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Abstract

Background Emergency medicine residents are expected
to master 6 competencies that include clinical and
leadership skills. To date, studies have focused primarily on
teaching strategies, for example, what attending physicians
should do to help residents learn. Residents’ own
contributions to the learning process remain largely
unexplored. The purpose of this study was to explore what
emergency medicine residents believe helps them learn the
skills required for practice in the emergency department.

Methods This qualitative study used semistructured
interviews with emergency medicine residents at a major
academic medical center. Twelve residents participated,
and 11 additional residents formed a validation group. We
used phenomenologic techniques to guide the data
analysis and techniques such as triangulation and
member checks to ensure the validity of the findings.

Results We found major differences in the strategies
residents used to learn clinical versus leadership skills.

Clinical skill learning was approached with rigor and
involved a large number of other physicians, while
leadership skill learning was unplanned and largely relied
on nursing personnel. In addition, with each type of skills,
different aspects of the residents’ personalities,
motivation, and past nonclinical experiences supported
or challenged their learning process.

Conclusion The approaches to learning leadership skills
are not well developed among emergency medicine
residents and result in a narrow perspective on
leadership. This may be because of the lack of formal
leadership training in medical school and residency, or it
may reflect assumptions regarding how leadership skills
develop. Substantial opportunity exists for enhancing
emergency medicine residents’ learning of leadership
skills as well as the teaching of these skills by the
attending physicians and nurses who facilitate their
learning.

Editor’s Note: The online version of this article contains the
interview guide used in this study.

Ellen F. Goldman, EdD, is Assistant Professor of Human and Organizational
Learning at George Washington University Graduate School of Education and
Human Development; Margaret M. Plack, PT, EdD, is Interim Senior Associate
Dean and Associate Professor of Health Care Sciences at George Washington
University School of Medicine and Health Sciences; Colleen N. Roche, MD, is
Assistant Professor of Emergency Medicine at George Washington University
School of Medicine and Health Sciences; Jeffrey P. Smith, MD, MPH, is
Associate Professor of Emergency Medicine at George Washington University
School of Medicine and Health Sciences; and Catherine L. Turley, EdD,
RT(R)(T)ARPT, is Assistant Professor of Clinical Management and Leadership at
George Washington University School of Medicine and Health Sciences.

Funding: The authors report no external funding source.

Corresponding author: Ellen F. Goldman, EdD, George Washington University,
2134 G Street, NW, Room 218, Washington, DC 20052, 202.994.1531,
egoldman@gwu.edu

Received September 23, 2010; revision received February 22, 2011; accepted
February 24, 2011.

DOI: http://dx.doi.org/10.4300/JGME-D-10-00193.1

320 Journal of Graduate Medical Education, September 2011

Background

The Accreditation Council for Graduate Medical Education
(ACGME) identifies 6 competencies for emergency
medicine (EM) residents. In addition to clinical skills, 5
areas (patient care, practice-based learning and
improvement, interpersonal and communication skills,
professionalism, and systems-based practice) include
leadership requirements such as decision making, effective
communication, collaboration, and team leadership.!
Emergency departments (EDs) provide mixed conditions
for mastering clinical and leadership competencies. The ED is a
rich learning environment because of the volume and variety of
undifferentiated patients and many experienced professionals
from whom to learn.>* At the same time, learning may be
challenging owing to the unpredictable workload, limited time
for high-quality discussions, and frequent interruptions.>*
Research on how EM residents acquire clinical and
leadership skills is limited. Studies have focused on clinical
skill teaching by EM physicians and often include residents
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in many specialties and medical students, making it difficult
to draw conclusions regarding EM residents’ learning.>*~”
Consistent with the apprenticeship perspective of teaching,
studies recommend that faculty plan teaching sessions and
be positive about teaching and also tailor teaching to the
learner’s abilities, with some challenge and feedback.>*¢
Apprenticeship teaching also ignores the contemporary view
that learning is optimal when the learner is performing tasks
in different contexts and interacts with many diverse
individuals.”'! Recent challenges to medical education call
for pedagogies that encourage learners’ own discovery,
promote dialogue, and involve reflection.'* This study
reports on specific learning experiences and practices that
EM residents perceive as helping them gain the skills they
believe are required to practice in the ED.

Methods

We used qualitative phenomenologic interview methods to
gain insight into the residents’ perspectives of their learning
process in the ED." The research team included 3
nonphysician educators (E.F.G., C.L.T., M.M.P.) and 2 EM
physicians (C.N.R., J.P.S.). The site was an emergency
medicine program at an academic medical center.
Emergency medicine residents rotate through 3 EDs: an
urban hospital seeing greater than 60 000 visits annually
and 2 suburban hospitals seeing from 40 000 to 80 000 visits
annually. Most of the residents’ time is spent in the urban
location with a care team of ED nurses and other
professionals overseen by an attending physician.

Emergency medicine residents were contacted by e-mail
and provided a description of the study at an ED meeting by a
nonphysician educator (E.F.G.). No faculty members were
present. Residents from all 3 years were invited to
participate. Twelve of 27 (44%) volunteered (including
6 second-year, 4 third-year, and 2 fourth-year residents),
consistent with the number of participants recommended for
phenomenologic studies.'® All participants consented to have
their interviews audiotaped and used for research purposes.

Two nonphysician educators (E.F.G., C.L.T.) conducted
individual interviews (60-90 minutes each) in an office
outside the ED. A semistructured interview guide pilot-tested
on 2 EM residents was used"® (provided as online
supplemental material). Questions were provided in advance
to facilitate personal reflection and help focus interview time.
Identification of EM practice requirements and definitions of
learning were left to the participants so as not to bias their
responses. The interview data were deidentified and
transcribed verbatim. The study received Institutional
Review Board approval.

Data analysis was completed by the 3 nonphysician
educators. Phenomenologic techniques guided data
analysis."* Two transcripts were reviewed by the 3
nonphysician educators working collectively to identify and
cluster statements of significance, leading to the creation of
codes. The coding schema was applied to the remaining

transcripts by the 2 nonphysician educators (E.F.G. and
C.L.T. each coding the other’s interviews), while the third
(M.M.P.) checked for coding consistency. Coded statements
were grouped into categories by the 3 nonphysician
educators working collectively. Discussion of category
content led to the identification of themes (ie, learning
triggers, strategies, challenges, supports).!®!! Representative
quotes were identified and the experience summarized. The
2 EM physician team members reviewed the data to ensure
credibility of interpretation. The findings were presented to
EM residents at grand rounds (23 of 27 attended) as a form
of member checks.' Residents provided anonymous written
comments confirming the accuracy of the results.
Additional procedures to ensure trustworthiness included
(1) triangulation of data collection and analysis by using
multiple researchers; (2) purposive sampling for diverse
perspectives; (3) peer debriefing after initial interviews;
(4) peer review of the initial transcripts for evidence of
leading or ignoring participants’ comments; (5) sufficient data
collection to ensure saturation; and (6) use of peer reviewers
and devil’s advocates in code checking and presentation of
findings."* Quotes are provided to allow others to determine
the extent to which the findings are transferable.

Results

The residents distinguished EM from other specialties by its
leadership-related requirements:

In the [ED] environment, many different things can be
coming at you at once—other specialties might have 20
patients on a floor, but they’re dealing with 1 at a time...and
the pace seems to take place over days instead of minutes to
hours....You need to figure out what needs to be done right
away and what can wait 5 minutes or half an hour.

...you can run into roadblocks if you don’t keep check of
your tech, what they’re doing, what you’re ordering, your
nurses, and make sure they are on the same page.

EM residents identified 9 leadership skills for ED practice:
prioritizing, organizing, managing, multitasking,
communicating, decision making, being adaptable, being
assertive, and having emotional resiliency. They indicated
these were the most difficult to learn:

The hardest thing that I've had to learn is leadership in the
ED and managerial skills...because it’s not really explicitly
taught at any point...even though you’re in an environ-
ment where you’re suddenly thrust into the position where
you’re managing people.

Learning Triggers
Learning clinical and leadership skills was initiated by

similar experiences: actual practice, challenging cases,
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TABLE 1 KEY LEARNING STRATEGIES

For Learning Clinical Skills

For Learning Leadership

Practice with deliberation

Trial and error

Observation: the environment, flow; seniors, attending physicians,
consultants

Observation: effective/ineffective multitasking of attending
physicians

Dialogue with attending physicians, consultants

Dialogue with nurses, friends

Eliciting feedback from attending physicians

Eliciting feedback from nurses

peers

Reflection: in and on action by self; with attending physicians, consultants, Reflection: on action by self; with attending physicians,

nurses

Reading texts; web materials

mistakes, and discussion with the attending physician.
Having significant responsibility was key to triggering
residents’ learning; however, the nature of the responsibility
varied. Being forced to specify a treatment plan by oneself
was critical to learning clinical skills:

The best thing is when [the attending does not] give you
the plan and they say, ‘Well, what do you want to do and
why?’...then you have to come up with a plan...if they
disagree with your plan, you explore why they disagree.

In contrast, learning leadership skills was triggered by the
needs of others:

....youwve got 8 or 10 patients and a lot of people asking
you for stuff at the same time...patients who want certain
things...nurses who want certain things; the triage nurse
who wants certain things; the attending physician who
wants certain things; admitting physicians who want
certain things done—and just out of the process of people
being happy or mad at you, you figure out what’s
important to get done.

Learning Strategies

Significant differences were found regarding the strategies
that EM residents used to learn clinical versus leadership
skills. A wide range of strategies were used but executed
differently (TABLE 1). Learning clinical skills was
approached with rigor; involved senior residents, attending
and consulting physicians, and peers; and took place
constantly:

....it’s basically dependent on my intentionality of doing
it...it’s really dependent on how much I put into it or
what I do with the time and experiences I have that will
result in learning...'m the one who has to ask the
questions. 'm the one who has to make the time to read
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about something. I'm the one who has to make sure I'm
teaching the medical students because no one is going to
force me to learn in the ED...the main factor is really self-
motivation.

In contrast, residents identified few intentional instances for
learning leadership skills. Comments indicated that learning
leadership skills was “basically trial and error.” Observation
and reflection were used only with attending physicians:

[You] compare and contrast...who do you want to do
[multitasking] like; who do you not want to do it like.

From reviewing what happened with the attending, we
agreed that the biggest mistake was just not communicat-
ing with the nurses effectively.

Comments revealed nurses to be prime learning facilitators:

Certainly there are some great nurses that 'm able to
dialogue about especially management issues and help me
explain what ’'m doing.

If T made a mistake or did something to interrupt the
flow...I ask if [nursing] would like me to do this
differently...do something differently to help them from
their point of view.

Several residents indicated that as they “moved further
along” they used conversation and introspection to develop
leadership skills. This led to realizations:

[I was] not utilizing the team as much as I could have....[I]
need to be better about communicating with the
staff....learn how to create dialogue.

Unlike clinical skills, no mention was made of accessing
literature to learn about leadership skills.
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TABLE 2

KEY CHALLENGES AND SUPPORTS FOR LEARNING

For Learning Clinical Skills

For Learning Leadership

Challenges

Personal affect Managing emotions

Being calm, assertive, adaptive

Interpersonal relationships
feedback

Attending physician’s lack of interest and/or

Lack of know-how to work with difficult staff
members; being fair

Nature of the environment

Lack of time due to pace

Not understanding the workflow

Supports

Personal affect Self-motivation

Natural personality and skills

Interpersonal relationships

Attending physician’s enthusiasm

Nurses” willing collaboration

Nature of the environment

Variety of expertise available

Past nonmedical experience

Learning Challenges and Supports

Emergency medicine residents identified issues related to
themselves, their relationships with others, and the
environment as challenging and supportive to their learning
(TABLE 2).

Residents reported that it was challenging to learn to
manage their emotions and still perform their work:

You can end up going through some pretty hard emotional
things because you can’t stop doing your job to recover.
You have to continue seeing patients....

Learning leadership skills also required calmness, but in
addition, a change in demeanor:

I had to learn when to be assertive. Especially at the
beginning, I erred too much on the side of not being
assertive enough.

Residents reported that lack of time or feedback from
attending physicians made it challenging to learn clinical

skills:

The biggest challenge because there’s so much going on [is]
to slow down and realize it’s going to take more time but I
need to learn this procedure well—that’s the biggest barrier
to learning.

Lack of education or prior experience in handling difficult
staff members made it challenging to learn leadership skills.
An additional challenge to learning leadership skills was an
incomplete understanding of how things work in the ED:

There’s a flow...You have to know who does what, how to
get things done...That is challenging for anybody coming
in new.

Emergency medicine residents’ clinical learning was largely
supported by self-motivation and facilitated by attending
physicians, while the supports described for learning
leadership skills highlighted nurses as key facilitators and
pointed to EM residents’ reliance on innate abilities and
past work experiences:

I'm efficient by nature. 'm a multitasker by nature.

I was in combat... more intense situations than anything the
ED can throw at me. I led a platoon...so barking orders,
making sure everyone understands is not new to me.

I waited tables...[It’s] very similar to being an EM
doctor...You have people in different stages of their
meals...You need to know who is ready for what—figure
out what happens next and get it done in a timely
fashion...Multitasking is an important skill in both
professions.

In sum, EM residents’ personalities, motivation, and past
experiences challenged and supported their learning clinical
and leadership skills. Physicians also influenced clinical skill
development; nurses aided leadership skill development.

Discussion

The contribution of our study is its assessment of EM
residents’ perceptions of what is important to practice EM
and how those skills are learned. We did not test the
effectiveness of individual learning strategies, but those
mentioned by the residents are consistent with adult-
learning theories®'' that advocate engagement, meaningful
experience, reflective practice, and contextual influences,
and with recommendations for medical education that
include discovery, dialogue with team members, and
ongoing reflection.'?
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One may ask why the perceptions of novice learners
should direct teaching strategies. The answer is simple: If
the learner is not learning, the teaching strategy is not
effective. If attending physicians and others understand how
EM residents learn, teaching strategies can be adjusted to be
more effective.

Our findings indicate that no single teaching strategy is
sufficient for learning EM. Considerable independent action
by the EM residents is required to identify their learning
needs, secure resources, obtain meaningful feedback, and
assess their performance; in other words, they need to be
self-directed learners.!" Emergency medicine residents in this
study used various levels of self-directedness. Exposure to
models of self-directed learning, including clearly defining
responsibilities of teachers and learners, may enhance
learning.

Team and group learning was notably absent from the
residents’ comments. This is surprising given that work in
the ED is done in teams, but it may be because team
concepts are not largely being taught in the medical
curriculum.’ Emergency medicine residents did learn from
different team members, but as a one-to-one occurrence.
This suggests benefit in added education about the
principles of teamwork.'®

Leadership skills generally are not part of the medical
school curriculum,'? and it is not surprising that EM
residents expressed difficulty learning how to lead. What is
surprising is the narrowness of the strategies used to learn
leadership skills. As clinical proficiency is considered
foundational to a physician’s identity,'” EM residents may
be honing their clinical skills first. However, the fact that
few instances of deliberate learning of leadership skills were
identified, combined with the selection of nurses (versus
physicians) with whom to discuss leadership, may indicate
other possibilities. They include the following assumptions:
(1) leadership skills develop over time; (2) leadership is
an unspoken topic, part of the “hidden curriculum”; or
(3) attending physicians are unaware of how to facilitate the
development of leadership skills, perhaps not recognizing
such traits in their own practice and not labeling them as
leadership. Explicit education of attending physicians and
residents in leadership may be needed to promote deliberate
feedback to EM residents about leadership skills. Practices
used in nonclinical environments, including personal plan
identification and implementation followed by coaching
and reflection, should be considered.!®’

The EM residents’ comments reflected a narrow views
of leadership as specific behaviors of being in charge and
managing others (ie, giving direction, multitasking,
prioritizing, and organizing). Little mention was made of
the relational aspects of leadership as a dynamic,
interactive, iterative behavior between individuals and
within teams.'**! Emergency medicine residents’ views of
leadership largely omit the competencies described by the
ACGME regarding effective teamwork and team leadership,
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and openness and responsiveness to feedback from team
members.! Thus, the establishment of a formal curriculum
may be warranted and should include exploration of the full
range of leadership perspectives. An opportunity for
identifying best practices for leadership in the ED may also
be indicated.

Strategies used to teach leadership skills need to take
into account EM residents’ personal traits and past
nonclinical experiences, and allow time for residents to
develop an understanding of the environment in which they
are to lead. Nurses should be formally included in the
training. One study in which nurses provided formal
feedback about residents’ managerial, teamwork, and
communication skills showed significant resident
improvement.*

Limitations of our study include its small convenience
sample, which limits generalizability. Quotations were
provided to enhance transferability, residents from all
3 years were included to obtain diverse perspectives, and
member checks provided additional validation.'

Future studies are needed to confirm the generalizability
and the implications of the results and should address the
effectiveness of specific teaching strategies, teaching in
different levels of EDs, and how more experienced
physicians have learned the requisite skills.

Conclusions

Our study suggests that EM residents use a full range of
adult-learning strategies, yet the strategies and supports for
learning clinical skills are considerably broader and more
deliberate than those for learning leadership skills. There is
much opportunity for enhancing the learning practices
related to leadership among EM residents by including
models of self-directed learning; providing formal training
in leadership and teamwork; focusing feedback on
leadership skills; sharing best practices; and formally
including attending physicians, nurses, and other team
members in the learning process.
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