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Abstract Self-regulated learning is essential for professional development and lifelong

learning. As self-regulated learning has many inaccuracies, the need to support self-reg-

ulated learning has been recommended. Supervisors can provide such support. In a prior

study trainees reported on the variation in received supervisor support. This study aims at

exploring supervisors’ perspectives. The aim is to explore how supervisors experience self-

regulated learning of postgraduate general practitioners (GP) trainees and their role in this,

and what helps and hinders them in supervising. In a qualitative study using a phenome-

nological approach, we interviewed 20 supervisors of first- and third-year postgraduate GP

trainees. Supervisors recognised trainee activity in self-regulated learning and adapted their

coaching style to trainee needs, occasionally causing conflicting emotions. Supervisors’

beliefs regarding their role, trainees’ role and the usefulness of educational interventions

influenced their support. Supervisors experienced a relation between patient safety, self-

regulated learning and trainee capability to learn. Supervisor training was helpful to

exchange experience and obtain advice. Supervisors found colleagues helpful in sharing

supervision tasks or in calibrating judgments of trainees. Busy practice occasionally hin-

dered the supervisory process. In conclusion, supervisors adapt their coaching to trainees’

self-regulated learning, sometimes causing conflicting emotions. Patient safety and

entrustment are key aspects of the supervisory process. Supervisors’ beliefs about their role

and trainees’ role influence their support. Supervisor training is important to increase

awareness of these beliefs and the influence on their behaviour, and to improve the use of
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educational instruments. The results align with findings from other (medical) education,

thereby illustrating its relevance.

Keywords Medical education � Postgraduate training � Supervisors � Self-regulated

learning � Lifelong learning � Qualitative research

Introduction

Self-regulated learning (SRL) is important to the professional development of medical

trainees and their lifelong learning (Boekaerts 1997; Puustinen and Pulkkinen 2001;

Regehr and Eva 2006; Sandars and Cleary 2011; Veloski et al. 2006; Zimmerman 2000).

Before defining SRL we shortly describe perspectives from learning theories. Medical

education has been influenced by cognitive as well as socio-cultural theories of learning

(Mann 2011; Swanwick 2005; Taylor and Hamdy 2013). Cognitive learning perspectives

focus on how learning takes place within a person, independently of its social context.

Among others these perspectives contain experiential learning (Kolb 1984) and learning

through reflection (Schön 1984). Socio-cultural learning perspectives explicitly involve the

context and the community in learning. How individuals interact with their environment

and how experience is shaped by context and community is described by situativity the-

ories (Durning and Artino 2011). Important concepts are distributed cognition and affor-

dances. Distributed cognition means that cognition in a context is distributed over actors,

places, artefacts and time, and individuals depend on all of these elements to act effectively

(Durning and Artino 2011; Hutchins and Klausen 1996; Pimmer et al. 2013). Affordances

refer to the possibilities a workplace offers for individuals to participate and to learn from

the workplace with its activities and interactions. Learning then also depends from indi-

viduals’ agency to use these affordances (Billett 2004; Durning and Artino 2011; Withagen

et al. 2012). Lave and Wenger described how individuals learn by participating in com-

munities of practice, and transit from legitimate peripheral participation to full participa-

tion (Lave and Wenger 1991; Wenger 2002).

The view on SRL depends on theoretical perspectives on learning. Cognitive views will

focus on reflection on individual performance and learning, while socio-cultural views also

will stress reflection on the social context as a whole and on opportunities the context

offers for individual and collective learning. A well known definition of SRL comes from

Zimmerman, who has defined self-regulated learning as ‘self-generated thoughts, feelings,

and actions that are planned and cyclically adapted to the attainment of personal goals’

(Zimmerman 2000). Stemming from a socio-cognitive perspective self-regulation

according to Zimmerman is viewed as an individual’s interaction of personal, behavioural

and environmental processes (Artino and Jones 2013; Puustinen and Pulkkinen 2001;

Sandars and Cleary 2011; Zimmerman 2000). The learner uses feedback from prior per-

formance to make adjustments during current learning and performance. Zimmerman

distinguishes three self-oriented feedback loops. Behavioural self-regulation refers to self-

observing and adjusting performance, environmental self-regulation refers to observing

and adjusting environmental conditions, and covert self-regulation refers to monitoring and

adjusting cognitive and affective states. Self-regulation contains activities like goal setting,

planning learning activities, regulating self-motivation, performing the task, monitoring the

performance and self-assessing goal-attainment. So, Zimmerman refers to self-regulatory

activities on cognitive and behavioural as well as environmental processes.
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Clinical practice can be characterized as a community of practice with a variety

of social relationships through which learning occurs (Wallenburg 2012; Wenger

2002). Simply by participating in this community of practice trainees will learn.

However, self-regulation may promote deeper learning and understanding because it

is a more conscious and deliberate process. Therefore, self-regulation may help

medical trainees to adequately handle clinical questions and integrate new knowl-

edge, skills and competences. However, they seem to use strategies that insuffi-

ciently enhance their learning (Bjork et al. 2013; Brydges et al. 2010). Trainees can

regulate their cognition, motivation and behaviour to achieve their learning goals

but tend to do this suboptimally (Bjork et al. 2013; Brydges et al. 2010). They also

can identify and prioritise learning goals. However, these priorities can change in

the face of time pressure (Brydges et al. 2010). Moreover, in maintaining a positive

self-concept, they tend to avoid situations in which they might commit an error

despite the positive consequences, such as obtaining feedback, the error would

provide (Bjork et al. 2013; Brydges et al. 2010; Schumacher et al. 2013). Finally,

self-assessment alone, as an essential part of SRL, is ineffective because learners

tend to under- or overestimate their performance (Bjork et al. 2013; Davis et al.

2006; Eva and Regehr 2008; Gordon 1991; Hodges et al. 2001; Kramer et al. 2007;

Kruger and Dunning 1999; Regehr and Eva 2006; Schumacher et al. 2013; Tracey

et al. 1997). Because self-regulation is central to optimize the learning process, it is

important to improve its role. The literature reveals that informed self-assessment,

facilitated reflection and directed self-guided learning can support SRL (Brydges and

Butler 2012; Brydges et al. 2010; Butler and Brydges 2013; Sargeant et al. 2008;

Schumacher et al. 2013). Also, in postgraduate training supervisors can have a

supportive role (Boendermaker et al. 2000; Brydges et al. 2010; Kilminster et al.

2007; Mann et al. 2001; Sagasser et al. 2012; Sandars and Cleary 2011; Sutkin et al.

2008; Wearne et al. 2012). Supervisors, who are experienced clinicians and trained

in their supervisory tasks, can help identify trainee skill levels and set an appro-

priate level of challenge, occasionally in ways trainees would not attempt them-

selves. Additionally, they can aid by assisting, supervising or assessing the task to

be mastered. To get a deeper understanding of how SRL works out in practice we

performed a study into postgraduate trainees’ experience with self-regulated learning

(Sagasser et al. 2012). Trainees reported that supervisors may encourage their self-

regulated learning. However, we found that trainees’ learning was not visible to the

supervisors in situations where the trainees did not involve them. Thus, in those

cases, the supervisors could not support the trainees, and the learning of the trainees

was subject to their own guidance. We also found that the trainees experienced

variation in supervisor support. This reported variation in supervisor support raised

questions on supervisor’s role in self-regulated learning. Therefore we are interested

in how supervisors experience the self-regulated learning of trainees and their own

role in that learning. This may contribute to adjusting the support by supervisors of

the self-regulated learning of trainees. We wanted to explore how the supervisors

experience the self-regulated learning of trainees and how they experience their

supportive role. Our main questions were:

1. What is supervisors’ experience with how trainees regulate their learning?

2. How do supervisors experience their own role in supporting trainee self-regulated

learning?

3. What helps and hinders supervisors in supporting trainee self-regulated learning?
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Methods

We designed a qualitative study using a phenomenological approach. We invited super-

visors from a postgraduate training programme for general practitioners (GP) to

participate.

Context

The study was performed on supervisors of the three-year postgraduate training pro-

gramme for general practice in the Netherlands (Van Berkestijn 2002). Patient care in

general practice is based on the principles of continuous, integrated and personal care (Van

Weel et al. 2012). General practitioners act as gatekeeper and coordinate access to spec-

ialised care. As a consequence GP trainees are confronted with patients conveying a variety

of symptoms and problems, ranging from acute to chronic and from singular to complex.

During their training GP trainees provide patient care independently under clinical

supervision of their supervisor. Postgraduate GP training has a long tradition of learning in

the workplace under supervision of an experienced GP. Each of the eight University

Medical Centres in the Netherlands offers GP training in their department of general

practice/primary care. In years 1 and 3 of the programme, the trainees work in a general

practice where they are coached and instructed by a single supervisor. Year 2 consists of

rotating duty in hospitals, nursing homes and psychiatric outpatient clinics under different

supervisors. During years 1 and 3, the trainees work 4 days a week in general practice. On

the fifth day, they attend a day-release programme at the university’s training institute in

groups of twelve to fifteen trainees facilitated by two mentors. Thus, GP training primarily

consists of workplace-based learning aimed at connecting clinical experience with theo-

retical background. Reflection and feedback on experience, assessment and personal

development are important aspects of GP training. Trainees are encouraged to write

learning plans and reflections for inclusion in their learning portfolio. In the course of the

training programme, trainees participate in several mandatory assessments. The commu-

nication skills are assessed from video-recorded consultations by the trainees (communi-

cation assessment). Knowledge in medical domains is assessed by multiple choice tests

(progress knowledge test) (Van Leeuwen et al. 1997). Three progress meetings are held

every year, in which trainees discuss their development with mentors and their supervisor

using the Competency Assessment List (Compass) (Tromp et al. 2012). All of the

supervisors are experienced GPs and provide clinical and educational supervision in the

context of general practice. Supervisors attend a longitudinal training programme at the

university’s training institute, which focuses on didactic and coaching skills, assessment

and exchanging experience.

Design

Because our aim was to discover, describe and interpret the experience of the supervisors,

we performed a qualitative study using a phenomenological approach (Creswell 1998;

Dowling 2007; Giorgi 2006) based on a constructivist research paradigm (Bergman et al.

2012; Bunniss and Kelly 2010). Our phenomenological approach is known as new or

American phenomenology because this allows for including interpretations and context

(Dowling 2007). While traditional phenomenology seeks for a universal meaning of the

experience, new phenomenology focuses on describing lived experiences of the partici-

pants and includes thoughts, interpretations and context related to the experiences in data-
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gathering and data-analysis. The analytic steps, like dividing into meaning units and

constructing descriptions, are the same in both approaches of phenomenology. Reduc-

tionism is an important concept in phenomenology. In traditional phenomenology this

refers to reducing an experience until a universal meaning appears. In new phenomenology

reductionism refers to reducing an experience to the essence taking thoughts, interpreta-

tions and context into account. Traditional phenomenology is descriptive and the

researcher sets aside all prejudgments by bracketing. However, as new phenomenology is

rather interpretative, researchers need to critically review their potential influence on the

data-gathering and data-analysis and adhere reflexivity.

The phenomenon under study is the experience of the supervisors with the process of self-

regulated learning by GP trainees in clinical practice. Using stratified purposeful sampling,

we selected our participants based on supervisor gender, and the gender and year of training

(1 or 3) of their trainees (Gibson and Brown 2009; Miles and Huberman 1994). The inclusion

criteria were that trainees should have started their training year for a minimum of 4 months

ago. To make the findings applicable to similar training situations, supervisors from two

universities (Nijmegen and Maastricht) were included. We conducted semi-structured

interviews with individual supervisors (Gibson and Brown 2009). Written informed consent

was obtained before the interview. Firstly, the supervisors described the characteristics of

their practice. Next, the interviewer asked the supervisors to describe how their current

trainee regulates her/his learning. The interviewer asked on the current trainee, because this

referred to recent experience allowing for detailed description. The interviewer also

encouraged the supervisors to reflect on differing supervisory experience with prior trainees.

Then, the interviewer asked the supervisors to reflect on their support of self-regulated

learning by introducing topics such as the role of learning goals, learning plans, observa-

tions, learning activities, debriefing patients, assessments and progress meetings. Further-

more, the supervisors were encouraged to reflect on hindering or helpful elements in

supporting their trainees. To promote credibility we applied member checking by sending

supervisors a summary of the interview for comments or corrections (Frambach et al. 2013;

Tavakol and Sandars 2014). Supervisors received a gift coupon for their participation.

Our research team included one educationalist/PhD student (MS) and three experienced

researchers and educators with differing backgrounds: two general practitioners (AK,

CvW) and one psychologist (CvdV). During analysis, a research assistant (NE) was added

to the research team.

Ethical approval

The study was approved by the Ethical Review Board of the Dutch Association for

Medical Education (nr 172). Anonymity was guaranteed and participation was voluntary.

Data analysis

The interviews were audio-recorded and transcribed. The data were analysed in accordance

with a phenomenological approach using the following steps: (1) reading for a sense of the

whole, (2) dividing into meaning units, (3) transforming the data and (4) synthesising the

transformed meaning units to generate a general description of the experience (Giorgi

2006). To integrate thematic codes derived from theory and the open codes derived from

the data, we used template analysis (King 2004, 2012; King et al. 2002). The initial

codebook was developed through reading and coding the first five transcripts (AK and

MS). MS coded all of the transcripts. AK or NE also coded 13 transcripts. During this
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analytical process, MS took notes and used a logbook to document the coding and analysis.

Reflexivity within the research team was practiced by critically questioning and discussing

views of the researchers on data and analysis (Barry et al. 1999). Atlas-ti 6.2 software was

used to organise the data.

Results

Twenty supervisors participated in the study: 12 male and 8 female. The average age was

51 years. The number of supervised trainees was 20 (9 first-year and 11 third-year trainees

of whom 6 were male and 14 female). The practices of the supervisors were geographically

spread out around the two universities in cities as well as larger and smaller villages. The

number of GPs per practice varied. Most worked in group practices. A minority practiced

in multidisciplinary health centres with physician assistants, physical therapists, pharma-

cists or psychologists. All of the practices had one or more physician assistants, who were

responsible for protocolized chronic care (diabetics, COPD, CVD risk management,

mental health care). Table 1 provides an overview of participants’ characteristics.

Between August 2012 and January 2013, one researcher (MS) conducted all of the

interviews. The interviewer did not know the interviewees before the interviews. The

average interview time was 59 min. The interviews were conducted at the practices of the

supervisors. The order of the questions and the depth of the discussion depended on the

input of the interviewees. Saturation was reached after 16 interviews. The remaining

interviews were used to confirm the emergent topics. Regarding member checking, all but

one supervisors responded to the invitation to check, and stated that they agreed with the

summary presented. One supervisor did not respond to this invitation even after repeated

requests. We present the results by describing what supervisors see from trainees’ self-

regulated learning, what they do to support self-regulated learning, and what helpful and

hindering elements they experience.

What do supervisors see from the self-regulated learning by trainees?

Trainee activity

The supervisors identified the trainees as active or passive self-regulating learners. Active

learners actively identified learning goals and pursued relevant educational opportunities

within or outside the practice, they involved their supervisors in their learning and made

their progress visible in documents and coaching sessions. The supervisors described them

as critically reviewing their activities and taking responsibility for their learning: ‘‘…How

he directs his learning…that’s something he’s dealing with himself. Um, that’s what this

trainee wants. He has very clear ideas about what he wants to learn and not wants to learn

and is able to learn (…) and how he directs his learning? Um, by self-tuition (…) he is very

active with his individual learning plan, so, formulating, adjusting, discussing, yeah, such a

cycle, you know?’’ (Supervisor 8, female). By contrast passive learners had difficulty

identifying learning goals, taking the initiative in learning activities, reflecting on expe-

rience and learning, structuring learning or making learning visible to others: ‘‘…not that

he was not willing to learn, but to actually um, think like gosh, I should find it out, I should

do this or um, studying guidelines and discuss these together, well yeah, one can think of

101 things to do (…) that yeah, that he needed some, needed…it did not happen all by

itself.’’ (Supervisor 18, female).
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Generally, all of the supervisors knew the learning goals of their trainees and could

describe the learning activities trainees employed to attain these goals, such as studying,

consulting their supervisor, following courses, preparing meetings or working with other

healthcare workers within or outside the practice. The trainees acted on their own initiative

and as a result of discussion with their supervisors. The trainees varied in the formulation

of their learning goals, the documentation of their learning and their use of learning

portfolios. This ranged from global to specific formulation and documentation, and from

incidental to systematic use. The supervisors related personal features of the trainees to

self-regulated learning, such as being hardworking, structured, a perfectionist, (in)secure,

precise, timid or enthusiastic.

Patient safety, self-regulated learning and trainee capability to learn

The supervisors described a relation between patient safety, self-regulated learning

and trainees’ capability to learn. From the beginning of the training year, the

supervisors regularly used various ways to inform themselves on trainees’ medical

knowledge, skills and competence. The supervisors were alert to their trainees’ way

of coping with uncertainty and their lack of medical expertise from the viewpoint of

patient safety: ‘Can I trust this trainee with my patients?’ In addition, the supervisors

estimated how their trainees handled a lack of medical knowledge, formulated and

prioritised learning questions, pursued learning and made their learning visible. These

processes gave supervisors insight into trainees’ self-regulated learning skills as well

as into trainees’ capability to acquire knowledge, skills and competences. Estimating

trainee capability to learn and guarding patient safety were intertwined, particularly at

the beginning of the year, as one supervisor stated: ‘‘I also notice that she needs to

learn a lot about medical knowledge, but in general she doesn’t do unexpected things.

She doesn’t act riskily.’’ (Supervisor 19, female). Experience with prior trainees who

performed inadequately, stressed the need to safeguard patient safety, as this super-

visor described: ‘‘I expected that a graduate can perform a pelvic exam. I was

startled, so now I always think (…) I just want to know how, when you examine

lungs or ears, in the beginning, yes, I just want to watch along.’’ (Supervisor 20,

female). To judge their performance, the supervisors observed their trainees in the

practice, during visits and out of office hours. When trainees debriefed their patients,

the supervisors critically queried the professional performance of the trainees, mostly

guided by the patient record system. In the beginning, most supervisors daily dis-

cussed all the patients of their trainees. The supervisors of first-year trainees dis-

cussed all the patients for a longer period of time than the supervisors of third-year

trainees. Later on, the supervisors primarily discussed the patients whom the trainees

wanted to discuss. When the trainees were entrusted to patients, the supervisors

continued to inform themselves on trainees’ performance to a varying extent, also to

detect potential misconceptions. Ways of this informing were randomly questioning

trainees’ patient treatments, and observing and discussing skills and performance.

Within this entire process, the supervisors were continuously alert if the trainees

could identify alarming symptoms and avoided the risk of discharging a patient

mistakenly. An important sign for adequate performance was whether the trainees

consulted their supervisors when necessary (and when unnecessary).
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What do supervisors do to support trainee self-regulated learning?

We found an adaptive process between supervisors and trainees. Firstly, we describe this

adaptation and then present how the beliefs and experience of the supervisors accounted

for variation between supervisors.

Adaptation to trainee needs

All of the supervisors were highly committed to trainee self-regulated learning. Generally,

they adapted their supportive activities to trainee needs and used directive and non-

directive coaching styles, taking trainee self-regulated learning activity and patient safety

into account (see Fig. 1). Because most trainees directed their learning more or less

actively, most supervisors employed a non-directive coaching style. This non-directive

coaching style aimed to facilitate trainee learning by scheduling learning activities and

coaching sessions, ‘thinking along with’ trainee learning (e.g. identifying learning goals

that the trainees did not notice themselves or proposing learning activities) and estimating

trainee progress. Non-directive coaching provided the trainees substantial liberty to reg-

ulate their learning: ‘‘This is a very accurate trainee who’s doing everything quite inde-

pendently, actually. (…) You only incidentally need to ask her ‘did you do this, did you do

that?’’ (Supervisor 2, male). Occasionally, supervisors had to direct their trainees to reg-

ulate their learning: ‘‘Sometimes you have to pull a bit, um, like ‘‘When will it come?

When do I hear it?’’, that there’s not much coming out of her independently in the

beginning’’. (Supervisor 6, female). However, few supervisors adopted a directive and

controlling style because their trainees were unable to undertake self-regulated learning.

Moreover, few supervisors had doubts about the professional development of their trainees.

This directive style involved making strict appointments on learning goals, on learning

activities and on the documentation of learning: ‘‘I’ve been a sergeant-major for a year, or

at least for half a year, I’ve drilled.(…) At a certain point, I’ve let loose that self-directed

learning’’ (Supervisor 3, female).

The supervision of trainees with strong, active self-regulating learning capacities was

experienced as pleasant: ‘‘Yes, she is doing it quite transparently, I’ve never had someone

like her. She’s doing great. (…) that’s the best trainee I’ve had up till now. So this is a treat

to supervise’’. (Supervisor 10, male). Supervising with a directive coaching style against

one’s preference was experienced as a struggle: ‘‘Then, I really noticed I’m getting tired

now, I’ve had it. It’s a bit like flogging a dead horse, well, not quite, because she is making

enough progress, but I’m tired. I’m just too tired to continuously push and stimulate, so I

find that very hindering, such an attitude, someone who’s that dependent’’. (Supervisor 19,

female).

All of the supervisors adjusted their supportive activities taking into account trainee’s

competence, year of training, prior medical experience or interest in specific topics. When

trainees were insecure or had difficulty to take responsibility, the supervisors adapted their

supportive activities by frequently reassuring them in their development.

Beliefs and experience influencing adaptation

The supervisors described that beliefs and experience with respect to their role, the role of

the trainees and the usefulness of learning activities and educational instruments influenced

their supportive activities. As supervisors varied in their beliefs this accounted for varia-

tions between supervisors’ adaptation.
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All of the supervisors found the trainees responsible for their own learning and expected

them to actively direct their learning and to use learning opportunities. This belief made

that some supervisors sometimes did not direct their trainee: ‘‘I, I put it, put it back to her a

bit, like ‘listen, if you want that, you should negotiate with the medical receptionists. If you

want that and indicate that, then the medical receptionists will do it. They really do their

best’. But she (=the trainee) has to do that’’. (Supervisor 16, male). However, other

supervisors described situations in which they balanced their role with that of a trainee, by

pushing a bit but not too much: ‘‘…but I just find that she should think of it, and what I

sometimes do, I write in her schedule ‘mini-CEX for this (=patient)? That reminds her (…)

and then sometimes it happens, but sometimes it doesn’t…’’ (Supervisor 4, female). While

all of the supervisors found themselves responsible to well educate the trainee, some

mentioned the reach of their responsibility: ‘‘So, on that point I think it’s not my

responsibility as supervisor anymore. I deliver her as..I do my best. A few things really are

not in order, the training institute knows this as well. I’ll hand her over to the training

institute. I think from there they should…well, I don’t know how they take it up again, but

that’s where my responsibility as supervisor ends, I think…’’ (Supervisor 19, female).

Supervisors to some extent varied in their beliefs on the usefulness of learning activities

and educational instruments. All of the supervisors found it important to observe the

trainees, to provide feedback, to assess and to discuss their progress. This belief influenced

their supportive activities like organizing educational moments: ‘‘We have observations on

Wednesday. First patient you fill in a mini-CEX, so in any case you have a fixed obser-

vational moment throughout the year’’. (Supervisor 12, male) or providing in relevant

patients ‘‘In the beginning, I find it important to visit elder, possibly chronic patients

together, to get acquainted so the trainee can monitor these chronic patients further’’.

(Supervisor 12, male). However, some supervisors explained not to stimulate learning

Fig. 1 Supervisor’s adaptation
taking trainee SRL activity and
patient safety into account and
influenced by supervisor’s
beliefs, experience and personal
characteristics
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activities that they did not favour themselves, such as EBM-exercises: ‘‘She won’t do an

EBM-exercise. We did it a few times, but we’re not enthusiastic about it (…) I don’t like it.

I’m not so handy with computers (…) So, I don’t stimulate it’’. (Supervisor 10, male) or

extensively discussing medical guidelines: ‘‘Yes, so I…what I do is that I…I don’t hunt

after topics…I don’t do that. I don’t like it that much. The content of it, I

find…um…discussing guidelines not that interesting’’. (Supervisor 11, male).

Likewise, supervisors’ belief on the usefulness of educational (assessment) instruments

influenced the use. All of the supervisors valued the Competency Assessment List, a

framework for assessing trainees’ professional development (Compass) (Tromp et al.

2012), because it facilitated reflection on specific moments and provided discussion

opportunities: ‘‘…you fill it in every three months (…) all those aspects are described like

‘accounting for the context’, ‘being respectful to people’, that you think, OK, just give it a

moment’s thought, do I have a good impression? What do I know about him? And how is

he doing? Am I content about it?’’ (Supervisor 8, female). However, their opinions varied

on the progress knowledge test (a multiple choice test on medical knowledge) (Van

Leeuwen et al. 1997), the learning portfolio and the mini-CEX (an instrument to structure

and document observations). While several supervisors found the mini-CEX highly useful:

‘‘…because I find it an attractive instrument just to discuss things practically and tangibly.’’

(Supervisor 10, male) others did not use it: ‘‘So, I do observe, but not with a whole list next

to me (…) I think that I observe according to those steps, but I don’t write it down. (…) I

just use it (=mini-CEX) when I cannot grasp the whole picture’’. (Supervisor 14, male) or

only used it because the training institute required it. Some supervisors mentioned they had

to grow into their role as supervisor:’’I find it difficult to use it (=assessment instrument) in

the good way (…) of course it’s my unfamiliarity with the system, and I really have to

learn it and use the assessment instrument in the good way’’. (Supervisor 2, male).

The supervisors also mentioned that personal characteristics, such as (not) being

structured, finding it difficult to delegate or not being the type who controls others,

influenced their support.

Helpful and hindering elements for supporting self-regulated learning

All of the supervisors found their own training programme meaningful and helpful because

of exchanging experience, practicing coaching and becoming inspired: ‘‘That (=supervisor

training) is important. I can share things in the group and receive feedback, very impor-

tant’’. (Supervisor 11, male). Another supervisor stated: ‘‘It forces you to critically look at

your own part, like a) knowing who I’m dealing with? b) how do I continue best?’’

(Supervisor 10, male). The supervisors received help from the training institute when they

encountered difficulties in coaching. However, the training institute was hindering when

new educational instruments were introduced into the curriculum because these did not

always suit a busy practice.

The match with the trainee was an important helpful but occasionally hindering ele-

ment. ‘Match’ refers to the match between the coaching style of the supervisor and the

learning style of the trainee. Supervisors also mentioned the importance of feeling safe:

‘‘…to feel safe with one another. I with the trainee, but the trainee surely with me. (…)

And one doesn’t have to be best friends, but one should, yes, feel safe with one another’’.

(Supervisor 8, female).

The context of the practice was another helpful but also hindering element. Due to busy

practice and unforeseen incidents, trainees occasionally received less support than inten-

ded. A small practice organization sometimes hindered educational possibilities: ‘‘One can
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nicely discuss everything (…) but in this setting with two GPs you cannot work it around.

In large practices with 8 GPs or group practices one can share tasks and help each other,

that’s quite different’’. (Supervisor 14, male). Colleague general practitioners were

important for calibrating judgments about trainees and for sharing supervisory tasks: ‘‘We

are a small team. You’re together the whole day, so you very quickly notice how the

trainee is doing’’. (Supervisor 20, female). Several supervisors found it helpful that their

practices had a tradition of educating trainees and therefore had established routines in

scheduling and performing supervisory activities.

Discussion

The supervisors adapted their support to the self-regulated learning activities of their

trainees. When the trainees had a passive self-regulated learning style, the supervisors

adopted a directive coaching style. In supporting the self-regulated learning of the trainees,

the supervisors accounted for trainee needs. These needs could occur on the personnel,

professional and educational levels (Boendermaker et al. 2000; Kilminster et al. 2007;

Wearne et al. 2012). Our results indicate that supervisors adapt to trainee needs and that

this adaptation evolves over time, depending on the professional development of the

trainees. The literature describes this evolution as a scaffolding process during which

supervisor support fades and trainee responsibility augments over time (Grow 1991; Ten

Cate et al. 2004; Van de Pol et al. 2010). Within this adaptation process, tensions may exist

between facilitating self-regulated learning and directing the learner (Boendermaker et al.

2000; De Kleijn 2013; Grow 1991; Kilminster et al. 2007; Wearne et al. 2012). Some

supervisors in our study experienced these tensions, particularly when trainee activity and

supervisor coaching style did not match. These trainees primarily had difficulties regu-

lating their learning (Durning et al. 2011; Steinert 2013). The adaptation we found was

influenced by the beliefs of the supervisors with respect to their role and the role of the

trainees as well as supervisor beliefs regarding the usefulness of educational instruments or

activities. Differing beliefs on roles and activities explained variations between supervisor

and trainee pairs. It seems important for supervisors to be aware of their beliefs regarding

their role because beliefs influence professional identity and behaviour (Korthagen 2004,

2009). Therefore, supervisor training is important because it stimulates reflection on the

coaching experience and may contribute to becoming aware of one’s beliefs regarding

one’s role, moreover it facilitates to practice alternative coaching behaviour. Similarly,

supervisor training supports the use of educational instruments for trainees’ professional

development.

Following Zimmerman’s socio-cognitive perspective self-regulated learning is viewed

as an interaction of personal, behavioural and environmental processes. Learners adapt

their self-regulated learning based on feedback from their own monitoring on personal,

behavioural and environmental processes. However, when learners have poor self-regu-

lated learning skills it is important that others help monitoring these processes. The

adaptation process we found illustrates how supervisors monitor trainee self-regulated

learning and estimate their supportive activities. These activities focus on personal pro-

cesses (for example, by discussing motivation or personal learning goals), on behavioural

processes (for example, by modeling ways of learning) or on environmental processes (for

example, by creating or facilitating learning opportunities in practice). Learning oppor-

tunities in practice refer to the concept of affordances stemming from situativity theories.

From a socio-cultural viewpoint the context will influence trainee’s self-regulated learning.
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For example, in this study supervisors mention practice characteristics as being helpful like

a tradition of supervising or colleagues being part of the supervision process. By partici-

pating in practice trainees learn how learning is part of an organization and may adopt

these way of learning. While in this study self-regulated learning was viewed from a socio-

cognitive perspective, we also found the importance of the socio-cultural perspective on

learning, with the supervisor as a connection between individual self-regulated learning

and situated learning.

Patient safety, entrustment and estimating trainee capability to learn were key aspects in

the supervisory process. The supervisors assessed trainee competence and capability to

learn in multiple ways. At the beginning of the training year, they observed and queried the

trainees, examined the patient records of the trainees, worked with the trainees and con-

sulted colleagues to inform themselves on trainees’ medical expertise and professional

performance. They developed an expert opinion on the performance of their trainees by

gathering, interpreting and weighing information rather than using assessment instruments

(Govaerts et al. 2007). In addition, they determined which responsibilities they could leave

to the trainees. Thus, the supervisors seem to use global and internal criteria according to

which they judge whether to entrust the trainees with patients or not (Sterkenburg et al.

2010). Entrustment is related to the concept of entrustable professional activities (EPAs).

EPAs are tasks or responsibilities that can be entrusted to a trainee once sufficient, specific

competence is reached to enable unsupervised execution (Ten Cate 2005; Ten Cate and

Scheele 2007). EPAs are described using a specific format and facilitate purposeful

training and assessment. In the postgraduate training context of this study, no EPAs are yet

available. Supervisors entrust trainees according to their professional judgment and con-

tinue to varying extents to monitor learning and performance to detect potential miscon-

ceptions, thereby promoting patient safety (Sibbald et al. 2014; Zwart et al. 2011).

Supervising trainees in practice who are entrusted with patients while ensuring patient

safety is recognised as one of the supervisors’ tasks (Boendermaker et al. 2000; Hauer et al.

2014; Kennedy et al. 2007; Kilminster et al. 2007; Stolper et al. 2014; Wearne et al. 2012).

The present study was performed as the following step after a prior study. In the

previous study, we interviewed GP trainees on their self-regulated learning (Sagasser et al.

2012). That study revealed a short and long loop of self-regulated learning. The short loop

takes 1 week at most and is focused on problems that are easy to resolve and that require

minor learning activities. The long loop is focused on complex or recurring problems that

require multiple and planned longitudinal learning activities. Assessments and formal

training affect the long but not the short loop. The trainees vary to the extent to which they

consult their supervisors during the short loop. Therefore, the short loop learning seems to

be not always apparent to others. The present study confirms that supervisors pay variable

attention to the self-regulated learning of trainees during the short loop. Whereas some

supervisors systematically discuss the short loop learning of trainees, others rely on the

initiative of the trainee. Some supervisors have routines according to which they randomly

question the patient treatments of their trainees. Others only discuss the patients whom the

trainees wanted to discuss. So, the present study demonstrates that supervisors have more

ways to monitor this short loop learning than the trainees described in the prior study.

However, in view of the importance of monitoring trainee short loop learning to detect

potential misconceptions, the variation between supervisors raises questions on how the

quality of short loop learning generally is assessed. Some supervisors may improve the

monitoring of trainee short loop learning. In addition, the present study confirms com-

mitment of supervisors to the long loop of self-regulated learning. Self-regulated learning
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in the long loop involved learning goals that required longitudinal follow-up and was

therefore frequently discussed.

A strength of this study is its qualitative phenomenological approach, which enabled the

in-depth exploration of the individual experience of supervisors, providing rich and varied

data. Another strength is the description of trainees as (more) active or (more) passive self-

regulating learners, which may contribute to the field of self-regulated learning. Another

strength is that this study extends our previous study, in which we explored self-regulated

learning by trainees. Together, these studies describe the role of supervisors and trainees in

the process of self-regulated learning and illustrate and clarify variations on this process.

Despite the strength of the qualitative approach, there are also weaknesses. The post-

graduate training programme in which we gathered our data has such specific educational

features (i.e. trainees work 4 days a week guided by the same supervisor for a year and

attend a day release training 1 day a week) that this may make it more difficult to transfer

the findings to other contexts. However, the results we found on the adaptation process,

beliefs of supervisors, patient safety and entrustment align with findings from other con-

texts in (medical) education. Another weakness is the voluntary participation of the

supervisors. The participating supervisors may be more interested in self-regulated

learning than other supervisors. A further weakness may be that we exclusively used

interviews to gather data. In using interviews we relied on what supervisors told us they

did, but we do not know whether they acted likewise in practice. The observation of actual

practice may refine our views on how supervisors support self-regulation.

Conclusion

Supervisors adapt their coaching style to trainee self-regulated learning. This may result in

conflicting emotions as the needed style does not fit the preferred style of the supervisor.

Supervisors should be aware of their beliefs with respect to their role as these are strong

predictors for behaviour. They also have to be alert to the self-regulated learning skills of

their trainees. Discussing expectations about each party’s role in trainee learning at the

beginning of the training contributes to the quality of supervision. Patient safety and

entrustment are key aspects of the supervisory process. Some supervisors may improve the

monitoring of self-regulated learning by trainees, especially in the short loop. Supervisor

training is important to support supervisors in their role. The results we found on the

adaptation process, the role of beliefs, patient safety and entrustment align with findings

from other contexts in (medical) education, thereby illustrating its relevance for other

contexts.
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