Burke et al. BMC Medical Education ~ (2024) 24:1438 BMC Medical Education
https://doi.org/10.1186/512909-024-06308-y

Check for
updates

PlayDecide teamwork: a discussion game
for junior doctors to explore workplace
bullying and harassment

Flaine Burke'?', Declan Byrne?, Mark Donegan?, Oisin Hannigan?, Julie O'Grady?, Alice Waugh? and
Martina Hennessy'?

Abstract

Background Workplace bullying and harassment (WBH) in healthcare settings has been widely described in the
literature, although a lack of consensus on the definition of behaviours constituting WBH makes findings difficult

to interpret. The consequences for those experiencing WBH can be severe, including burnout, stress, and suicidal
ideation, yet formal reporting rates are low, in part due to a lack of understanding of WBH and the support services
designed to address it. Those who experience WBH are more likely to reproduce the behaviour, creating a self-
perpetuating cycle. There is an urgent need to develop educational tools to help trainees identify behaviours that can
constitute WBH, and the support services available to address this issue.

Methods The study setting was four acute hospital sites in Ireland; participants were interns (junior doctors in their
first postgraduate year). A card-based discussion game, PlayDecide: Teamwork was developed with a multidisciplinary
team (MDT), piloted, and implemented. Feedback was obtained from participants on the acceptability and
educational value of the game via an anonymous online survey. The intervention is presented using the TIDieR
framework. Data were analysed and presented using descriptive statistics.

Results Intern trainers and facilitators expressed satisfaction with the game. Intern attendance at the PlayDecide
sessions was estimated at 63.64% (n=70), with a 57.14% response rate to the survey (n=40). The majority of interns
found the game acceptable, the cards realistic and relevant, and agreed that it was a safe space to discuss workplace
issues. Most interns agreed that the learning objectives had been met, although fewer agreed that they had learned
about support services.

Conclusion PlayDecide: Teamwork is to the best of our knowledge the first intervention of its kind aimed at
addressing WBH, and the first aimed at interns. We have shown it to be effective and acceptable to interns and intern
trainers in the acute hospital setting. We hypothesised that strong group identification facilitated the discussion, and
further, that the cards created cognitive distance, allowing for free discussion of the issues depicted without needing
to divulge personal experiences. Further evaluation at behavioural and organisational levels is needed.
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Background

Bullying is recognised as one of the most significant
stressors in contemporary working life [1]. Perceived
workplace bullying and harassment (WBH) and mistreat-
ment of trainee doctors occurs across disciplines and
geographic locations [2-5], with one systematic review
reporting the global pooled prevalence among medi-
cal residents at 51% [6], although rates can vary widely.
The consequences can be severe: trainees exposed to
mistreatment report higher stress levels and lower qual-
ity of life [5], and are at greater risk of burnout [6, 7] and
suicidal thoughts [2]. Despite this, trainees often decide
not to take formal action in response to this behaviour,
with fear of victimization or reprisal, and lack of knowl-
edge or confidence on the reporting process cited as
major barriers [3, 8, 9]. A lack of confidence in reporting
systems is not without foundation: in one study, among
those who took action, less than a third reported that the
behaviour stopped as a result [3]; in another study of over
1,000 ophthalmology trainees, only 9.5% of those who
reported bullying commented that the behaviour stopped
[9]. Differing interpretations of the types of behaviour
that constitute WBH may also be associated with under-
reporting [10].

Although widely reported in the literature, there is a
lack of consensus on the definition of WBH. There exists
significant demographic, geographic and cultural vari-
ability around which behaviours are considered accept-
able or not. Furthermore, prevalence surveys do not
always provide a definition of the terms to their partici-
pants, leaving it up to personal interpretations which
can also be variable [11]. While this may occasionally
be a deliberate omission in order to explore employees’
perceptions of the environment as a metric of workplace
safety [2], the result is considerable heterogeneity among
studies examining this issue. In Ireland, the Irish Medi-
cal Council surveys trainees on their experiences of bul-
lying and harassment: in the 2015 survey (n=1035), 35%
of trainees reported they had experienced WBH, and of
those, 68% did not tell a person in authority. The most
junior doctors, known as interns, reported the greatest
exposure to bullying/harassment, with 48% prevalence.
However, the questionnaire lacked a definition of WBH,
making the findings difficult to interpret [12]. It is possi-
ble that there is a lack of understanding of the workplace
behaviours which constitute WBH, with misidentifica-
tion of behaviours leading to both an overestimation
and an underestimation of the true prevalence of WBH
with an associated under-reporting to support services.
There is a need to provide education so that trainees can
accurately identify behaviours that constitute WBH, mis-
treatment, and incivility, and appropriately avail of the
support services designed to address these issues.
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There are many antecedents to bullying, and both indi-
vidual and organisational factors are thought to play a
role [1]. Targets of bullying behaviour are more likely to
be younger (under 30), and to have spent a short amount
of time in a post [13—15]. Interns, i.e., junior doctors in
their first year of postgraduate training, rotate through
four 3-month posts as part of a 12 month training scheme
and as such may be considered particularly vulnerable to
WBH due to their age (the majority are <30), and their
somewhat peripatetic role. A significant individual pre-
dictor of bullying behaviour in the workplace is having
been the target of a bully, i.e., those who have been bul-
lied may go on to bully others [16, 17]. This behaviour
may be explained by Bandura’s social learning theory: a
senior clinician modelling bullying behaviour influences
the behaviour of those who are the targets, creating a
self-perpetuating cycle [13, 18]. Moreover, mistreat-
ment and intimidation are often accepted in healthcare
settings and considered an unavoidable part of clinical
training [6]. If interns are particularly vulnerable to expo-
sure to bullying behaviour, and work in an environment
where it is seen as acceptable, they may be at higher risk
of reproducing bullying behaviour, and there is evidence
for frequent incidents of junior doctors bullying other
healthcare professionals, e.g., radiographers [19]. There is
an urgent need to break the bully-victim cycle and chal-
lenge the acceptance of intimidation and mistreatment as
a normal part of the clinical environment.

Formal reporting and workplace policy around WBH
are the traditional means of addressing the problem.
This approach has been shown to be ineffective, with
the majority of bullying targets choosing not to report
the behaviour [11]. There have been calls to develop
educational interventions that promote a safe learning
environment [13], however evidence to support such
interventions in medicine is currently limited [11, 20]. In
nursing, educational interventions to address WBH and
incivility commonly take the form of Cognitive Rehearsal
(CR) [20]. This technique involves participants discuss-
ing and practicing a response to a social situation with
the aid of a facilitator [21] and there is evidence to sup-
port this approach [11]. However, CR frames the par-
ticipants as the targets of bullying behaviour and may
not stimulate reflection on participants’ own behaviour.
Other approaches such as didactic teaching may be coun-
ter-productive, as adult learners are unlikely to respond
well to “being lectured to” about their behaviour. A more
acceptable approach may be experiential or active learn-
ing incorporating small group discussions which enable
staff to reflect on their own behaviour and that of others
in a safe environment [10]. The American Medical Asso-
ciation’s (AMA) guide to prevention and management
of WBH in healthcare advocates for education and open
discussion [22], and the UK’s National Health Service
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(NHS) toolkit for promoting civility recommends guided
discussions to explore both unacceptable and preferred
behaviours among staff [23].

Educational games are a type of experiential learning.
Learners are provided with an active experience which
facilitates the conceptualization of knowledge and active
experimentation with the knowledge [24]. Game-based
learning has become increasingly popular in medi-
cal education, and studies have shown that educational
games are rated highly by trainees, improve knowledge
and confidence, and enhance collaboration skills [25].
PlayDecide is an open-access card-based discussion game
which has been used across a wide range of topics includ-
ing but not limited to plastic pollution, genome editing,
childbirth, and the impact of astronomical observatories
on terrain and society [26]. Recently, it has been success-
fully used as a tool to raise awareness about patient safety
and adverse incident reporting among interns in Ireland
[27]. The aim of this study was to raise awareness among
interns about the types of behaviours that constitute bul-
lying and harassment, and the supports that are available
to help deal with these behaviours. The objectives were
to explore whether PlayDecide sessions were acceptable
to interns, and whether they achieved the learning objec-
tives of the session (Fig. 1). This paper describes the co-
design and implementation of PlayDecide: Teamwork at
four different intern training sites, and reports on partici-
pant feedback.

Methodology

Participants and setting

Participants in the study were interns employed in four
major hospital sites in Ireland between 2022 and 2024.
The game was run during intern teaching, which is pro-
tected time for teaching that occurs weekly or bi-weekly
during the working day, usually lunchtime, on the hospi-
tal site. Further information on the setting is provided in
Fig. 2.
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PlayDecide: how it works

PlayDecide is a discussion game which allows partici-
pants to talk in a simple and effective way about chal-
lenging topics. The game is played by 4—7 players sitting
around a table with a facilitator to help guide the discus-
sion. The standard duration is 90 min but can be as little
as 30 min. We used three sets of cards: story cards, infor-
mation cards and issue cards. Story cards show how an
individual is affected by an issue, Information cards give
basic factual information, and Issue cards raise issues and
opinions for people to think about and agree or disagree
as they choose (Fig. 3).

The full set of cards is dealt out to participants who
choose one or two of each type of card that will best help
them discuss the topic. Once the pool of cards is cho-
sen, players explore it to make sense of the information
so they can develop or refine their opinion. Cards may
be grouped together in clusters, with each cluster repre-
senting a theme or argument. The final stage of the game
involves having participants vote on four pre-prepared
policy statements and try to construct a shared position,
in this case, a response to “What should the medical pro-
fession do about the issue of bullying and harassment?”
[26]. The learning objectives of PlayDecide: Teamwork
are set out in Fig. 1.

Co-design of PlayDecide

A multi-disciplinary team of staff members who volun-
teered to join the project were brought together by the
first author (EB). Team members were, at the time, mem-
bers of the Non-Consultant Hospital Doctors’ (NCHD)
Committee and an interdisciplinary health professions’
education group, both based in St James’s Hospital, or
were identified by other team members. The team con-
sisted of a Lecturer in Intern Training and Education
(EB), a senior Physician and Director of the Postgradu-
ate Training Centre (DB), a business partner with the
Human Resources (HR) department (MD), a Special-
ist Medical Trainee with a leadership role (Lead Non

After participating in a Play/Decide session, interns will be able to:

e |dentify which behaviours in the workplace might constitute bullying and harassment

(and those that do not)

e Describe the different supports that are available to help deal with bullying and

harassment

e Explain how inappropriate workplace behaviours can impact others, including patients

and their families

e Discuss who is responsible for promoting a safe and respectful working environment

e Design a policy statement on what approach the medical profession should take to

address bullying and harassment

Fig. 1 Learning objectives of Play/Decide session
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Item

Description

Brief name:
Provide the name or phrase that describes the
intervention

PlayDecide Teamwork and Collaboration in an Acute Hospital: A serious card-based discussion game for junior
doctors to address workplace bullying, harassment and mistreatment

Why:
Describe any rationale, theory or goal of the
elements essential to the intervention

Development of the game was informed by Bandura’s Social Cognitive Theory [18] and Kolb’s Experiential
Learning Cycle [44]. The aims and objectives of the study are outlined in the main text (background). The
learning objectives of the intervention are described in Fig. 1.

What (materials):

Describe any physical or informational
materials used in the intervention, including
those provided to participants or used in
intervention delivery or in training of
intervention providers. Provide information
on where the materials can be accessed.

The physical component of the game itself consists of A3 size placemats (one per player), A4 size policy
statements and game instructions, and story, info, issue, challenge and yellow cards which are printed on
coloured paper. The game is available in PDF format with instructions for printing. We store our games in A3 size
plastic envelopes.

EB contacted intern trainers and HR departments in other hospital sites to recruit facilitators. EB met with and
trained all facilitators on each site. Facilitator training involved sharing the game content in advance, then
organising a training session. The session involved a short PowerPoint presentation which provided some
background information, instructions on playing the game and the role of the facilitator. Facilitators then did a
dry run of the game itself. After training, local facilitators can train other facilitators.

Intern network administrators contacted interns with information about the session and a participant information
leaflet 2 weeks in advance of the session. At the beginning of the intern session, EB delivered a short PowerPoint
presentation describing some background to the project and explaining how to play the game. The game content
is available to freely download at https://hdl.handle.net/2262/108805.

What (procedures):

Describe each of the procedures, activities,
and/or processes used in the intervention,
including any enabling or support activities

The procedures are outlined in detail in the methodology section (PlayDecide: How it works).

Who provided:
For each category of intervention provider,

Facilitators were staff on each hospital site who volunteered to participate in the study. Facilitators always
included members of the HR/Medical Workforce management staff to provide expertise on the HSE Dignity at

describe their expertise, background, and any
specific training given

Work policy and legislation regarding workplace bullying and harassment. Other facilitators were Non-consultant
hospital doctors at registrar level (four or more years after graduation), allied health care professionals and senior
nursing staff. Facilitators were provided with training as described above.

How:

Describe the modes of delivery of the
intervention and whether it was provided
individually or in a group

Play/Decide was delivered face to face in small groups of 4-7 with one facilitator for each group. The intern group
attending intern teaching (n=12-40 depending on the site) was divided into smaller groups to play the game.

Where:

Describe the type(s) of location(s) where the
intervention occurred, including any necessary
infrastructure or relevant features

Where possible, the session ran at the location usually used to deliver intern teaching. Intern teaching is
delivered on hospital campuses, usually in a dedicated lecture or seminar room. Where possible, tables and
chairs were provided to facilitate the playing of the game, because each player has a place mat which is A3-sized.

When and how much:

Describe the number of times the intervention
was delivered and over what period of time
including the number of sessions, their
schedule, and their duration, intensity or dose

The intervention was delivered by EB and local facilitators once on each site and data gathered after each session.
The game was left with intern trainers or HR departments so that it could be run again in the future
independently at each site. The sessions were run over a period of 2 years (2022-2024). The game is delivered
face to face and hence could not be delivered at the height of the COVID pandemic, when intern teaching was
delivered online. Facilitator training was delivered once on each site, with each session lasting 1-1.5 hours. Each
intern session lasted 1 hour, with 15-30 minutes required in advance for set-up.

Tailoring:

If the intervention was planned to be
personalised, titrated or adapted, then
describe what, why, when and how

The game was designed by a multidisciplinary team in St James’s Hospital as described in the main text. The
game was then tailored for each site. Tailoring involved local intern trainers and HR staff reviewing the content of
the game and suggesting modifications. The only modifications made were changes to the contact details for the
different support services available to interns locally, and the addition of hospital logos; the remaining content
was approved at all sites.

Modifications:

If the intervention was modified during the
course of the study, describe the changes
(what, why, when and how)

Other than the tailoring for individual sites described above, the game was not modified during the course of the
study.

How well (planned):

If intervention adherence or fidelity was
assessed, describe how and by whom, and if
any strategies were used to maintain or
improve fidelity, describe them

Intervention fidelity (the degree to which the intervention happened in the way it was intended) was measured
by obtaining feedback from the interns who participated in the session. Facilitator feedback was informally
obtained by seeking facilitators’ views on the game and the likelihood that it would be repeated in the future.

How well (actual):

If intervention adherence or fidelity was
assessed, describe the extent to which the
intervention was delivered as planned

Intern feedback is described in detail in the results section of the manuscript.

Training of the facilitators and introduction of the game was achieved at four out of six intern training networks
around Ireland. There are two other intern networks where the game was not implemented although this was
originally planned. In one network, despite intern trainer support, it was difficult to engage the HR team in the
main hospital site due to staffing issues. A decision was made not to run the session in the absence of HR
support. In the other network, again although the intern trainers were supportive, there was a period of high
staff turnover which suggested that there would be prolonged delays. The game remains available to both
networks and will likely be implemented in the future, however data for this study relates only to the four
networks in which it has been already implemented.
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Fig. 2 TIDieR checklist. (adapted from Hoffman et al. [32])

Consultant Hospital Doctor, NCHD) (OH), a senior
member of Nursing staff (JO'G), and a senior Physiother-
apist (AW) (positions indicated were the positions held at
the time of game development). The team met to discuss
the approach to developing cards for the game and learn-
ing objectives, consider the policy statements and devise
a long list of topics for story, issue and info cards. The
title of the game (PlayDecide: Teamwork) was agreed on

as it frames the intervention as an approach to enhanc-
ing positive behaviour, rather than a sole focus on stop-
ping bad behaviour. Team members developed story, info
and issue cards which were reviewed by the other team
members and consensus on the cards for inclusion was
reached through discussion. Content for the cards was
drawn from anecdotal experience, the Irish Health Ser-
vice Executive’s (HSE) Dignity at Work Policy [28], and



Burke et al. BMC Medical Education

(2024) 24:1438

Story Card 13

Naomi is a surgical intern in
her third week of the post

Naomi was accompanying the MDT
on a ward round. When reviewing a
patient with post op sepsis the
consultant asked her if the results of
the CT abdomen were back yet. She
replied that the scan was not done but
before she could explain that this was
due to a decommissioning of one of
the CT scanners, he replied: “when
you want something done right you
have to do it yourself”. The rest of the

Story Card 16
Candice is a plastics SHO

The Senior Registrar on the team has
made unwelcome advances. Candice
has politely declined but the behaviour
has continued. Candice wants to
specialise in plastic surgery. The
Senior Registrar appears to get on
very well with the consultants. She
worries that if she makes a formal
complaint, he will make life very
difficult for her and perhaps even
impede her career progression.
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Info Card 7

What is bullying

The Dignity at Work Policy defines
bullying as "Repeated inappropriate
behaviour by one or more persons
which could reasonably be regarded
as undermining a person's right to
dignity at work”

Bullying behaviour usually takes place
over time, is specifically targeted, and

Issue Card 1

Witnessing bullying behaviour

What is the best approach if you
witness bullying or undermining
behaviour? Should you ever report an
issue on someone else's behalf?

team laughed.

is regular and persistent.

Legitimate management, including fair
and constructive criticism, is not
considered bullying.

Fig. 3 Examples of story, info and issue cards

the scientific literature (e.g [12, 29, 30]). The story cards
depict a range of behaviours including definite WBH,
incivility, harassment, sexual harassment, valid criticism,
and positive teamwork and collaboration. Stories are told
from the perspective of interns, other healthcare pro-
fessionals, students, and patients/family. The game was
piloted with a group of interns in St James’s Hospital and
reviewed following their feedback.

Multi-site involvement

Following a successful pilot, funding was awarded
from the HSE National Doctors Training and Planning
(NDTP) Development Fund to share the game with
other intern training networks. There are six intern net-
works nationally, each with 1-3 major tertiary hospitals.
Funding was provided for one hospital site per network
so where possible, the largest hospital was chosen to
maximise participation. Ethical approval/exemption was
granted at all four sites (see full statement below), and
each network co-ordinator (programme director) agreed
to running the session and circulating the feedback sur-
vey among their group of interns. With the help of local
intern trainers and HR staff/managers, a bespoke version
of the game was created for each site. EB visited each site
twice to train local facilitators and run the intern session.
Local facilitators typically included senior NCHDs, nurs-
ing staff, allied health care staff and members of the HR
department. All interns on participating sites received
an email circulated by network administrators about the
session two weeks in advance and were informed that

attendance would be voluntary. A hot lunch was offered
as an incentive.

Complete reporting of the intervention

Literature around interventions to address WBH has
been previously described as patchy, and often lacking in
substantive detail [10]. Further, the Consolidated Stan-
dards of Reporting Trials (CONSORT) 2010 statement
recommends that interventions be reported with suf-
ficient detail to allow for replication [31]. The Template
for Intervention Description and Replication (TIDieR)
checklist was developed to improve the completeness
of reporting of interventions with the aim of enhancing
replicability. The 12-item checklist is applicable across
all evaluative study designs [32]. Figure 2 provides addi-
tional detail on the educational intervention described in
this paper according to the TIDieR framework including
a link to download the full game content to allow others
to replicate the intervention.

Data tools, collection, and analysis

Feedback from interns who participated in the game was
obtained via an anonymous online survey distributed
using Qualtrics software, version 4/23 [33]. The survey
was designed by the team and piloted with the group of
interns who also piloted the game. Experiences of bully-
ing/harassment have been associated with a wide range of
negative emotions including fear, anger and shame [34],
so we first wanted to establish that the interns felt that
the game was acceptable, i.e., the session was a safe space
and did not feel intimidated by the environment. We also



Burke et al. BMC Medical Education (2024) 24:1438

wished to establish whether the learning objectives of the
game (Fig. 1) were met, and lastly, if the interns had any
suggestions for improvement. We did not gather any data
on interns’ personal experiences of bullying or harass-
ment as that was beyond the scope of this study, and has
already been investigated [12]. The full questionnaire is
available in Supplementary File 1.

Questionnaires were distributed via QR Code and
email by the intern network administrators immedi-
ately after the session, with two further email reminders
a week apart. Emails were drafted by EB but distributed
by network administrators so that interns’ contact details
did not need to be shared. As the sessions occurred con-
secutively on the different sites, the questionnaires were
distributed at four different time points between 2022
and 2024. There was no comparator group, so basic
descriptive statistics are reported.

Results

Intern participation in the game and survey

Attendance at the intern sessions was not recorded to
ensure participation in the study would be completely
voluntary, however an estimated 70 interns took part
across the four sites. Currently (for 2024-25), the total
number of interns across the four sites is 178 [35]. With
annual leave, sick leave, clinical commitments etc., the
number of interns who could have availed of the sessions
is estimated at around 110.

Of those who took part in the session, 48 responded
to the survey, of which 40 were complete responses.
Accepting a total of 70 participants and a maximum pos-
sible total of 110 participants, this suggests a 63.64% par-
ticipation rate, 57.14% response rate among participants
in the game, and 36.36% of the total possible cohort.
Twenty-five survey respondents (62.5%) were female with
the remaining 37.5% identifying as male. Thirty (75%)
entered medical school as undergraduates.

Acceptability of PlayDecide

Thirty-eight respondents (95%) agreed with the state-
ment “The stories and issues were relevant to my day to
day working life” Thirty-seven (92.5%) agree that it was
a safe environment to discuss workplace issues affecting
them. Thirty-three (82.5%) disagreed that they found the
environment or discussion intimidating. All forty respon-
dents agreed that they felt involved in the group discus-
sion. Thirty-five respondents (87.5%) agreed that they
would recommend the game to other interns (Table 1).

Educational value of PlayDecide

When asked if they had learned something new from the
PlayDecide session, 36 respondents (90%) agreed. Thirty-
two (80%) agreed that the policy statements had made
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them think about how to tackle the issue of bullying and
harassment.

With respect to the learning objectives, 38 (95%)
agreed that they can now identify workplace behaviours
that constitute bullying and harassment, 25 (62.5%)
agreed that they can describe the different supports that
are available to them to address bullying and harassment,
38 (95%) agreed that they can explain how inappropriate
workplace behaviours can affect others, and 37 (92.5%)
agreed that they can discuss who is responsible for a safe
and respectful working environment (Table 1).

Free text comments

Participants were asked if they had any suggestions
on improving the game and if they had any final com-
ments. Eight responded to the request for suggestions to
improve the game. There was insufficient data to themat-
ically analyse the responses. Two suggested not involv-
ing HR staff as they made it “too formal’, however one
suggested involving senior management. One suggested
including advice for dealing with issues that do not
qualify as bullying or harassment, one suggested shorter
cards, and one suggested separate rooms for each group.
The remaining two responded “No”.

Six responded to the request for final comments,
again there was insufficient data to thematically anal-
yse responses. One repeated the suggestion that HR be
removed as “the presence of HR makes everything too
formal, and people are unable to express their actual
thoughts on the matter” Another suggested that intern
turnout would be better if the game were run at the start
of the intern training year, during induction. Others
expressed their thanks, e.g., “Thank you for a refreshing
session”.

Discussion

We set out to explore whether a serious card-based dis-
cussion game, PlayDecide: Teamwork, would be an
acceptable and effective educational intervention, and
provide a sufficient framework for discussion among
interns about the types of behaviours that constitute bul-
lying and harassment, as well as the supports that are
available to help deal with these behaviour. We have also
described in detail the co-design and implementation of
the educational intervention across multiple sites.

The game was welcomed by intern trainers and HR
managers across four out of six intern networks nation-
ally. Staffing issues precluded it from being implemented
in 2 sites, but interest has been expressed in doing so
in future. Intern trainers and HR managers on all four
sites retained copies of the game to run future sessions
with interns and other groups, indicating a high degree
of acceptance among trainers. A bespoke version of
the game was created for each network, with the only
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modifications required being local contact details and
hospital logos, suggesting that the game content is appro-
priate and applicable to other sites.

Intern participants also indicated that the game was
acceptable to them, with the majority agreeing that they
felt it was a safe environment to discuss workplace issues
affecting them, and that they felt involved in the group
discussion. A majority also indicated that they did not
feel intimidated by the environment or discussion, how-
ever four participants agreed or strongly agreed that they
did. On further exploration, three of these four partici-
pants also strongly agreed that it was a safe environment
to discuss workplace issues, and that they felt involved in
the group discussion. It is possible therefore that because
this question was flipped (i.e., strongly agree became a
negative response), that it may have caused some confu-
sion and that the responses of these three participants are
not reflective of their actual views. The survey was anon-
ymous, so it was not possible to confirm this.

In addition to being acceptable, interns rated the edu-
cational value of the sessions highly, with the majority
agreeing that they had learned something new, and that
all four learning objectives had been met. Small group
discussions have been shown to help students apply
new knowledge to solving complex problem and con-
sider issues from alternative perspectives. The effective-
ness of the group discussion can be enhanced by group
identification, i.e., the degree of connectedness between
participants [36, 37]. Interns form a distinct group in the
hospital — they are the most junior medical profession-
als and are on a year-long training scheme. Many of them
trained as undergraduates in the same medical school.
They are likely therefore to identify strongly with other
interns, and indeed previous research has shown that
trainees in the transition period from student to doctor
experience strong social identification with other prac-
titioners [38]. This strong degree of group identifica-
tion could help facilitate the discussions and maximise
learning opportunities. Conversely, it may also explain
the resistance to the presence of others, e.g., HR staff.
Self-categorization or self-grouping creates an in-group
(e.g., interns) who are compared and contrasted with
other groups, or out-groups, with a resultant potential
for inter-group conflict [39]. In this situation, HR staff,
as non-clinicians, may have been viewed by some as an
out-group, leading to a resistance to their presence. It
must be noted that resistance was indicated by only two
participants, both from the same site, and is contradicted
by another participant who suggested senior manage-
ment be involved. The authors agree that the presence
of HR for these sessions is of critical importance to sup-
port not only interns but also the clinical facilitators who
have less detailed knowledge of employment law or the
Dignity at Work policy. Furthermore, it is essential to
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include alternative perspectives to enhance the richness
of the discussion. The importance of HR in supporting
the trainee experience has been highlighted in the Irish
Department of Health’s recent Interim Report of the
National Taskforce on the NCHD Workforce [40]. None-
theless, this phenomenon may be an important consid-
eration for future group discussions involving a more
diverse set of participants, including cross-specialty,
interdisciplinary or interprofessional.

Another strength of the game which may have
enhanced its acceptability is the use of story cards depict-
ing scenarios involving healthcare staff, patients and stu-
dents, where bullying, harassment, or incivility may have
or definitely occurred. Story cards were developed by the
multidisciplinary team comprising experienced clini-
cians, educators, and a HR manager. Interns were almost
unanimous that the cards were relevant to their every-
day lives. These cards could have been used as a proxy by
interns to discuss actual incidents that they experienced
or witnessed, without having to disclose their personal
experience. Participants in a discussion group may be
reluctant to disclose personal experiences of bullying,
harassment or incivility due to feelings of shame or fear
[34], or a perceived identity threat [41], e.g., the fear that
others might view them as weak or unable to stand up
for themselves, or that others might view their behaviour
as bullying. The cards may have created a cognitive and
emotional “distance” from the issues portrayed, allow-
ing free discussion and elicitation of the views of others
without a need to publicly expose personal experiences.
For example, an intern could discuss a scenario similar
to one they personally experienced and explore how the
characters in the story could or should have behaved in
an abstract sense with other participants, without need-
ing to divulge their own experiences and behaviours.
Creation of cognitive distance has been shown to be an
effective approach to facilitating classroom discussions of
controversial topics [42]. This hypothesis would require
further investigation, but it may partially explain the high
level of acceptability among interns, and also signal that
the game may be further adapted and used to discuss
other topics considered sensitive or controversial.

The learning objective of the teaching session which
was least met was describing the different supports that
are available to help deal with bullying and harassment.
While a majority agreed that it was met (62.5%), there
was a substantial minority who were ambivalent or nega-
tive about whether it was met (37.5%). This is disappoint-
ing, because one of the main objectives of the project was
to raise awareness about these supports. It has been well-
documented that healthcare workers who experience
bullying tend not to report it, with a lack of knowledge
of support services a known barrier [8]. This may be a
potential drawback of this type of discussion group: while
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facilitators were present to prompt discussion and help
guide it, the participants drive the discussion. Further,
the game was condensed to fit with the one-hour pro-
tected time allocated to intern teaching, limiting the time
available for detailed discussion and the extent to which
all material could be covered. Another consideration may
be that support services were highlighted in the context
of dealing with bullying and harassment, not incivility,
which arguably is a more common experience, and a par-
ticipant commented on this limitation in the free text.
This part of the game could be refined to present sup-
port services available for all types of negative workplace
behaviours. Future sessions could be split over two intern
teaching sessions, or interns could also be provided with
written material on the various support services avail-
able to them. This finding also suggests that a single Play-
Decide: Teamwork session alone may not be sufficient to
cover the material, and we would caution against its use
as the sole source of education on this topic.

Limitations

Findings of this study should be considered in the context
of the low response rate. While one strength is the multi-
site implementation, participation in the session and
survey could be considered moderate. The study would
have been strengthened had a greater number of interns
participated in the session and provided feedback, and
we recommend that findings be interpreted with caution.
The session was voluntary, which could have impacted
attendance, and it is possible that those who are more
likely to engage in bullying behaviour may have avoided
the session, creating a potential sources of bias.

Another limitation is that the evaluation of the inter-
vention has been carried out only at the first two levels
of the Kirkpatrick model of evaluation, i.e., participants’
reaction and learning [43]. Evaluation of the impact of
the intervention on the participants’ behaviour and the
impact on wider organisational goals were beyond the
scope of this study. Further, learning was self-reported as
opposed to externally assessed, and pre-existing knowl-
edge was not assessed, creating a potential source of bias.

Future research

While the problems of bullying, harassment and incivil-
ity in the healthcare environment have been very well-
described, there is a lack of evidence for interventions
that help address this problem. There is a need to cre-
ate a strong evidence base to not only understand the
issue, but also its potential solutions. Further evaluation
of PlayDecide: Teamwork, exploring behavioural and
organisational change would be beneficial. Evaluation
of the impact of the game at behavioural and organisa-
tional levels could be done by a pre-post survey of work-
place culture and the prevalence of negative behaviours,
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staff focus groups, and exploration of data relating to
employee complaints. Further work is also needed to
understand how to best to engage trainees with the sup-
port services that are available to them to deal with work-
place mistreatment. Exploration of group dynamics in
situations where a strong sense of social identification
and self-categorization prevails may improve educators’
understanding of how best to facilitate such sessions
and avoid potential issues relating to the creation of in-
groups and out-groups. This work would likely have rele-
vance for training beyond game-based discussion groups.
Lastly, the hypothesis that using story cards successfully
created cognitive and emotional distance and mitigated
the threat to self-identity, thus facilitating participation in
the session is a potentially useful concept which merits
further exploration.

Conclusion

PlayDecide: Teamwork is an educational intervention
designed to raise awareness around workplace bully-
ing and harassment behaviours which we have shown to
be acceptable to junior doctors and their trainers in the
acute hospital setting. We have also shown that most
participants found it to be an effective intervention to
raise awareness about this issue, and to a lesser extent
the support services that are available. To the best of our
knowledge, it is the first intervention of its kind aimed
at addressing WBH in an acute hospital setting, and the
first designed specifically for junior medical trainees.
Strengths of the intervention include engagement with
key stakeholders including interns, and involvement of a
multi-disciplinary team to develop realistic story cards,
which may have helped create cognitive and emotional
distance, allowing for free discussion without a need to
disclose individual experiences. The intervention also
may have benefitted from strong group identification
among participants. Strong group identification may also
negatively impact trainees’ perceptions, e.g., due to the
creation of in and out groups; although this was beyond
the scope of this study, it is a question which merits fur-
ther exploration. The open, peer-led nature of the discus-
sion groups and time pressures may have prevented all
material from being covered in detail, in particular, infor-
mation relating to support services. Further research is
needed to explore whether such interventions impact
behaviour and drive organisational change, and to build
an evidence base for solutions to the highly prevalent
problem of workplace bullying and harassment.
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