment of these activities requires effective teamwork 
7 and might be essential for a supportive learning climate. Such teamwork within 
teaching teams has several key characteristics,15 including effective communication 
(e.g., regular and adequate), mutual respect among members (e.g., value diversity 
in opinions) and having a common goal (e.g., organisation of residency). Within 
healthcare, positive outcomes of effective teamwork are widely demonstrated for, 
amongst others, the safety and quality of patient care as well as the well-being of 
professionals.16 Concerning PGME, however, we only assume that learning climates 
benefit from effective teamwork within teaching teams.  

In this study we therefore investigated the association between teamwork effectiveness 
within teaching teams and learning climates in PGME. The learning climate concept 
can be divided into three discrete facets.1, 17 Each facet reflects residents’ experiences 
regarding a specific dimension of the learning climate. The affective facet is concerned 
with social interactions, for example how residents experience collaborating with 
colleagues and their feeling about the overall departmental atmosphere. The cognitive 
facet represents residents’ personal development, for example whether residents 
are guided in reflecting on their performance. The instrumental facet comprises the 
formal aspects of residency training, evaluating aspects as planned education and the 
availability and accessibility of supervisors. Due to the multi-dimensional character 
of the learning climate, we furthermore aim to identify to what extent the separate 
facets are associated with teamwork effectiveness to provide insight for specific 
learning climate improvements. In sum, we pose the following research questions: 
To what extent is teamwork effectiveness within teaching teams associated with (1) 
the overall learning climate, and (2) its affective, cognitive and instrumental facets? 
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Methods
 
Study setting
 
In the Netherlands, residency training is regionally provided by the eight academic 
medical centres in collaboration with multiple affiliated teaching hospitals. The 
duration of residency training generally varies between three to six years and 
residents rotate every one to two years to another hospital. Each residency program 
is coordinated by a program director: an experienced clinical teacher who is 
formally responsible for the quality and delivery of residency training as well as the 
functioning of the teaching team.18 

Study population and data collection

As part of mandatory Dutch quality requirements,18 clinical departments use several 
tools to monitor and improve the quality of their residency training. Two widely-
used tools are (1) the TeamQ questionnaire, measuring teamwork effectiveness as 
perceived by clinical teachers collaborating in teaching teams,19 and (2) the Dutch 
Residency Educational Climate Test (D-RECT) questionnaire, measuring the 
perceived quality of the residents’ learning climate.1 Many teaching departments 
use both questionnaires periodically as part of their on-going quality improvement 
processes.20 

For the current multicentre study, we used data from departments that completed 
the TeamQ evaluation and the D-RECT evaluation at the same time or within 
one year apart between January 2014 and May 2017. Both the TeamQ and the 
D-RECT evaluation were administered through a web-based system called 
Professional Performance Online (PPO). Using PPO, program directors of each 
residency program could request a TeamQ and/or D-RECT evaluation. For both 
questionnaires, participants were invited and reminded up to three times through 
automatically generated e-mails. Typically, participants had one month to complete 
the questionnaire. 

Measures 

Teamwork effectiveness. The TeamQ questionnaire was developed and validated 
in 2014 to evaluate the perceived teamwork effectiveness of teaching teams within 
clinical departments.19 The TeamQ consists of 48 items grouped into eight domains: 
task expertise, team expertise, team decision-making, program directorship, 
feedback culture, team results, engaging residents and residents’ empowerment. All 
items are rated on a 5-point Likert scale (1 = not at all applicable, 2 = applicable to 
a small extent, 3 = somewhat applicable, 4 = applicable, 5 = very applicable and an 
additional option ‘not applicable’ is provided). All members of a teaching team fill 
out the TeamQ questionnaire individually.
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Learning climate. The validated D-RECT questionnaire aims to evaluate residents’ 
experienced learning climate.1 Residents, junior doctors not in training and fellows 
complete the questionnaire. The D-RECT has 35 items grouped into nine learning 
climate domains. Based on climate theory, the nine domains can be categorized 
into three higher order facets: affective, cognitive and instrumental facets.1, 17 The 
affective facet contains the D-RECT domains of educational atmosphere, resident 
peer collaboration and teamwork. The cognitive facet encompasses coaching 
and assessment, work is adapted to residents’ competence and patient sign-out. 
The instrumental facet includes formal education, role of the specialty tutor and 
accessibility of supervision. All 35 items are rated on a 5-point Likert scale (1 = 
strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree, and an 
additional option ‘not applicable’ is provided). 

Covariates. In this study, we included covariates when their relevance was 
demonstrated in previous research and/or hypothesized by the researchers. We 
adjusted for type of specialty (surgical/ nonsurgical)21 and constructed department 
level ratio’s for the following potential covariates: years of clinical teacher 
experience (0 to 15 years/ 16 to 30 years), gender of clinical teachers and residents 
(male/female),22 year of residency training (years 1 to 3/ years 4 to 6).21-23 We used the 
number of completed evaluations within one department as proxy for the group size 
of teaching teams and resident groups.24, 25

Analysis 

First, we described the study sample using descriptive statistics and frequencies. 
Based on previous research we determined a cut-off of 50% missing data,1 meaning 
that TeamQ evaluations missing more than 24 questions and D-RECT evaluations 
missing more than 17 questions were excluded for further analysis. For the remaining 
evaluations of both questionnaires, missing values were assumed to be missing at 
random and therefore imputed separately by using expectation-maximization 
(EM). If departments used the TeamQ or D-RECT evaluation more than once 
during the study period the most recent data collection was included. However, 
we included evaluations of an earlier period (n = 9), when the most recent data 
yielded insufficient data per department. To obtain a reliable overall score, at least 
five TeamQ evaluations19 and three D-RECT evaluations1 per department were 
needed. To evaluate teamwork effectiveness, we first calculated individual mean 
scores using the total set of item scores of the completed TeamQ evaluations. Then, 
we aggregated these individual mean scores to the team level. The overall learning 
climate score was calculated as mean score using the total set of item scores of the 
D-RECT evaluations. The three separate learning climate facets were calculated 
using the mean of the corresponding item scores. We then aggregated these mean 
scores to the department level, resulting in three separate aggregated mean scores 
per department.   
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To address our first research question we built an unadjusted and adjusted random 
intercept multilevel model. We used teamwork effectiveness as the predictor and the 
overall learning climate as outcome. By using the random intercept multilevel model 
with a Maximum Likelihood estimation, hierarchical clustering of residents (level 1) 
nested within departments (level 2), was taken into account. To address our second 
research question we built unadjusted and adjusted multivariate general linear 
models. In these models we used the same predictor (teamwork effectiveness) and 
the three aggregated learning climate facets (affective, cognitive and instrumental) 
as outcomes variables. Both multilevel and multivariate adjusted models controlled 
for specialty, clinical teachers gender and experience, size of the teaching team, 
residents’ gender, year of training and size of the resident group.  

Associations were reported as regression coefficients (b), their 95% confidence 
interval (95% CI), and p-values (the significance threshold was set at .05). We used 
SPSS version 24 (IBM Corp. 2016) for the statistical analysis.  

Ethics 

The institutional ethical review board of the Amsterdam UMC of the University of 
Amsterdam provided a waiver declaring the Medical Research Involving Human 
Subjects Act (WMO) did not apply to the current study (reference number W18_222 
# 18.226). Filling out the D-RECT and TeamQ was anonymous for all participants

Results
 
In total, 47 teaching teams within 47 clinical departments in 16 hospitals used the 
TeamQ questionnaire. Teaching teams consisted on average of 14 clinical teachers 
(range 5 – 31) and rated their teamwork effectiveness as a 3.7 out of 5.0 (SD = 0.24; 
range = 3.3 – 4.3). Within teaching teams, the average variation of scores among 
clinical teachers was 1.3 points on a 5-point Likert scale. The lowest variation of scores 
within teaching teams was 0.6 points (range 3.2 – 3.8) and the highest variation 2.2 
points (range 2.4 – 4.6). Within the same 47 clinical departments, 47 resident groups 
used the D-RECT questionnaire. On average resident groups counted 8 residents 
(range 3 – 28) and scored their learning climate a 3.9 out of 5.0 (SD = 0.4; range = 2.5 
– 5.0). The average variation of scores within resident groups was 1.0 point, ranging 
from 0.1 to 2.2 points. Detailed information is presented in Table 1.  
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Table 1. Characteristics of the study population 
General characteristics N (%)
Number of teaching hospitals 

Academic 3 (19%)
Non- academic 13 (81%) 

Number of departments 
Surgical 16 (34%)
Nonsurgical 31 (66%)

Characteristics (non)residents N (%)
Number of resident evaluations 315 (100%)

Male 117 (37%)
Female 198 (63%)

Years of training 
Junior 178 (56%)
Senior 137 (44%)

Number of nonresident evaluations  85 (100%)

Characteristics clinical teachers N (%)
Number of clinical teacher evaluations 578 (100%)

Male 329 (57 %)
Female 249 (43%)

Years of clinical experience 
Junior 435 (75%)
Senior 143 (25%)

Associations with the overall learning climate
  
We found a positive, significant association between teaching teams’ teamwork 
effectiveness and the overall learning climate for the unadjusted and adjusted model 
(b = 0.33; 95% CI = 0.06 – 0.60) (Table 2). Detailed information on all the covariates 
is provided in the Supplementary Material.
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Table 2. Unadjusted and adjusted associations of teamwork effectiveness with the 
overall learning climate score

Unadjusted model Adjusted modela

Regression 
coefficient (95% CI) P value Regression 

coefficient (95% CI) P value

Teamwork 
effectiveness 0.43 (0.16 – 0.70) 0.00 0.33 (0.06 − 0.60) 0.02

aAdjusted for specialty, clinical teachers gender and experience, size teaching team, residents’ gender, year of 
training and size resident group.

Associations with separate learning climate facets

The unadjusted model showed a significant association between teaching teams’ 
teamwork effectiveness and all three separate learning climate facets. Within 
the adjusted model, teamwork effectiveness was significantly associated with the 
affective (b = 0.49; 95% CI = 0.05 – 0.93) and instrumental (b = 0.43; 95% CI = 0.12 
– 0.74) learning climate facets. The association with the cognitive facet was non-
significant (b = 0.35; 95% CI = -0.07 – 0.77) (Table 3).  

Table 3. Unadjusted and adjusted associations of teamwork effectiveness with the 
separate learning climate facets

Unadjusted model Adjusted modela

Regression 
coefficient (95% CI) P value Regression 

coefficient (95% CI) P value

Teamwork 
effectiveness 
on affective 
facet

0.52 (0.11 – 0.93) 0.01 0.49 (0.05 − 0.93) 0.03

Teamwork 
effectiveness 
on cognitive 
facet

0.48 (0.12 – 0.85) 0.01 0.35 (-0.07 − 0.77) 0.10

Teamwork 
effectiveness 
on 
instrumental 
facet

0.51 (0.24 – 0.79) 0.00 0.43 (0.12 − 0.74) 0.01

aAdjusted for specialty, clinical teachers gender and experience, size teaching team, residents’ gender, year of 
training and size resident group.
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Discussion
 
Main findings

This study suggests that teamwork effectiveness within teaching teams is positively 
associated with the overall learning climate as perceived by residents. More 
specifically, teamwork is positively associated with the affective and instrumental 
learning climate facets. The association between teamwork effectiveness and the 
cognitive facet of the learning climate was not found to be significant in this study. 

Explanation of main findings

Our results suggest that learning climates in PGME benefit from effective 
teamwork within teaching teams. This finding resonates with the literature on 
positive outcomes of effective teamwork within healthcare teams.16 Mazzocco et al.26 
showed, for example, that patients were less likely to experience complications or 
even death, if treated by teams demonstrating effective teamwork. Processes such as 
adequate information sharing and constructive briefings characterized these teams 
during handoffs. 

The affective facet reflects learning climate domains that focus on how well residents 
work together with peers, supervisors and other professionals as well as residents’ 
perceptions of the overall atmosphere.1 Effective teamwork is characterized by 
mutual respect among team members,15 reflected by TeamQ items asking whether 
or not clinical teachers are able to discuss opinions honestly and address problems 
adequately.19 If teaching teams perceive such positive team dynamics, it cultivates a 
positive departmental atmosphere.2 As residents work and learn within that same 
department, it is likely they inhabit this positive atmosphere27 and experience a 
supportive learning climate (e.g., to asks questions or seek guidance) which is crucial 
for their professional development.28 

Next, the instrumental facet reflects the formal aspects of residency training such 
as the organisation of formal education and supervision.1 We consider that TeamQ 
items reflecting the organisation of residency training 19 explain the association with 
the instrumental facet. In most countries, PGME is increasingly organised on the 
basis of prescribed structures, regulations and professional standards,7, 18, 29 which 
might facilitate teaching teams in the organisation of residency training. This is 
illustrated by Slootweg et al.,7 who showed that teamwork within teaching teams is 
mainly concerned with discussing organisational elements of residency training such 
as the division of teaching tasks and the process of resident assessment. We might 
assume that such discussions contribute to clarifying expectations for residents 
(e.g., how they are assessed), as is known that clear expectations are associated with 
positive learning climate perceptions.15, 30 

Finally, our study did not show a significant association between teamwork 
effectiveness and the cognitive learning climate facet. This facet reflects, for 
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example, how supervisors stimulate residents to reflect on their own performance 
and to what extent work of residents is adapted to their level of competence.1 
Stimulating reflection on learning and aiding residents in formulating appropriate 
learning goals, are known teaching methods that can be used by supervisors to 
guide residents’ learning in the workplace.31-33 Specifically focusing on reflection 
and exploration of learning goals is assumed to enhance residents’ learning climate 
experience.34 TeamQ items that reflect reflection and exploration evaluate whether 
or not teams follow residents individual teaching plan and if teachers refer residents 
to other – more skilled – colleagues when appropriate.19 We speculate that the non-
significant finding might be due to teaching teams using other teaching strategies 
(e.g., modelling) more effectivity compared to reflection and exploration. This is 
also suggested by previous research, indicating that reflection and exploration were 
less (effectively) used teaching methods.33, 35 Teaching methods such as modeling 
are facilitated by clinical teachers, while the teaching methods reflection and 
exploration aim to stimulate residents’ self-regulated learning.32 The latter methods 
might be more difficult to perform for clinical teachers due to time constraints or 
a lack of teaching skills.33 Hence, research indicated that residents (especially in 
higher years of training) emphasize the importance of reflection and exploration 
as it facilitates their professional development.31 Strategies to improve teaching 
methods should focus on the teaching team as a collective within the clinical 
workplace.14,38 This aligns with the current competency-based approach embraced 
in medical education (CBME), as its main goal is to monitor residents’ progress and 
to create individualized learner approaches by teaching teams.36

 

Implications for practice and research 

Our study implies that departments aiming to improve their learning climate should 
pay attention to teamwork effectiveness within teaching teams. This move from an 
‘individualistic perspective’ on clinical teaching to a ‘team perspective’ resonates 
with the growing body of literature in medical education stressing the importance 
of a holistic view on faculty development.14, 37 Faculty development refers to all 
activities aimed at improving knowledge, skills and behaviours of teachers.14 Faculty 
development, underpinned by a holistic approach, suggests that improving teaching 
qualities of clinical teachers should be in collaboration with team members and 
located the clinical workplace.37 Such an approach is more contextual sensitive to 
the everyday work of teaching teams and might facilitate continuing professional 
development.38 Therefore, if clinical departments aim to foster a supportive learning 
climate, we suggest, in line with Steinert et al.14  that teamwork interventions should 
be located in the workplace and have a longitudinal design. Hence, interventions 
aimed at enhancing the cognitive learning climate facet might address teaching skills 
necessary to perform reflection and exploration within a prolonged team training. 
Specifically, this could entail teachers sharing experiences about, and reflecting on 
how to evaluate residents’ progress in relation to learning goals, as it is known that 
such skills (e.g., providing adjusted feedback) stimulate residents’ engagement in 
reflection and exploration.32 Furthermore, on-going team training might result in 
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might result in clear and stable communication between residents and teaching 
teams; creating a supportive environment for dialogues concerning learning 
goals and needs.36 Moreover, if teaching teams effectively stimulate reflection and 
exploration, residents’ learning needs – given their level of training – may be better 
met by their clinical teachers both as a team and individually. This is necessary to 
ensure optimal learning opportunities for residents while providing high quality 
care. Future research could build on the findings in this study by investigating 
mechanisms that tie teamwork within teaching teams to residents’ experienced 
learning climate.

Strengths and limitations

A strength of this study is the use of two widely applied, validated questionnaires 
measuring teamwork effectiveness (TeamQ) and residents’ learning climate 
(D-RECT), to assure valid and reliable results. Furthermore, we gathered data 
from academic and non-academic hospitals representing various specialities 
within the Netherlands. Therefore, we argue that the results may also apply to 
other residency programs within the Netherlands. Results may even be applicable 
beyond the Netherlands as, with the shift towards competency-based medical 
education (CBME), teaching has become a team effort in various postgraduate 
training programmes around the world.36 However, more research is necessary 
to confirm our results in these other CBME training programmes. Although the 
TeamQ aims to involve program directors’ evaluations in addition to clinical 
teachers’ evaluations, the role of participants could not yet be distinguished within 
the data. We consider this a limitation, since studies suggest that the leadership 
style of program directors contribute to teamwork effectiveness of teaching teams.39 
Therefore, future research could address this by examining the moderating effect 
is of the programs directors’ leadership style on the association between teamwork 
effectiveness and the departments’ learning climate. Furthermore, due to the cross-
sectional design of this study we cannot draw conclusions about causality or rule 
out reverse causality. However, we ensured that administration of the D-RECT was 
paralleled by administration of the TeamQ within the same department: residents 
completed the questionnaire within one year after completion of the TeamQ by 
clinical teachers to minimize the possibility that associations might be explained by 
unmeasured variables (e.g., like residents rotating in and out of departments). 
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Conclusion
 
This study showed that teamwork effectiveness within teaching teams contributes 
to learning climates in PGME. Teamwork effectiveness especially benefits a 
supportive departmental atmosphere and positive team interactions, as reflected by 
the affective learning climate facet. Also, residents’ experiences of the formal aspects 
of residency training (instrumental facet) benefit from teamwork effectiveness 
within teaching teams. Finally, in our study we did not find an association between 
teamwork effectiveness and residents’ experiences of professional development 
(cognitive facet), such as stimulating reflection and adapting work to residents’ 
competence level. Our results could encourage departments to promote teamwork 
effectiveness within teaching teams as a way to improve their learning climate. 
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Appendix 1
Unadjusted and adjusted associations of teamwork effectiveness with the overall 
learning climate including covariates

Unadjusted model Adjusted modela

Regression 
coefficient
 (95% CI)

P value
Regression 
coefficient 
(95% CI)

P value

Teamwork 
effectiveness 0.43 (0.16 – 0.70) 0.00 0.33 (0.06 − 0.60) 0.02

Specialty -0.09 (-0.23 − 0.06) 0.24

Gender clinical 
teachers -0.00 (-0.01 − 0.00) 0.12

Experience -0.01 (-0.01 − -0.00) 0.01

Size teaching 
team 0.00 (-0.01 − 0.01) 0.34

Gender 
residents 0.00 (-0.00 − 0.00) 0.42

Year of 
training 0.00 (-0.00 − 0.00) 0.56

Size resident 
group

0.00 (-0.01 − 0.01) 0.98

aAdjusted for specialty, clinical teachers gender and experience, size teaching team, residents’ gender, year of 
training and size resident group.
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In this dissertation, I explored how residents’ interactions with supervisors, nurses, 
and patients shape their learning and clinical practice. To this end, I conducted four 
studies, each focusing on one or more workplace interactions. I first focused on how 
residents navigate various workplace interactions by examining how they seek help 
during their training (Chapter 2). Then, I explored resident-patient interactions 
to gain an understanding of residents’ and  patients’ perceptions of compassionate 
care (Chapter 3). Next, I delved into the interactions between residents and nurses 
by examining how both residents and nurses perceive the guiding role of nurses 
within residents’ workplace learning (Chapter 4). Finally, in Chapter 5, I focused 
on residents’ interactions with supervisors; specifically, I looked at the effectiveness 
of teams of supervisors collaborating within teaching teams and whether this 
teamwork is associated with how residents perceived their learning climate. 

By using a sociocultural lens to look at interactions during residents’ workplace 
learning,1-4 I found that, in their daily work, residents interact with supervisors, 
nurses, and patients and that these interactions can afford residents learning 
opportunities.5-7 Through these interactions, residents developed the necessary skills 
and knowledge and gradually came to think, act and feel like a physician.8 However, 
learning did not automatically result from interacting with other healthcare 
professionals. Rather, whether and what residents learned was dependent on a 
complex and dynamic interplay of residents’ agency, the opportunities provided 
by workplace actors, and influencing forces within the learning environment 
(e.g., the culture at the workplace).3, 6, 9-12 These results help explain why learning 
outcomes emerging from interactions during residents’ workplace learning can be 
serendipitous and varying.6 Hence, a better understanding of these interactions is 
critical in order to optimize residents’ workplace learning. 

In this Discussion chapter of my dissertation, I will first answer the main research 
question which I formulated in the Introduction chapter and critically consider 
what I have learned about the interactions taking place during residents’ workplace 
learning. Next, I will describe the practical implications for the optimization of 
learning through interactions within the workplace environment. Finally, I will 
reflect on the limitations of this work and close with suggestions for future research.  

Critical considerations of the findings
 
Reflecting on the results of my dissertation, I would like to focus on three overarching 
themes that capture the dynamic nature of residents’ workplace learning: staging 
a performance, learning to become part of the healthcare team, and learning to 
provide patient-centered care. In my discussion of these three overarching themes, 
one interaction will be foregrounded per theme. However, as will soon become clear, 
to capture the complexity of residents’ interactions during workplace learning, each 
actors will make an appearance in every theme. 
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Staging a performance
 
Within all the studies of this dissertation, the role of supervisors was omnipresent. 
Supervisors were the ‘be all and end all’ in residents’ focus regarding how to direct 
their own learning trajectories within the workplace. Given this determining 
influence, supervisors could ‘make or break’ residents’ workplace learning 
experiences and opportunities. Supervisors could, for instance, ‘make’ workplace 
learning by adjusting the work and learning to residents’ training levels and by 
clarifying their expectations of residents,13-16 which could aid in a constructive 
supervisory relationship between residents and supervisors, leading to a sense of 
trust for residents to explore new learning experiences.13

Within competency-based medical education (CBME) and its increased focus on 
outcomes and formal evaluations,17-21 residents seem to view all interactions with 
supervisors as potential moments of assessment.11, 22, 23 As a result, in the presence 
of a supervisor, residents tend to adapt their behavior in order to come across as 
certain, independent, and decisive.11, 24-29 Residents learned that independence and 
decisiveness were rewarded and expected from them during their training toward 
becoming a medical specialist as well as within the medical profession in general.11, 
25, 30 This result resonates with several studies that have previously highlighted 
how asking for help or being directly observed were rarely thought of as learning 
opportunities.11, 22, 25, 28 Since the feeling of being assessed dominated, residents felt the 
need to stage a performance to manage the impression supervisors might have about 
them.11, 22, 25, 28 

Staging a performance: creating a positive image 
The studies in this dissertation demonstrate that residents are agentic in shaping 
their performance to create a positive image of themselves.11, 22, 25, 28 By creating a 
positive image of themselves, residents could create and gain access to learning 
opportunities, but also appear competent.31 This draws our eye to Goffman’s 
work on impression management in which he theorizes how we as humans try 
to understand what is expected from us during social interactions and then use 
these insights to influence the perceptions others may hold about us.32 Goffmans’ 
work has seen an increase in use within the field of medical education as a way to 
understand how residents shape and manage their ‘frontstage’ performance with 
supervisors to portray themselves as confident and hide weaknesses.23, 33, 34 However, 
by using a sociocultural lens,1-4 I introduced another dimension to this perspective, 
namely how residents navigate between frontstage and backstage performance. 
In Chapter 2, it became clear that residents checked the validity and legitimacy 
of their questions with nurses (backstage) before asking supervisors (frontstage), 
which afforded them an opportunity to adjust their way of asking questions to the 
preferences of individual supervisors. Residents could then portray themselves as 
a (more) competent (future) colleague and, as a result, access and create learning 
opportunities.14, 16 This highlights how nurses are perceived as safer for residents in 
sharing vulnerabilities (e.g., asking questions) than supervisors. Residents did not 
seem to feel a strong need to stage their performance when working with nurses. 
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The phenomenon that residents alter their behavior and hide their insecurities to 
manage the image supervisors might hold about them raises the question of the 
consequences of these processes for residents’ learning and clinical care.33 Previous 
research has already described the unintended consequences of diminished help-
seeking as a result of portraying oneself as certain and credible.23, 28, 35 However, 
asking questions, especially the ones that could be feared to be ‘less relevant’ or ‘not 
yet clearly worked out’ in the eyes of residents, are beneficial to identify residents’ 
knowledge gaps and provide them with new insights crucial for their learning.31 
Similarly, Huffman et al. state that “learning may be impaired by the complete 
and perfect front stage performance”33(p. 271) as residents can learn from sharing and 
displaying their ‘thinking steps’ which precede their performance. By not sharing these 
thinking steps, learning opportunities might be lost. However, strikingly, in their 
realist review on supervised workplace learning Wiese et al.12 found that residents’ 
requests for help negatively influenced supervisors’ entrustment of these residents. 
Moreover, asking questions too frequently could lower supervisors’ evaluation of 
residents and residents’ credibility.12 Residents, perhaps not unreasonably stage a 
performance given supervisors view on this topic. 

Creating a supportive learning environment
Both diminished help-seeking and staging a performance may have serious 
ramifications for residents’ learning, and potentially the quality and safety of the 
provided patient care.23, 28, 35 These are important challenges that need to be addressed 
on various levels. Program directors within residency programs should create and 
nurture a supportive learning environment where help-seeking is normalized and 
seen as intrinsically linked with providing safe patient care and the development as 
a learner.36, 37 One way to nurture a supportive learning environment is by facilitating 
the teamwork of supervisors within teaching teams. Chapter 5 supports this 
suggestion as effective teaching teams were associated with residents’ experienced 
learning climate. Effective teams foster psychological safety,38, 39 and emerging 
evidence within medical education shows that psychological safety within teams 
is associated with a supportive clinical learning environment for residents.40, 41 In a 
psychologically safe team, all team members feel safe to speak up, voice concerns, and 
provide ideas about how to improve clinical practice.37-39 Moreover, these behaviors 
are linked to the better reporting of adverse events, which is essential to improve the 
quality and safety of patient care.42-44 Ensuring a psychologically safe environment 
within interprofessional teams could address the challenges with help-seeking, 
ensuring that residents can seek help without the fear of negative consequences for 
their reputation, and safeguarding the quality and safety of patient care.

Learning to become part of the healthcare team
 
The studies included in this dissertation demonstrate the valuable role of nurses 
in residents’ workplace learning. However, this dissertation also highlighted how 
this role was not always self-evident for residents and supervisors. Residents 
perceived nurses as the ‘eyes and ears’ of the department. Nurses could enculturate 
residents within the department by providing the ‘know-how’ about the local norms 
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and practices of a particular workplace. Through their interactions with nurses, 
residents could learn from nurses (e.g., communicating with patients), but also about 
the nursing profession, including their practices and how they organize themselves.  

Nurses enable residents’ knowledgeability
In my studies I shed light on the critical role nurses play in enabling residents’ 
knowledgeability through which residents gain an understanding of the possibilities 
and limitations of their own profession.1, 45-47 Being knowledgeable means that 
residents, next to developing the competencies needed for the physician community, 
also need to understand the unique practices of other communities within the 
landscape of practice, including the goals, routines, procedures, and language.48 
Knowledgeability is essential for residents to be able to navigate and collaborate 
with the different professionals within the landscape of practice.45 By stimulating 
the development of knowledgeability, nurses facilitate residents’ professional 
socialization: the process of identity formation as a medical professional.49 While 
professional identity formation is often approached as the sole responsibility 
of physicians,50 I highlighted in Chapter 4 how, through stimulating residents’ 
knowledgeability, nurses also have a role in the residents’ identity formation process. 
As professional identity formation is often seen as the ultimate goal of medical 
education, nurses have a key role in medical education.51 

This finding suggests that the role and expertise of nurses in residents’ workplace 
learning could be seen as complementary to the role and expertise of supervisors 
in guiding residents’ workplace learning.52 Biesta & Van Braak49 argue that 
learning includes the process of knowledge acquisition (qualification), but also the 
development of a professional identity (socialization), so that learners become “a 
thoughtful, independent, responsible professional”49(p.1) (subjectification). Indeed, 
supervisors provide residents with the medical knowledge, skills, and professional 
attitude as well as contribute to their development as medical specialists so that 
residents can make professional judgments and act as medical professionals.53-57 
However, I demonstrate that nurses, in addition to supervisors, also have a role 
in all three processes as described by Biesta & Van Braak49: nurses teach residents 
about their own profession,58-61 contribute to residents’ identity formation (through 
stimulating knowledgeability),60 and as such guide residents in becoming competent 
and thoughtful members within the interprofessional healthcare team. The insight 
that nurses play a role in each of these three processes provides us with a much 
more refined language to talk explicitly about and maybe formalize nurse-resident 
encounters within the course of residents’ workplace learning.49 

Learning from nurses: a matter of perspective
Despite the rich potential of resident-nurse interactions for residents’ learning, 
actually learning from nurses was not self-evident. Whether residents learned from 
the learning opportunities afforded by nurses depended on residents’ decision to 
engage in these opportunities.3 In Chapter 4, I suggest that whether residents engaged 
in nurses’ affordances seemed to align with the perspective residents hold on who 
could be instrumental to their workplace learning. Whereas some residents seemed 
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to hold a more intraprofessional (i.e., profession-centric) perspective on workplace 
learning, others emphasized the interprofessional (i.e., collaborative) nature of how 
patient care and residency training is the collective effort of all healthcare team 
members.46 The nature of residents’ perceptions about learning from nurses could 
matter significantly, as residents label the lessons learned and feedback from their 
own professional domain, i.e., supervisors, as more credible and useful.62-66 The 
feedback literature, in particular, points to the importance of residents perceiving 
the feedback provider as credible for the successful uptake of feedback.67, 68 Hence, 
encouraging residents’ interprofessional perspective on workplace learning may 
take away some of these credibility biases towards non-medical professionals and 
could make resident-nurse encounters more effective for learning. 

The perspective residents hold on who has a role in their workplace learning has 
ramifications for the type of interactions and learning opportunities they will 
look for during workplace learning.3 This is further underlined by the findings in 
Chapter 2, where some residents saw the benefit of actively involving nurses during 
decision-making processes, as this resulted in better collaboration and workflow 
around patient care. Moreover, as nurses value communication and collaboration 
skills, residents could access learning opportunities for these specific skills.69 All of 
our studies hinted at how learning from interactions with nurses could be different 
for junior and senior residents. The image juniors painted was that the nurse 
was their first ‘go-to person’ when they were new in the workplace. For seniors, I 
could not discern a specific interaction pattern from my research. However, Miles 
et al.65 highlighted how senior residents were better able to recognize the value 
of nurses’ feedback as they were more familiar with the roles and perspectives of 
nurses, suggesting a positive interaction pattern. Future research could explore how 
interaction patterns differ between nurses and junior and senior residents. 

Overall, supervisors have a (joint) responsibility to create an environment where 
residents perceive nurses’ feedback as credible and valuable for their learning.70, 

71 However, Chapter 4 suggests that supervisors did not always involve nurses in 
residents’ workplace learning. This can have a big impact on who residents will 
judge as a credible source to guide their workplace learning. The traditional, 
intraprofessional perspective on clinical training is still present: physicians solely 
teach physicians.72 As my studies suggest, this exclusivity perspective might hinder 
the development of residents’ ability to ‘move across landscapes’, and as such, to 
become a competent member of the healthcare team.73 As supervisors are powerful 
role models, they can legitimize the nurses’ role in residents’ workplace learning 
by acknowledging and valuing the provided leaning opportunities.60, 64, 74, 75 When 
supervisors would explicitly empower the whole team as a credible source within 
residents’ workplace learning, residents may be more inclined to fully understand 
and appreciate nurses’ contributions to their professional growth.46, 73
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Learning to provide patient-centered care
 
Residents’ interactions with supervisors and nurses (literally) gather around 
providing safe, high-quality, patient-centered care. Patient-centered care means 
that “providers treat patients not only from a clinical perspective, but also from an 
emotional, mental, spiritual, social, and financial perspective.”76 It is the ultimate 
goal of medical education to train residents as well-rounded professionals providing 
safe, high-quality, patient-centered care.

Nurses’ and supervisors’ complementary roles in training residents to provide patient-centered 
care 
Throughout the studies in my dissertation, I demonstrated that residents learn 
to provide patient-centered care in interaction with supervisors and nurses who 
each bring their own specific knowledge and expertise to the patient-case and 
thus provide complementary affordances when training residents. For instance, 
in Chapter 4, nurses were lauded for their guiding role in communicating with 
patients and their families. Residents recognized this guidance as complementary 
to the expertise of supervisors. Clearly, compared to supervisors, nurses observe 
other aspects of residents’ interactions with patients as they collaborate more often 
at the bedside with them. The observations by nurses, therefore, provide a unique 
perspective on residents’ performance.52 Studies, for instance, highlighted that nurses 
are well-positioned to teach residents communication and collaboration skills61, 63 
and provide them with feedback about their behaviors related to “professionalism, 
patient advocacy, and leadership.”64(p.274) This is not to say that supervisors do 
not contribute to training residents in these complex, non-technical skills, nor 
that nurses do not have an essential role in teaching residents technical skills.61 

Despite the many opportunities to train residents in providing patient-centered care, 
in Chapter 3, I suggest that residency training programs could and maybe should do 
more in this domain, particularly when it comes to delivering compassionate care. 
Other studies also demonstrate that the more elusive qualities like communication 
and compassion are rarely explicitly included in residency training.77-79 As we consider 
residency training as physicians’ developmental journey into becoming specialists 
with ‘cool heads and warm hearts’, rethinking what best facilitates residents in 
learning about human-centered care and how to practice such care seems useful.80 

Learning from patients: focus on caring rather than learning 
Notably, in interaction with patients, residents predominantly focused on caring 
for their patients during their routine daily practice. Residents were less explicitly 
engaged in how they could learn from their patients and adjust their actions 
accordingly. However, the interaction with patients can be regarded as a valuable 
source of information aiding residents’ workplace learning and professional 
growth.81 Kawamura et al.82 found that discussions with patients and families allowed 
residents to reflect through which they could explore new ways of interacting with 
patients and families. This is also underlined by Sehlbach et al.,83 demonstrating how 
physicians learned from previous interactions with patients, guiding their practice. 
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In Chapter 3, I suggest that it can be especially valuable for residents to learn and 
understand how patients perceive communication with healthcare professionals 
and how they perceive their care. In this Chapter, I demonstrated that patients 
could have different needs and wishes regarding how they would like to receive 
care compared to the care actually provided by residents. This points to missed 
opportunities in providing patient-centered care, which is evidenced to significantly 
affect patients’ satisfaction and the quality of care.84-86 

Tensions between learner- and patient-centeredness
The literature describes a tension between learner-centeredness and patient-
centeredness87-89 when the activities around learning and patient care “coincide but 
are directed at different goals”88(p.149). Although throughout all my studies providing 
safe and high-quality patient care was residents’ primary focus in their daily practice, 
specifically in Chapter 2, I argue how diminished help-seeking could interfere with 
providing the most optimal patient care. Previous studies reported, for example, that 
patients’ treatment could be delayed when residents were uncertain about clinical 
decisions and did not seek help or input from a supervisor.35 Samuriwo et al.60 
describe how nurses in such situations can act as ‘guardians of patient wellbeing’ by 
‘whispering’ instructions (e.g., correct residents’ prescribings) to residents, ensuring 
patient safety. This is also underlined by Varpio et al.61 and Allen52, suggesting that 
nurses discreetly and indirectly prompt residents to consider information that may 
have been overlooked otherwise to provide safe patient care. 

Practical implications 

Based on the critical considerations of the main findings of this dissertation, I will 
continue by suggesting practical implications following from my research. 

Pro-actively involving and inviting nurses within residents’ workplace learning 
Results from my research suggest that residents may require guidance in recognizing 
and valuing afforded learning opportunities in the workplace, especially if these 
learning opportunities reside in the interactions with nurses and patients.3 Due to 
supervisors’ hierarchical position and the power that comes with it,60, 64, 74, 75 they 
have the potential to empower the role of the entire healthcare team in residents’ 
workplace learning.46, 73, 75 Supervisors can initiate this empowerment by actively 
involving and inviting nurses and patients to residents’ workplace learning and, 
ultimately, towards legitimizing the role of nurses and patients in residents’ 
workplace learning.60, 64, 73-75 A first way to actively involve nurses and patients is that 
supervisors could take on the role of “collaborative role models”,73(p.10) highlighting 
the learning opportunities that nurses and patients can afford. More specially, 
as a collaborative role model, supervisors could demonstrate interprofessional 
collaboration by asking questions to nurses, considering their ideas, and showing 
respect.90 By demonstrating that they value the opinion and input of nurses and 
patients, supervisors may aid in counteracting known problems with the credibility 
of other actors during workplace learning.62-65 A second way to enable nurses’ and 
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patients’ input in residents’ learning may be through the use of feedback tools. 
For example, the Westerveld framework was specifically designed to facilitate 
interprofessional feedback dialogues between supervisors, residents, and nurses, 
especially taking into account credibility and hierarchy.91 Such a tool might help 
nurses in formulating specific feedback on residents’ performance. Finally, based on 
their work on team reflexivity in healthcare teams, Eppich & Schmutz point to the 
importance of inclusive leadership by supervisors in which a sense of us rather than 
we and they is fostered.92 Nembhard and Edmondson93 demonstrated that inclusive 
leadership contributes to psychological safety, which is essential for a supportive 
learning environment in which residents feel safe to share vulnerabilities and nurses 
feel free to guide residents. Inclusive leaders “include others in discussions and 
decisions in which their voices and perspectives might otherwise be absent.”93(p.947) By 
doing so, leaders also address the lingering power differentials that otherwise hinder 
the learning from each other.92 While inclusive leadership is critical, ultimately, all 
team members must work together to create an environment of ‘learning from one 
another’ from a basis of interest and curiosity to ensure the common goal of patient 
care every day and all day.   
  
Identifying interprofessional learning moments 
To ensure that interprofessional learning opportunities become more explicit and 
recognizable for residents, it could help to make these opportunities more explicit 
by promoting interprofessional collaboration as a specific (learning) goal within 
the department and by highlighting specific learning opportunities that arise from 
day-to-day clinical practice.73, 94, 95 Promoting interprofessional collaboration as a 
specific goal may help residents become more aware of the possibilities of learning 
from nurses. Additionally, foregrounding the importance of interprofessional 
collaboration as both a learning goal and a working goal could encourage all team 
members to learn from each other.46 In line with the suggestions made by Morris 
& Eppich,95 such collaborative learning can be facilitated, for example, during 
the daily ward round as this is a “clinical event well-suited to facilitate boundary-
crossing through structured inter-disciplinary participation and promotion of 
team reflection across traditional professional and hierarchical boundaries.”95(p.886) 
Collaboratively reflecting on team processes and goals will furthermore stimulate 
collaborative learning, promote team functioning,96 and aid in understanding the 
roles of each profession in the healthcare process.73 

Formalizing learning from interactions
While inviting nurses and patients as well as and identifying learning opportunities 
are critical, we should not underestimate the lingering influence of power, 
hierarchies, and conflict within workplaces. Paradis & Whitehead74 already 
alerted us to the fact that explicit discussions on power issues in interprofessional 
education and collaboration are often absent even though we know they exist.97 
Without the proper system and structures to enable meaningful interprofessional 
education and collaboration, including, for example, a formal curriculum and the 
necessary time and resources, it will be challenging to equip residents with the 
necessary competencies and knowledgeability to become a medical specialist within 
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the landscape of healthcare practice.46, 74, 97 While this requires substantial efforts of 
healthcare organizations to implement and effect such changes, there are already 
smaller steps that interprofessional teams can take to benefit residents’ learning.46, 

66 For instance, formalizing the use of feedback tools (e.g., multisource feedback 
tool) wherein all team members provide (each other) feedback,91, 98 and consciously 
role modeling interprofessional collaboration by teaching teams.73 Finally, residency 
programs could require residents to shadow nursing staff as part of each new 
rotation.99, 100

Limitations

I used quantitative and qualitative methods to explore how interactions with 
supervisors, nurses, and patients shaped residents’ learning and clinical practice. 
Throughout the studies in my dissertation, I had to make decisions informed by 
feasibility and pragmatism that might have affected the findings. 

All data in this dissertation were collected within the context of Dutch healthcare 
and residency training programs which will have colored the results. Currently, 
within the Dutch healthcare setting, there is a strong focus on shared decision-
making (SDM), in which physicians actively involve their patients in making choices 
about their own healthcare process.101 This is contrasted against paternalism, where 
the physician chooses what they find is bests for their patients.102 Residency training 
in the Netherlands, like in many other countries, is built upon a CBME framework 
which has largely the same characteristics worldwide. Therefore, the findings will 
be largely transferable to other postgraduate medical training programs grounded 
on CBME principles and within comparable contexts. Moreover, by grounding my 
work in relevant theories, providing rich descriptions on the contexts of the studies, 
and participants in my research, and linking my research to published work, I aimed 
to heighten the transferability of the work.103

As I aimed to explore residents’ interactions in general, I wanted to include a wide 
range of specialties to explore how residents’ interactions shape their learning 
and clinical practice. As such, I did not deliberately zoom in on the differences 
between specialties. Results from my research, however, hint at possible differences 
between specialties in how interactions with the various actors in the workplace 
shape residents’ learning and clinical practice. For example, in the emergency 
department and other acute specialties, the collaboration between residents and 
nurses often seemed more prominent, and nurses seemed to have a greater role in 
residents’ workplace learning compared to, for example, departments where nurses 
and residents work more separately (e.g., radiology). 

What I consider another limitation is that I have not directly asked supervisors 
about their views on nurses’ role in residents’ workplace learning and how they see 
their own role in this interaction. I explored the supervisors’ role in this specific 
interaction through the questionnaire in Chapter 4, in which residents and nurses 
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were asked to consider the supervisors’ role in this process. While a large body of 
research exists on the general role of supervisors in residents’ workplace learning, 
I feel it would still be interesting to further explore whether supervisors recognize 
themselves in the descriptions of residents and nurses. In addition, the nurses’ 
perspective was only obtained through open-ended questions in the questionnaire 
in Chapter 4. While this has provided rich and interesting findings, I would have had 
a deeper understanding of nurses’ motivations to contribute to residents’ workplace 
learning by interviewing them. This could be an area for further research. 

In Chapters 2 and 4, I unexpectedly stumbled on having to search for the right 
language so that participants would understand what I wanted their thoughts 
and opinions on. In Chapter 2, I found that residents perceived ‘help-seeking’ as 
a negatively-charged term. Throughout the iterative steps in my research project, 
I tried to minimize this issue by using similar but less pejorative terms for help-
seeking (e.g., ‘checking’ or ‘consulting’). In Chapter 4, the word ‘guiding’ (begeleiden 
in Dutch) was not always well understood. I tried to manage this by extensively 
piloting the questionnaire through qualitative interviews to check whether the 
participants clearly understood the questions. Also, I chose to include a definition 
of guidance within the questionnaire. It seems that we are still searching for the 
right language to address all aspects of the phenomenon of ‘learning through 
interactions’. Therefore, future research should always consider which language to 
use, as my research has pointed to the critical fact that ‘language matters’. Piloting 
the questions within the interview guides and the questionnaire has been essential 
in my research to minimize the limitation of language.

Suggestions for future research
 
In this dissertation, I explored how residents’ interactions with supervisors, nurses, 
and patients shape their learning and clinical practice. However, there are still 
several exciting areas left that deserve exploration and explanation in future studies.  

Although I did not explore how supervisors view their role in explicitly involving 
and inviting nurses to participate in residents’ workplace learning, I feel it is 
important that future research explores this. This suggestion is motivated by the fact 
that when supervisors take on this role explicitly, residents may be more inclined to 
fully appreciate nurses’ contributions to residents’ workplace learning.46, 73 However, 
like residents, supervisors could also have (unintentional) biases regarding the 
credibility of nurses and, as such, may be cautious to involve nurses within residents’ 
workplace learning. So, follow-up research could explore supervisors’ perspectives on 
involving nurses in residents’ workplace learning. In addition, understanding what 
supervisors need to be able to involve nurses as well as what is required from the 
organization to take on this role (e.g., protected time) is a worthy avenue for future 
research. Furthermore, gaining a deeper understanding of how nurses perceive to 
be involved in residents’ workplace learning and what they need, if they were more 
deliberately included in this process, requires attention. 
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Some of the questions left unanswered by my research into the resident-nurse 
interaction could be explored using ethnographic research.104 Ethnography tries 
to capture what actually happens in practice rather than obtaining perceptional 
data.104 Therefore, this methodology might be particularly suited to understand 
how various players in the workplace speak about and react to the role of nurses 
in residents’ workplace learning. This could provide more insight into the 
knowledge gap we identified in Chapter 4: the fact that the concept of guiding 
was understood differently by various participants. Furthermore, the guiding 
questionnaire we developed for the study in Chapter 4 could serve as a starting point 
for an observational study as it describes several aspects that encompass guiding 
based on the literature on workplace guidance,7, 105 clinical supervision,106-108 and 
interprofessional collaboration.10, 45, 46, 109 Using the questionnaire as a framework for 
further research could address, for instance, the questions: In what ways do nurses 
guide residents? Which moments of guiding do residents recognize (or not), and 
how can this be explained? But also: what are potentially rich learning opportunities 
within the context of day-to-day clinical practice for residents, and how could these 
opportunities be formalized? 

We also found that more attention should be paid to the human-to-human aspects 
(e.g., compassion) of patient-centered care. Using a longitudinal design, future 
research could explore the impact of specific compassion enhancing interventions, 
i.e., compassion training, on residents and their patients.110  To what extent does 
such a training enhance residents’ compassionate behaviors, and to what extent is 
this change noticed by patients? Moreover, given the evidenced health effects of 
compassionate care (e.g., better wound healing111), it would be interesting to see 
whether patient-reported outcomes or other measures can be used to explore the 
effects of a compassion intervention.86, 112  

Finally, rather than zooming in on specific types of interactions and actors, such as 
in the suggestions provided above, future research could also adopt an overarching 
approach and focus on the learning environment as a whole, foregrounding all its 
actors and interactions. This would allow for an even more holistic understanding 
of the complexity of all the interactions taking place during residents’ workplace 
learning and how these impact learning outcomes for residents. As an example, 
follow-up research may select a department characterized by good interprofessional 
collaboration where residents have ample opportunity to observe and enact 
interprofessional collaboration through their interactions, and on the other hand, 
sample a department in which interprofessional collaboration is not yet well 
established. A comparative case-study approach would allow a more in-depth 
analysis of the interactions’ complexity and potential working ingredients that 
enable learning through interactions during workplace learning.113 
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Final note 

In exploring interactions within residents’ workplace learning, I have chosen 
a sociocultural perspective, and specifically three theories from this school of 
thought guided me. However, there are many different types of theories within 
the sociocultural family (see for instance, Yardley114). From the perspective of the 
kaleidoscope I built in the Introduction of my dissertation, each lens provides 
another way to study residents’ workplace learning, and it is the combination of 
theories that will bring “the advantages of each of them while keeping their respective 
drawbacks at bay.”2(p.11)  Moreover, widening the lens is crucial to further explore how 
residents interact with other communities within the landscape of practice, such 
as physiotherapists, dietitians, OR nurses, and anesthesia workers, to explore what 
their role is or can be within residents’ workplace learning. 

I hereby hand over my metaphorical kaleidoscope to other researchers and invite 
them to explore residents’ workplace learning from different theoretical perspectives 
and incorporating various allied health professionals to provide new knowledge 
enhancing medical education and ultimately aid in further optimizing patient care.
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Chapter 1 provides the rationale for this dissertation. I describe that previous 
research has mainly centered on residents’ interactions with supervisors as facilitators 
of residents’ learning. However, this focus might limit our understanding of how 
residents learn from other workplace actors with whom they interact daily. At the 
heart of learning within the workplace is learning through interactions. Based on this 
perspective, our eye is drawn to how resident learns from all the interactions they 
encounter. In this dissertation I have deliberately chosen to explore - in addition to 
their interactions with supervisors - residents’ interactions with nurses and patients 
as they interact with residents on a daily basis. 

Therefore, the overarching research question of this dissertation is: How do residents’ 
interactions with supervisors, nurses, and patients shape their learning and clinical practice? 
These insights are crucial to gain a better understanding of how residents learn 
through interaction, aiding their workplace learning and fostering safe and high-
quality patient care. To that end, I conducted four studies, each focusing on one or 
more workplace interactions.

In Chapter 2 we aimed to explore how residents’ decision-making processes to seek 
help are shaped by their workplace environment. Residents are expected to ask for 
help when feeling insufficiently confident to act in patients’ best interests. Previous 
studies focused on the perspective of the supervisor-resident relationship in residents’ 
help-seeking decisions. However, attention to how the workplace environment 
and, more specifically, other healthcare team members influence these decisions 
remains limited. To deepen our understanding of residents’ help seeking behaviors, 
we therefore conducted an interview study with residents. We purposively and 
theoretically sampled 18 residents; 9 juniors (postgraduate year 1/2) and 9 seniors 
(postgraduate year 5/6). Using semi-structured interviews, we explored participating 
residents’ decision-making processes to seek help during patient care delivery. 
Following a constructivist grounded theory methodology, our data collection and 
analysis were iterative, and we identified themes using constant comparative analysis. 
We found that residents experienced their help-seeking decision-making processes 
as an ‘act of performance’: they considered how asking for help could potentially 
impact supervisors’ assessments of their knowledge, competency or performance. 
This act of performance was preceded by an internal dialogue in which the need 
for and potential ramifications of help-seeking were balanced. Residents’ sense of 
responsibility for providing safe and high-quality patient care was the core around 
which their internal dialogue revolved. With this in mind, residents weigh up 
demonstrating the ability to work independently, maintaining their credibility as a 
physician, and becoming an accepted member of the healthcare team when seeking 
help. This ‘balancing-act’ was influenced by sociocultural characteristics of the 
learning environment. A safe learning environment resulting from a constructive 
relationship with supervisors and the approachability of other healthcare team 
members lowered the barriers for residents to seek help. Hence, this study suggests 
that sociocultural forces in the learning environment influence how residents 
balance their considerations of whether or not to seek help and the extent to which 
they frame help-seeking as an act of performance. We recommend addressing the 
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potential barriers to seeking help in dialogue with all healthcare team members 
as they are all tied into residents’ help-seeking decisions. Future research could 
examine how to foster learning environments in which the healthcare team’s shared 
purpose of safe patient care trumps residents’ concerns about negative assessments.

While compassion is the cornerstone of healthcare, research on physicians’ 
perspectives on compassion in clinical practice remains limited. Moreover, the voice 
of patients – the recipients of compassionate care - is largely absent. As long as 
physicians are unaware of what compassionate care means for patients, providing 
compassionate care is hard to realize. Gaining insight into patients’ compassion 
needs and how these may differ from physicians’ understanding, is an important 
step in guaranteeing compassionate care for all patients. Therefore, Chapter 3 aims 
to understand patients’ and physicians’ perspectives on compassionate care by 
identifying key themes for both. We conducted semi-structured interviews with 8 
patients and 10 residents. We separately coded patient and resident transcripts. We 
used thematic analysis to capture their unique perspectives on compassionate care. 
We identified four themes that encompassed compassionate care for both patients 
and residents: being there, empathizing, actions to relieve patients’ suffering, and 
connection. In addition, for residents only, there was a fifth theme: fulfillment that 
resulted from providing compassionate care. Although both patients and residents 
emphasized the importance of compassionate care, patients did not always perceive 
the physician-patient encounter as compassionate, and being compassionate could 
be challenging for some residents. We formulated recommendations to enhance 
high-quality and compassionate patient care. Our recommendations were directed 
at residents, considering that healthcare providers and institutions, and not patients, 
are primarily responsible for providing compassionate patient care. Residents should 
always respond to patients’ compassion needs and acknowledge that compassion is 
a necessity. Further, it is important to know that compassion can be expressed in 
small gestures and that it may be time saving. Residents must be trained to serve 
all patients in a compassionate manner. Given the known positive health effects of 
human connection in patient care, we call for reinvigorating compassion in medical 
education and clinical practice. 

To better understand residents’ workplace learning it might not be sufficient to only 
consider the role of the attending physician; the nurses’ role in residents’ workplace 
learning should be studied as well. While previous studies already described nurses’ 
role during discrete activities (e.g., giving feedback), a more profound understanding 
of how nurses contribute to residents’ learning remains warranted. A potential 
concept that may help capture nurses’ roles in residents’ workplace learning more 
fully is that of guidance which refers to the process through which more experienced 
members of a workplace guide novice employees to also become effective members. 
By using the concept of guidance, in Chapter 4 we addressed tow research questions: 
1) to what extent do residents’ and nurses’ perceptions align regarding the guiding 
role of nurses during residents’ workplace learning, and 2) how do nurses and 
residents motivate their perceptions regarding nurses’ guiding role? We designed 
a mixed-method study in which we simultaneously collected quantitative and 
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qualitative data from 103 residents and 401 nurses through a theory-informed 
questionnaire with a Likert-scale and open-ended questions. Quantitative data 
analysis, using ANOVA statistics, were performed to test and compare residents’ 
and nurses’ perceptions of nurses’ guiding role. The results revealed that residents 
and nurses hold different views regarding the extent to which guidance in clinical 
practice takes place. Nurses reported to provide significantly more guidance than 
perceived by residents, and where nurses often did not feel involved by attending 
physicians to guide residents, residents did perceive nurses’ were involved. Next 
we thematically analyzed the qualitative data, or free text comments, to explore 
respondents’ motivations for their perceptions. The results suggest that both nurses 
and residents could be grouped in two categories based on their motivations: (1) 
respondents who saw the need for guidance as they felt it was inextricably linked 
to good interprofessional collaboration and patient care, and (2) respondents who 
saw the need for guidance as limited and emphasized the distinct fields of expertise 
between nurses and physicians. We conclude that while nurses indicated to guide 
residents, residents did not always perceive to be guided, although they said to value 
nurses’ guiding role. To further capitalize on nurses’ guiding role, we suggest that 
residents can be encouraged to engage in the learning opportunities that nurses 
provide to achieve optimal team-based patient care. Attending physicians could 
explicitly involve nurses in guidance and work towards legitimizing nurses’ valuable 
contributions to residents’ workplace learning.

Supportive learning climates are essential to ensure high-quality residency training. 
Clinical teachers play a key role in creating and maintaining a supportive learning 
climate, as they are responsible for training residents. One of the implications of the 
modernization of residency training, is the responsibility shift for training residents 
from the individual clinical teacher – or supervisor - to the collective of clinical 
teachers – referred to as the teaching team. To fulfill their educational role and 
create a supportive learning climate, clinical teachers within teaching teams need 
to collaborate effectively. Up till recently, we only assumed that learning climates 
benefit from effective teamwork. Therefore, as reported in Chapter 5, we explored 
to what extent teamwork effectiveness within teaching teams was associated with 
the overall learning climate and its affective, cognitive, and instrumental facets. 
For this study, we used two validated measures. The TeamQ questionnaire was 
used to measure teamwork effectiveness among clinical teachers within teaching 
teams. The D-RECT questionnaire measured the learning climate as perceived by 
residents. In total, 47 teaching teams (578 clinical teachers) and 47 resident groups 
(315 residents) completed the TeamQ or the D-RECT questionnaire respectively. 
We analyzed associations using multilevel models and multivariate general linear 
models. We found that teamwork effectiveness within teaching teams contributes 
to residents’ overall perceived learning climate. Teamwork effectiveness especially 
benefits a supportive departmental atmosphere and positive team interactions, 
as reflected by the affective learning climate facet. Also, residents’ experiences 
of the formal aspects of residency training (the instrumental facet) benefit from 
teamwork effectiveness within teaching teams. Finally, in our study, we did not 
find an association between teamwork effectiveness and residents’ experiences of 
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professional development (the cognitive facet), such as stimulating reflection and 
adapting work to residents’ competence level. We speculate that teaching teams use 
other teaching strategies, such as role modeling, more effectively than stimulating 
reflection. Stimulating reflection might be more challenging to perform for teaching 
teams due to time constraints or a lack of specific teaching skills. Interventions 
to enhance the cognitive learning climate facet might address the teaching skills 
necessary to perform reflection and exploration. Most importantly, to improve 
teamwork effectiveness within teaching teams, we suggest promoting teamwork 
within teaching teams. 
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Hoofdstuk 1 beschrijft de rationale van dit proefschrift. Ik beschrijf dat eerder 
onderzoek heeft gekeken naar de interacties tussen artsen in opleiding tot medisch 
specialist (AIOS) en supervisoren als begeleiders van het leren van AIOS. Echter, deze 
focus beperkt ons in het begrijpen van hoe AIOS op de werkplek leren van andere 
actoren met wie ze dagelijks interacteren. De kern van het leren op de werkplek is 
leren van interacties. Vanuit dit perspectief leren AIOS van alle interacties die ze 
hebben op de werkplek. In dit proefschrift heb ik er daarom bewust voor gekozen 
om – naast de interacties met supervisoren – ook de interacties van AIOS met 
verpleegkundigen en patiënten te onderzoeken, aangezien AIOS hen op dagelijkse 
basis ontmoeten.  

Hieruit volgt de overkoepelende onderzoeksvraag van dit proefschrift: Hoe geven de 
interacties van AIOS met supervisoren, verpleegkundigen en patiënten vorm aan hun leren 
en klinisch handelen? Deze inzichten zijn van cruciaal belang om een beter begrip 
te krijgen van hoe AIOS leren door interacties, wat hun werkplekleren ten goede 
komt en de kwaliteit van de patiëntenzorg bevordert. Daartoe heb ik vier studies 
uitgevoerd, elk gericht op één of meer interacties op de werkplek. 

In Hoofdstuk 2 onderzochten we hoe het besluitvormingsproces van AIOS in 
het hulp vragen wordt gevormd, en hoe dit proces wordt beïnvloed door hun 
werkomgeving. Van AIOS wordt verwacht dat zij om hulp vragen wanneer zij 
zich onvoldoende zeker voelen over hoe te handelen in het beste belang van de 
patiënt. Eerdere studies naar de besluitvorming rondom een hulpvraag, richtten 
zich op de relatie tussen AIOS en supervisoren. Echter, aandacht voor hoe de 
werkomgeving en, meer specifiek, andere zorgverleners de beslissing van AIOS 
om al dan niet hulp te vragen beïnvloeden, blijft nog beperkt. Om het hulp-
zoek gedrag van AIOS beter te begrijpen voerden we een interviewstudie uit 
onder AIOS. Middels een doelgerichte en theoretische steekproef hebben we 18 
AIOS geselecteerd - 9 junioren (opleidingsjaar 1/2) en 9 senioren (opleidingsjaar 
5/6). Aan de hand van semigestructureerde interviews onderzochten we de 
besluitvormingsprocessen van AIOS bij het hulp zoeken in de patiëntenzorg. De 
studie volgde een constructivistische ‘grounded theory’ methodologie waarbinnen 
de data iteratief werd verzameld en geanalyseerd en we thema’s identificeerden 
door middel van ‘constante vergelijking’. We vonden dat AIOS het proces van hulp 
vragen ervoeren als een ‘act of performance’: ze overwogen wat de impact van een 
hulpvraag zou kunnen zijn op de beoordeling van supervisoren van hun kennis, 
competentie en prestatie. Deze ‘act of performance’ werd voorafgegaan door een 
interne dialoog waarin AIOS de kosten en baten van het vragen om hulp afwogen. 
Het verantwoordelijkheidsgevoel van AIOS voor het bieden van goede en veilige 
patiëntenzorg vormde de kern waaromheen deze interne dialoog zich ontvouwde. 
Met de zorg voor de patiënt in gedachte, maakten AIOS bij het vragen van hulp 
de afweging tussen het willen bewijzen van hun zelfstandigheid, het behouden van 
hun geloofwaardigheid als arts en het geaccepteerd worden als lid van het zorgteam. 
Deze ‘balancing-act’ werd beïnvloed door sociaal-culturele kenmerken van de 
leeromgeving. Een veilige leeromgeving voortkomend uit een constructieve relatie 
met supervisoren en de goede benaderbaarheid van andere leden van het zorgteam, 
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verlaagde voor AIOS de drempel om hulp te vragen. Deze studie suggereert dat 
sociaal-culturele kenmerken van de leeromgeving invloed hebben op hoe AIOS hun 
overwegingen om al dan niet op hulp te vragen balanceren, en de mate waarin ze 
het vragen om hulp als een ‘act of performance’ ervaren. Omdat alle leden van het 
zorgteam betrokken zijn bij het besluitvormingsproces van AIOS om al dan niet 
hulp te vragen, bevelen we aan om de mogelijke belemmeringen voor het vragen 
van hulp ook met hen allen te bespreken. Toekomstig onderzoek zou zich kunnen 
richten op het cultiveren van een leeromgeving waarin het gezamenlijke en centrale 
doel van het bieden van veilige patiëntenzorg de spanning van AIOS om hulp te 
vragen wegnemen. 

Hoewel compassie een belangrijke hoeksteen van de gezondheidszorg is, blijft 
onderzoek naar het perspectief van AIOS op compassie in de klinische praktijk 
beperkt. Bovendien is de stem van patiënten – zij die compassievolle zorg ontvangen 
– grotendeels afwezig. Zolang artsen zich niet bewust zijn van wat compassievolle 
zorg betekent voor patiënten, wordt het bieden van compassievolle zorg bemoeilijkt. 
Inzicht krijgen in de behoeften die patiënten hebben omtrent compassievolle zorg 
en hoe deze zich verhouden tot hoe AIOS compassievolle zorg begrijpen is daarom 
een belangrijke stap in het garanderen van compassievolle zorg voor alle patiënten. 
Daarom beoogt Hoofdstuk 3 inzicht te geven in de perspectieven van patiënten en 
AIOS over compassievolle zorg door het identificeren van de belangrijke thema’s 
voor beide. We voerden daartoe semigestructureerd interviews met 8 patiënten en 
10 AIOS. De transcripten van patiënten en AIOS werden afzonderlijk gecodeerd 
en, door middel van thematische analyse, zijn hun unieke perspectieven op 
compassievolle zorg vastgelegd. We identificeerden vier thema’s die compassievolle 
zorg omvatten voor zowel patiënten als AIOS: aanwezig zijn, meevoelen, acties om 
het lijden van patiënten te verlichten, en connectie. Specifiek voor AIOS was er 
nog een vijfde thema: het ervaren van voldoening voortkomend uit het verlenen 
van compassievolle zorg. Hoewel zowel patiënten als AIOS het belang van 
compassievolle zorg benadrukten, ervoeren patiënten het contact met AIOS niet 
altijd als compassievol. Bovendien was voor sommige AIOS compassievol zijn een 
uitdaging. We formuleerden aanbevelingen om goede kwaliteit en compassievolle 
patiëntenzorg te versterken. Onze aanbevelingen richtten zich op AIOS aangezien 
zij, en in algemene zin gezondheidszorgmedewerkers en organisaties, en niet 
patiënten, primair verantwoordelijk zijn voor het leveren van compassievolle 
patiëntenzorg. Het is belangrijk dat AIOS aansluiten bij de behoeften die patiënten 
hebben omtrent compassie en dat AIOS erkennen dat compassie noodzakelijk is 
voor goede zorg. Daarnaast is het belangrijk om te weten dat compassie al in kleine 
gebaren of handelingen kan worden getoond en tijdbesparend kan zijn voor AIOS. 
AIOS zouden moeten worden getraind om compassievolle zorg aan alle patiënten 
te verlenen. De positieve gezondheidseffecten van medemenselijk contact in de 
patiëntenzorg zijn al langer bekend en we doen daarom de suggestie om compassie 
weer centraal te stellen binnen de medische (vervolg)opleiding en de klinische 
praktijk.
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Om het werkplekleren van AIOS beter te begrijpen is het mogelijk onvoldoende om 
alleen naar de rol van supervisoren hierin te kijken; ook de rol van verpleegkundigen 
in het werkplekleren van AIOS moet worden bestudeerd. Hoewel eerdere studies 
de rol van verpleegkundigen hebben beschreven gedurende specifieke activiteiten 
(bijv. feedback geven), is meer diepgaand onderzoek nodig om te begrijpen hoe 
verpleegkundigen bijdragen aan het leren van AIOS. Een mogelijk concept dat hierbij 
kan helpen is begeleiding, dat verwijst naar het proces waarbij meer ervaren collega’s 
beginnende werknemers begeleiden in het zich eigen maken van het werk. Aan de 
hand van het concept begeleiding adresseerden we in Hoofdstuk 4 twee vragen: 1) in 
hoeverre komen de percepties van AIOS en verpleegkundigen met betrekking tot de 
begeleidingsrol die verpleegkundigen hebben tijdens het werkplek leren van AIOS 
overeen, en 2) hoe motiveren verpleegkundigen en AIOS hun percepties over die 
begeleidingsrol van verpleegkundigen? We ontwierpen een mixed-method studie 
waarin we tegelijkertijd kwantitatieve en kwalitatieve data verzamelden van 103 
AIOS en 401 verpleegkundigen via een - door de theorie geïnformeerde - vragenlijst 
met een Likertschaal en open vragen. We voerden kwantitatieve data analyses 
uit, i.e., ANOVA statistiek, teneinde te testen en vergelijken of de percepties van 
AIOS en verpleegkundigen over de begeleidingsrol van verpleegkundigen overeen 
kwamen. De resultaten laten zien dat AIOS en verpleegkundigen verschillende 
percepties hebben van de mate waarin verpleegkundigen begeleiding bieden aan 
AIOS in de klinische praktijk. Verpleegkundigen rapporteerden significant meer 
ondersteuning en begeleiding te bieden bij het leren van de patiëntenzorg, dan 
AIOS rapporteerden. Bovendien gaven verpleegkundigen aan dat de supervisoren 
hen niet altijd betrokken bij het begeleiden van AIOS, terwijl AIOS meenden dat 
verpleegkundigen wel werden betrokken. Vervolgens analyseerden we met behulp 
van thematische analyse de kwalitatieve data, oftewel de vrije tekst commentaren, 
om de motivaties van respondenten voor hun percepties te exploreren. De 
resultaten hiervan suggereren dat verpleegkundigen en AIOS op basis van hun 
motovaties in twee groepen konden worden verdeeld: (1) respondenten die het 
belang voor begeleiding onderkenden omdat het als onlosmakelijk verbonden 
met goede interprofessionele samenwerking en patiëntenzorg werd gezien, en (2) 
respondenten die slechts een beperkte behoefte aan verpleegkundige begeleiding 
zagen omdat de expertisegebieden van verpleegkundigen en artsen te verschillend 
zijn. We concluderen dat hoewel verpleegkundigen aangaven AIOS te begeleiden, 
AIOS niet altijd het gevoel deelden te worden begeleid. Dit laat onverlet dat AIOS 
de begeleidingsrol van verpleegkundigen wel waardeerden. Om de begeleidingsrol 
van verpleegkundigen te optimaliseren, doen we de suggestie AIOS aan te 
moedigen om deel te nemen aan de leermogelijkheden die verpleegkundigen bieden 
teneinde optimale team-based patiëntenzorg te realiseren. Supervisoren zouden 
verpleegkundigen nadrukkelijker kunnen betrekken bij de begeleiding van AIOS 
en zo kunnen toewerken naar het legitimeren van de waardevolle bijdragen die 
verpleegkundigen leveren aan het werkplekleren van AIOS.   

Een ondersteunend opleidingsklimaat is essentieel voor de kwaliteit van de 
medische vervolgopleiding. Supervisoren spelen een belangrijke rol in het creëren en 
behouden van een ondersteunend opleidingsklimaat, aangezien zij verantwoordelijk 
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zijn voor het opleiden van AIOS. Een van de gevolgen van de modernisering van 
de medische vervolgopleidingen is de verantwoordelijkheidsverschuiving in het 
opleiden van AIOS van de individuele opleider naar het collectief van opleiders – 
of supervisoren - die samen de ‘opleidersgroep’ vormen. In het opleiden van AIOS 
en het creëren van een ondersteunend opleidingsklimaat, moeten supervisoren 
binnen opleidersgroepen effectief samenwerken. Tot voor kort veronderstelden we 
slechts dat effectieve samenwerking bijdraagt aan het opleidingsklimaat. Daarom 
onderzochten we in Hoofstuk 5 in hoeverre de samenwerkingseffectiviteit binnen 
opleidersgroepen is geassocieerd met het opleidingsklimaat als geheel en met haar 
affectieve, cognitieve en instrumentele facetten. Voor deze studie gebruikten 
we twee gevalideerde meetinstrumenten. De TeamQ vragenlijst werd gebruikt 
om de effectiviteit te meten van de samenwerking van supervisoren binnen hun 
opleidersgroep. De D-RECT vragenlijst werd gebruikt om het opleidingsklimaat 
binnen een afdeling zoals gepercipieerd door AIOS te meten. In totaal vulden 
47 opleidersgroepen (578 supervisoren) en 47 groepen van AIOS (315 AIOS) 
respectievelijk de TeamQ en de D-RECT vragenlijst in. We analyseerden associaties 
met behulp van ‘multilevel models’ en ‘multivariate general linear models’. We 
vonden dat de effectiviteit van samenwerken binnen opleidersgroepen positief 
bijdraagt aan hoe AIOS hun opleidingsklimaat als geheel ervaren. De effectiviteit 
van het samenwerken komt vooral ten goede aan een prettige afdelingssfeer 
en positieve team interacties, zoals blijkt uit het affectieve facet van het 
opleidingsklimaat. Ook de ervaringen van AIOS met de formele aspecten binnen 
de opleiding (het instrumentele facet) hebben baat bij effectief samenwerkende 
opleidersgroepen. Ten slotte vonden we in onze studie geen associatie tussen de 
samenwerkingseffectiviteit van opleidersgroepen en de ervaringen van AIOS 
met het aspect professionele ontwikkeling (het cognitieve facet), waaronder het 
stimuleren van reflectie en aanpassen van het werk aan het opleidingsniveau van 
AIOS. Wij speculeren dat opleidersgroepen andere onderwijsstrategieën, zoals het 
zijn van een rolmodel, effectiever gebruiken dan het stimuleren van reflectie. Voor 
opleidergroepen kan het stimuleren van reflectie lastig zijn vanwege tijdgebrek of 
een tekort aan specifieke onderwijsvaardigheden. Interventies om het cognitieve 
facet binnen het opleidingsklimaat te verbeteren kunnen zich richten op het 
versterken van de onderwijsvaardigheden die nodig zijn om reflectie te stimuleren. 
Om de samenwerkingseffectiviteit binnen opleidersgroepen verder te verbeteren, 
suggereren we om samenwerking expliciet te agenderen. 
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Dankwoord
 
Als je mij 15 jaar geleden had verteld dat ik zou gaan promoveren had ik je voor gek 
verklaard. Op de basisschool met de laagste cito-score was het vmbo zelfs “misschien 
te hoog gegrepen”, aldus mijn juffrouw. Met dit advies begon mijn leertraject wat 
voor mij voelt als een reis. Een reis die zich kenmerkt door een groeiende gretigheid 
naar het opdoen van kennis en om mijzelf verder te ontplooien. Door mijn docenten 
op de middelbare school en later het hbo en de universiteit, werd ik keer op keer 
aangemoedigd om in mijn leertraject te ontdekken, groeien en plezier te hebben. 
De afgelopen vier jaar heb ik het voorrecht genoten mezelf te ontwikkelen als 
onderzoeker binnen het medisch onderwijs. Nu komt mijn reis als wetenschappelijk 
onderzoeker tot een einde met als resultaat dit prachtige proefschrift.

Met deze schets van mijn reis wil ik absoluut niet zeggen dat iedereen met een 
vmbo advies moet gaan promoveren. Wat ik wil zeggen is dat een advies niet alles 
is. Ik heb mij vooral laten leiden door nieuwsgierigheid en verwondering. Maar 
bovenal had ik dit traject niet alleen kunnen doen én niet alleen willen doen. Ik ben 
ontzettend dankbaar voor de mensen om mij heen. Niet alleen de mensen gedurende 
dit promotietraject, maar ook de mensen die daarbuiten ontzettend veel voor mij 
betekenen. In dit dankwoord wil ik iedereen bedanken die mij waardevol is. Deze 
interactions matter to me:

Prof. dr. Lombarts, lieve Kiki, dank voor jouw begeleiding in de afgelopen jaren. Je 
gaf mij de ruimte en het vertrouwen om mijn eigen weg in het onderzoek te vinden. 
Je hebt mij uitgedaagd met kritische vragen, gesteund bij tegenslagen en geleerd 
wat meer geduldig te zijn. Ik heb genoten van de inspirerende Heusden weken en 
de borrelavonden in Amsterdam. Ik heb mij bij jou en bij de onderzoeksgroep zeer 
welkom gevoeld. Dank, ten slotte, voor alle wijze lessen zowel werkgerelateerd als 
voor persoonlijke kwesties. Deze neem ik mee op mijn verdere pad. 

Dr. Stalmeijer, lieve Renée, zonder jou was dit proefschrift niet geworden wat het 
nu is. Ik genoot van onze afspraken in het zuiden van het land waar we dieper de 
theorie indoken, werkte aan de resultaten van studies en nieuwe plannen bedachten. 
Altijd onder het genot van een goede kop (of koppen) cappuccino, bananenbrood en 
een wandeling tussendoor. Je daagde mij uit een stap extra te zetten, stelde kritische 
vragen en deed het licht aan als ik het zelf het lichtknopje even niet meer kon vinden. 
Hiervoor ben ik je zeer dankbaar. Dank ook voor de mini-retraite in Maastricht en 
de inspirerende workshops die we samen hebben mogen geven. Jij was mijn guide en 
ik ben dankbaar dat onze paden zijn gekruist. 

Dr. Silkens, lieve Milou, even hebben we samengewerkt in het AMC waarna jij 
verhuisde naar Londen. Ondanks deze letterlijke overzeese afstand, heb ik geen 
enkele afstand gevoeld in jouw begeleiding. Ik mocht je altijd benaderen voor advies 
en hulp: van statistiek tot aan presentaties oefenen. Dank voor de waardevolle 
persoonlijke gesprekken, je aanmoediging om mijn eigen weg te kiezen en de 
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geweldige tijd tijdens congressen. Het is een voorrecht je eerste gepromoveerde 
promovenda te mogen zijn. 

Lieve Kiki, Renée en Milou, de laatste maanden waren een eindsprint waar Usain 
Bolt zelfs jaloers van wordt. Jullie zijn mee gesprint – waar ik ontzettend dankbaar 
voor ben. We did it!!!!

Lieve Professional Performance & Compassionate Care collega’s: Renée, Kirsten, 
Mirja en Alina. Bedankt voor jullie feedback en steun. In het speciaal wil ik 
bedanken: Irene, voor het werk wat jij hebt gedaan in de ontwikkeling van de 
TeamQ. Dank dat ik op jouw ‘kindje’ mocht verder bouwen. Joost, dank voor de 
tips en bemoedigende woorden in mijn laatste weken. Benjamin, dank voor je 
interesse, advies en wandeling langs te Amstel. Elisa, jouw advies en luisterend oor 
waardeerde ik enorm. Benny, bedankt voor je energieke en oprechte aanwezigheid. 
Pam en Sofiya, bedankt dat jullie in de laatste fase van mijn traject mijn stukken 
kritisch wilde bekijken. Lieve Rosa, we deelde lief en leed, zowel persoonlijk als 
werkgerelateerd. Ik kijk met veel plezier terug op onze tijd toen we de ‘senioren’ 
kamer deelde. Ontzettend dank voor jouw steun, mooie gesprekken, waardevolle 
feedback, energie, vrolijkheid, interesse en oprechtheid. 

Maarten, mijn paranimf, vanaf het begin hebben we samen onze promotietrajecten 
doorlopen. We hebben gelachen, bij vlagen geklaagd, diepgaande gesprekken 
gevoerd en lange wandelingen gemaakt. Dank voor je kritische blik, nuchterheid en 
interesse. Ik kijk uit naar het moment waarop we met een goed glas wijn proosten 
op onze titels! 

Binnen het Centrum voor Evidence Based Education op J-1 ben ik mijn traject 
begonnen – dank oud-collega’s voor jullie interesse. In het speciaal Arja Zwirs, dank 
dat ik met jou mee mocht tijdens de gesprekken die je voerde op afdelingen. Ik vond 
deze gesprekken samen met jou erg plezierig!

Collega’s van Medische Psychologie, bedankt voor de fijne tijd op de afdeling. Dank 
Christine, voor al jouw ondersteuning en je vrolijke aanwezigheid. Collega’s van de 
Communicatie Club, dank voor jullie interesse, kritische feedback en de borrels bij 
Brouwerij Kleiburg. Naomi, ik wil jou hier graag in het speciaal noemen. We zijn lang 
kamergenoten geweest en deelde lief en leed. Dank voor jouw interesse, luisterend 
oor, schouder en wandelingen om het AMC. Ik kijk uit naar jouw promotie en om 
samen mooie herinneringen te maken. 

Het compassie-project leidde tot nieuwe samenwerkingen ‘over de Amstel’. Dank 
prof. dr. Bert Molewijk en Mariëlle Diepeveen voor jullie hulp en feedback binnen 
de compassie studie. Prof. dr. Guy Widdershoven, veel dank voor de gesprekken die 
we voerden om de resultaten te duiden, de feedback op het artikel en de prettige 
samenwerking! 
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Dank aan alle mede promovendi binnen de NVMO voor het bouwen aan een geweldig 
netwerk voor en door promovendi. Zonder jullie enthousiasme en aanmoediging was 
dit niet gelukt! Dank Margot, Jolien, Lubberta en Marjolein voor het organiseren 
van de Promovendidag 2019. Het was een feestje! Joyce, Ellen en Gerbrich, helaas 
kon door corona de Promovendidag 2020 niet doorgaan, maar het jaar erna hebben 
we de eerste online Promovendidag in de geschiedenis georganiseerd vanuit onze 
‘control room’ in Groningen. Het was een succes en ik kijk met veel plezier terug 
op onze samenwerking. Veel dank ook aan het NVMO bestuur voor jullie steun en 
vertrouwen in het doorontwikkelen van het Promovendinetwerk. Marijke, bedankt 
voor alle kennis, toewijding en ondersteuning. Wieke, jij hebt het stokje overgenomen 
van mij en Gerbrich. Dit doe je met veel zorg, kundigheid en toewijding – waarvoor 
dank! Dank Stephanie voor onze fijne gesprekken. Tot slot wil ik in het speciaal 
Marjolein en Gerbrich bedanken. Marjolein, samen hebben we de eerste stap gezet 
in het verder bouwen aan het Promovendinetwerk. Het was een plezier om met jou 
samen te werken. Gerbrich, jij benaderde mij tijdens de coronapandemie met het 
idee om nieuw leven te blazen in het netwerk. En zo geschiedde het. Dank voor jou 
tomeloze energie, ideeën en wandeling met de honden. Ook dank voor jouw werk 
als coauteur binnen mijn studie. Ik heb ontzettend genoten en veel geleerd van onze 
samenwerking.

We gaan een paar jaar terug in de tijd, naar de universiteit. Eén docent heeft 
mij ontzettend geïnspireerd, uitgedaagd en mijn gretigheid gevoed. Dank Stefan 
Soeparman voor jouw energie, toewijding en enthousiasme. 

Een alinea voor Annelies - wat dat allitereert zo lekker. Lieve Annelies, bedankt 
voor je support, luisterend oor, interesse, geduld, en lieve kaartjes. Je betekent veel 
voor mij. 

Marianne, dank voor je begrip als ik even in mijn PhD cocon zat, vertrouwen, 
opbeurende woorden, en eerlijke, open en serieuze gesprekken. Ik ben ontzettend 
dankbaar met jou als vriendin. Esther en Frank, varen over de plassen rondom 
Utrecht, motor rijden en diner avonden – wat een feest! Dank voor jullie vriendschap. 
Stefanie, ik kijk uit naar nog meer wandelingen en koffietentjes ontdekken samen 
met Olivier in de kinderwagen. Danielle, veel te lang geleden dat we kabouters op 
het Ledig Erf hebben gedronken. Tijd om nieuw leven te blazen in team La Chouffe. 
Nina, wij gaan altijd door waar we zijn gebleven. Je bent een prachtmens. Kees en 
Kelly, bedankt voor jullie oprechte interesse, eerlijke gesprekken en geborgenheid. 
Ik kijk ernaar uit om mooie herinneringen te gaan maken met zijn achten. Ires, van 
schuilen voor een sneeuwstorm en dansen in Boode, tot lunchen met jullie kinderen. 
Ik ben ontzettend dankbaar voor onze vriendschip, jouw interesse en gastvrijheid. 
Indra, Kristel en Jolien, we waren de vier musketiers tijdens de opleiding SPH. We 
hebben allemaal ons eigen pad gekozen en als we elkaar weer zien vliegt de avond 
voorbij. Dorian, Tera en Raoul, niemand ken ik langer dan dat ik jullie ken. Dat 
maakt dat jullie meer als familie voelen dan als vrienden. Als we elkaar zien is het 
altijd vertrouwd en als vanouds. Ik ben benieuwd wat de toekomst voor ons in petto 
heeft.  



Appendix

165

Tineke en Frank van MLAB, jullie hebben een plek gecreëerd waar je niet alleen aan 
een sterker lijf werkt, maar ook aan mentaal sterker worden. Er zijn bijzonder veel 
gelijkenissen tussen zware gewichten tillen en promoveren. Ik heb ervoor gekozen 
de leeuw te zijn in plaats van de gazelle. Ook veel dank aan alle andere coaches en 
sport buddies met wie ik (meestal) in de vroege ochtend sport: dank voor jullie 
interesse, leuke gesprekken en aanmoedigingen. 

Karin en Joost, ‘een goede buur is beter dan een verre vriend’, maar wat als de buren 
nu vrienden zijn geworden? We delen de liefde voor wijn, eten en goede gesprekken. 
Bedankt voor jullie interesse en de heerlijke lange avonden op onze balkons. Dear 
Pita, luckily you did not move far. Every time you bike by and we chat, you make me 
happy. I appreciate your happiness, interest and friendship. 

Lieve familie Kerkmeijer, Dick en Emmy, dank voor jullie interesse en gastvrijheid 
in Zwitserland. Ik ben verliefd geworden op de Zwitserse bergen. Laura, jij weet 
als geen ander wat promoveren betekent. Dank voor al jouw advies. Ik hoop dat 
jij jouw ambities binnen de geneeskunde mag waarmaken. Justin en Kim, bedankt 
voor jullie oprechte interesse, mooie vragen en gesprekken. Ik vond het een feest om 
met jullie te overwinteren in Zwitserland en elkaar beter te leren kennen. 

Anke en Maarten, als sinds ik een klein meisje was, zijn jullie betrokken en 
geïnteresseerd. Dank voor jullie aanwezigheid tijdens mijn reis. André, aan de zijlijn 
van de midwintermarathon riep je ‘Iris, je kunt altijd net iets meer dan jezelf denkt’. 
Dank voor deze waardevolle les waar ik nog vaak aan denk. 

Lieve opa en oma, ik kan niet in woorden uitdrukken wat jullie voor mij betekenen. 
Bij schemering fietsen op het donkere paadje en zoeken naar herten, ijsjes halen en 
klimmen in de klimboom op Hoogte 80. Jullie viste mij uit het water als ik er weer 
eens was ingevallen. Jullie troostte mij toen ik - na meerdere waarschuwingen - ook 
zelf tot de conclusie kwam dat cactussen niet aaibaar zijn. Maar bovenal hebben 
jullie mij laten ervaren hoe fijn het is om te bewegen buiten in de natuur. Deze 
herinneringen draag ik voor altijd met mij mee.  

Lieve Femke, wat heb ik toch een getalenteerde zus! Het proefschrift is prachtig 
geworden – ontzettend bedankt voor al jouw werk. Ik ben ontzettend trots en heb 
veel bewondering voor hoe jij je eigen weg aan het vormgeven bent. Dank voor je 
luisterend oor, bemoedigende woorden en er zijn toen het moeilijk was. Als zussen 
hebben aan een half woord genoeg en de slappe lach als niemand begrijpt waarom. 
Hou van jou! 

Karel, wat ben ik dankbaar dat jij en Femke elkaar hebben gevonden. Jullie stralen 
samen. 
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Lieve papa en mama, zonder jullie was dit proefschrift er niet. Jullie zijn mijn 
grootste supporters, hebben mij alle vrijheid gegeven, gestimuleerd en geloofde in 
mij wanneer ik dat zelf even niet meer deed. Bedankt voor jullie begrip, geduld, 
vertrouwen en wijze raad. Jullie zijn mijn veilige haven waar ik altijd op kan 
vertrouwen, bouwen en bij kan schuilen. Mijn basis van liefde. Mijn thuis. Wat 
er ook gebeurt. Mijn liefde en dank zijn niet uit te drukken in woorden. Ik hou 
onbeschrijfelijk veel van jullie.

Lieve Noortje, klein draakje van me, wat een verrijking ben jij in het leven van mij 
en Nicolaas. Na een dag schrijven duwde jij je natte neusje tegen mijn arm om te 
wandelen. Door weer en wind ging ik met je naar buiten, soms met tegenzin. Maar 
spijt had ik nooit van een wandeling. Je maakt mij vrolijk met je gekke streken. 

Lieve Nicolaas, al ruim negen jaar sta je aan mijn zijde. Je bent er op de juiste 
momenten, helpt mij te relativeren en maakt mij aan het lachen. Niet alleen 
gedurende dit promotietraject, maar ook daarbuiten. Wat hebben we veel beleefd! 
Ik ben je onbeschrijfelijk dankbaar voor het zijn van mijn steun en toeverlaat. Laten 
we samen op avontuur gaan, het leven vieren en bouwen aan morgen. I’m yours and 
you’re mine
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In alphabetical order, affiliations at the time this research was conducted
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Gerbrich Galema University of Groningen, University Medical Center 
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Medical Center, Nijmegen, the Netherlands and affiliated 
to School of Health Studies, HAN University of Applied 
Sciences, Nijmegen, The Netherlands.
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Quality of Care, Amsterdam, The Netherlands
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Netherlands and affiliated to Amsterdam Public Health, 
Quality of Care, Amsterdam, The Netherlands
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Amsterdam UMC location Vrije Universiteit Amsterdam, 
Ethics, Law and Humanities, Boelelaan 1117, Amsterdam, 
the Netherlands and affiliated to Amsterdam Public 
Health, Quality of Care, Amsterdam, The Netherlands

Milou EWM 
Silkens 

Centre for Healthcare Innovation Research, City 
University of London, London, the United Kingdom

Renée E Stalmeijer School of Health Professions Education, Faculty of Health, 
Medicine, and Life Sciences, Maastricht University, 
Maastricht, the Netherlands
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Rosa Bogerd Amsterdam UMC location University of Amsterdam, Medical 
Psychology, Meibergdreef 9, Amsterdam, Netherlands and 
affiliated to Amsterdam Public Health, Quality of Care, 
Amsterdam, The Netherlands

Suzanne E 
Geerlings 

Amsterdam UMC location University of Amsterdam, Internal 
Medicine, Meibergdreef 9, Amsterdam, Netherlands and 
affiliated to Amsterdam institute for Infection and Immunity, 
Amsterdam, The Netherlands
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PhD portfolio

Name PhD student:  Iris Jansen 
  
PhD period:   February 2018 – July 2022
   
PhD supervisor:   Prof. dr. MJMH Lombarts

Co-supervisors:  Dr. RE Stalmeijer and dr. MEWM Silkens

PhD training Year Workload 

(ECTS*)

General courses

The Amsterdam UMC World of Science. Graduate school 
for medical sciences, University of Amsterdam

2018 0.7 

Practical Biostatistics. Graduate school for medical 
sciences, University of Amsterdam

2018 1.4

Research writing in English. Graduate school for medical 
sciences, University of Amsterdam

2018 1.5

PsycINFO. Graduate school for medical sciences, 
University of Amsterdam

2018 0.1

EndNote. Graduate school for medical sciences, 
University of Amsterdam

2018 0.1

Critical Choices in Qualitative Research. School of 
Health Professions Education, Maastricht University

 2018 1.4

Clinical Data Management. Graduate school for medical 
sciences, University of Amsterdam

2019 0.1

Didactical Skills. Graduate school for medical sciences, 
University of Amsterdam

2019 0.4



Appendix

171

Seminars, workshops and master classes

Workshop: Handen uit de mouwen! Aan de slag met het 
leerklimaat. Nederlandse Vereniging Medisch Onderwijs 
(NVMO), Rotterdam

2018 0.5

Workshop: In the lead! Hoe manage ik mijn promotieteam. 
NVMO preconference Promovendidag, Utrecht

2019 0.5

Symposium: Zin in Zorg. Utrecht 2019 0.1

Workshop: MedEd Beyond Your Head (online) 2020 0.5

Symposium: Challenging Intraprofessional Workplace Based 
Education Norms. Association of Medical Education in 
Europe (AMEE), online 

2021 0.1

Symposium: Waanzinnige Zorg. Professional Performance & 
Compassionate Care research group, Amsterdam 

2022 0.4

Presentations

The influence of the quality of residents’ learning climate on 
care delivery. Rogano Conference on Medical Education, Basel

2018 0.5

Dilemma Pitch. NVMO Promovendidag, Utrecht

 

2018 0.5

Team Up! Linking teamwork effectiveness of clinical teaching 
teams to residents’ experienced learning climate. AMEE, 
Vienna & NVMO, Egmond aan Zee

2019 0.5

The art of telling a story. Rogano Conference on Medical 
Education, Vienna

2019 0.5

An act of performance. Exploring residents’ decision-making 
processes to seek help during the delivery of patient care. 
AMEE, online & NVMO, online 

2020 0.5

The guiding role of nurses in residents’ workplace learning. 
AMEE, online & NVMO, online

2021 0.5
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De rol van verpleegkundigen in het begeleiden van AIOS 
gedurende hun opleidingstraject. UMCG, Groningen & 
Amsterdam UMC, Amsterdam  

2022 0.5

(Inter)national conferences

Nederlandse Vereniging voor Medisch Onderwijs 
(NVMO). Egmond aan zee and Rotterdam, the 
Netherlands 

2018/ 2019/

2020/ 2021

1.0

Association for Medical Education in Europe (AMEE). 
Basel, Switzerland; Vienna, Austria; Online (2x)

2018/ 2019/

2020/ 2021 

2.0

Rogano Conference on Medical Education. Basel, 
Switzerland, and Vienna, Austria

2018/ 2019 0.5

NVMO preconference Promovendidag. Utrecht, the 
Netherlands

2018/ 2019/

2021/ 2022

0.5

NVMO Promovendidag. Utrecht, the Netherlands 2018/ 2019/

2021/ 2022

0.5

Medische Vervolg Opleidingen (MMV)-congres. Online 2020 0.2

Other

Chair & Co-Founder of the Young Researchers Network 
NVMO

2019 - 2022 7

Organizing committee Research day Department of 
Medical Psychology

2019 1

Organizing committee of the NMVO Promovendidag 2019 - 2021 5

Journal club 2019 - 2021 3
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Teaching

Professionele Ontwikkeling - Professional performance in 
de praktijk 

2019 - 2021 1.5

Total 33.5

Grants

Quality of care and quality of caring: developing a 
compassion training for physicians (APH Quality of Care 
innovation grant) 

  

2019

 

*ECTS: European Credit Transfer System (1 ECTS = 28 hours) 
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Curriculum vitae 

Iris Jansen was born on the 8th of March 1993 in Apeldoorn, the Netherlands. She 
is the daughter of Jaap Jansen and Monique Jansen-Korver, and the sister of Femke 
Jansen. From 2005-2010 she attended high school at Veluws College Walterbosch. 
After graduating, she started her study Social Work at Windesheim in Zwolle which 
she completed cum laude in 2015. Although Iris enjoyed working as social worker, she 
was eager to continue studying and enrolled in the master Sociology: Contemporary 
Social Problems at Utrecht University. Within the master she specialized herself in 
the ‘Essentials of Care’ track. After graduating cum laude, Iris started her PhD at the 
Professional Performance and Compassionate Care research group at Amsterdam 
UMC (location AMC). Within the research group, she had the privilege to conduct 
several studies within the field of medical education. Besides her research activities, 
Iris was Chair & Co-Founder of the Young Researchers Network of the Dutch 
Association for Medical Education. As a chair, she introduced during the COVID-19 
pandemic together with other researchers “The Relays” where PhD students could 
connect and share knowledge during interactive online sessions. Iris lives in Utrecht 
together with her husband Nicolaas Kerkmeijer and their dog Noortje, a two year 
old English Springer Spaniel. Currently, Iris is looking forward to a new challenge, 
which will definitely be something with interactions, healthcare, research and 
collaboration as that is what makes her thrive. 
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