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What is already known:
e Most anaesthesia trainees work shorter hours and are exposed to fewer cases than was the
case. a generation ago, emphasising the need to learn efficiently from the available caseload.
e Workplace transitions increase trainees’ stress, decrease their ability to learn and are

associated.with actual or potential patient harm.
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o This article identifies cognitive and emotional aspects of transition to a highly specialised
environment that impair trainees’ ability to learn and work effectively, and suggests strategies
to decrease their impact.

¢ We emphasise the educational benefits of helping new trainees to develop appropriate

performance expectations and become useful team members from the start of their rotation.

Abstract

Background. The stresses of starting a new job can make anyone feel tired and inefficient. In health
care, this maysimpair the ability to learn at a time when there is most to learn, and increase the risk of
error in a context Where errors may lead to patient harm.

Aim. To understand issues that influence anaesthesia trainees’ transition to a paediatric setting.
Methods. This gualitative study utilised in-depth semi-structured interviews to gather data from thirty-
one anaesthesia trainees who had commenced work at a tertiary children’s hospital between four and
six weeks previously. Data were examined using thematic analysis.

Results. Twaskey-themes were identified: feeling ineffective, which appeared to have both a cognitive
component (feeling'disoriented) and an emotional component (feeling useless), and feeling anxious or
afraid. Trainees.found the paediatric environment highly unfamiliar, which made them feel disoriented,
inefficient andsattimes incompetent. Many experienced difficulty identifying a useful role in a highly
specialised area of practice, leading to loss of identity as an expert clinician. Many described an ever-
present fear.of making an anaesthetic error or being unable to manage a rapidly evolving clinical
situation. Somestrainees developed a negative mindset, which was reinforced by subsequent
perceived failires. Overall, these experiences impeded trainees’ ability to concentrate and learn.
Conclusions. The impact of disorientation and anxiety on anaesthesia trainees as they adapt to a
highly specialised clinical environment such as a children’s hospital should not be underestimated.
Study findings-illustrate the importance of helping new trainees to feel less afraid, more useful and

more realisti¢ in assessing their own performance during the transition period.

Keywords: education; paediatric anaesthesia; qualitative research; trainee orientation

Learning on the job by working alongside experienced colleagues is an important part of training in
many professions (1). This is particularly so in procedural medical specialities, where transfer of
expertise relies on trainees engaging in supervised clinical practice (2). In anaesthesia, changing
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work practices mean that annual trainee caseloads are falling, emphasising that the greatest possible
benefit must be derived from the available clinical experience by ensuring that trainees are not only

well taught and supervised (3), but that their working environment is conducive to learning (1).

Most trainees gain experience by rotating through different roles in different hospitals, but at a cost:
the transition of trainee doctors to new working environments is stressful (4-7) and seems initially to
impair their performance, as demonstrated by an association between periods of transition and actual
or potential patient harm (8-11). The stresses of transition, and in particular the perception of being
an ineffective'team'member, appear to impair a trainee’s ability to learn (7, 12, 13). Transition may be
even more stressful, if the trainee is also preparing for career-defining examinations (14), or if the new
job entails separation from established support networks, whether by distance or by time spent at
work. Work performance and learning during transition are so closely linked to the ability to adapt to
the peculiarities ©fa new workplace and develop effective relationships with new colleagues that
some have renamed transition a ‘critically intensive learning period’ (9, 15).

The literaturg,regarding transition within anaesthesia is sparse. One study explored the experiences
of overseas-trainedianaesthetists as they acclimatised to practice in the United Kingdom, and showed
that the transition experience was stressful and challenged the doctors’ sense of identity and status
(16). In Australiagafiaesthesia training is a five-year postgraduate qualification, and most trainees
rotate through several different hospitals during this period, but there has been no research
specifically investigating the transition experiences of anaesthetists in training. The primary aim of
this study was*te,understand anaesthesia trainees’ transition experiences in a paediatric setting; the
secondary aim*was to identify issues that influenced their ability to learn and work effectively.

Methods

Theoretical framework

In any research,.setting, the most appropriate method should be chosen to answer the question that
has been posed (17; 18). Our aim was to understand a phenomenon by considering how and why it
occurs. Rather tham choosing a quantitative research method, where the questions we might ask
would begrestricted by our pre-existing knowledge, we chose a qualitative research method that would
give us the best‘ehance of gaining new knowledge (19). Qualitative methods are well suited to
investigating complex human interactions in their natural setting, rather than in an experimental
environment (17, 18, 20), and have been used to investigate aspects of anaesthesia practice,
including medical education (2, 4, 9, 14, 19, 21), expertise (16, 22), communication (2, 23), workplace
stress (7, 24, 25), performance appraisal (22, 26) and patient safety (27).
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Qualitative studies typically involve relatively small numbers of participants, specifically recruited
because of their involvement with the phenomenon of interest (17, 18). The participants’ words are
usually the data, and where possible the words are transcribed without interpretation. The research
team then discuss and interpret the data and seek to identify common themes, drawing upon existing
theoretical'frameworks (18), The sample size may be unknown at the start of a study, which might
continue until'the researchers feel that no new ideas are being generated, a point referred to as
‘thematic saturations(#7, 18, 28). In qualitative research, the interviewer has an active role in
developing rapportwith the participant to facilitate the description of events, rather than being an
impartial observer(28). Researchers should recognise and acknowledge that their perspective may

shape the cof¢lusiens that are drawn from the data (18, 29).

We chose tosonduct individual interviews rather than focus groups, anticipating that issues arising
might be sensitivedWe decided that interviews should be semi-structured, where the researcher uses
open questionsto'guide the participant through the topics of interest, and in-depth, where the
researcher encourages the participant to describe their experiences in detail (17, 28). Data analysis
and collectiommweresto be concurrent, allowing the direction of interviews to evolve to allow
participants to,reflect on what we felt were emerging themes (18).

Setting and patticipants

In Australia, speciality trainees are commonly referred to as ‘registrars’, The setting for the study was
the Departmentiof Anaesthesia in a tertiary children’s hospital, where nine registrars rotate every four
months. Theyare usually in their first or second year of advanced training, which equates to their
third or fourth year of anaesthesia training, but it is usually their first paediatric rotation.

The preferred window for conducting interviews was when registrars had been working in the
Department for between four and six weeks, a time when it was hoped that they had settled in, but the
experiences of transition were still fresh. Every registrar working in the Department at the time of the
study was invitedttoiparticipate. None declined, but some were unavailable in the preferred window.

Data collection

The interviews.took place between February 2013 and May 2014 in a private room in the Department
of Anaesthesia. The interviewer was the principal researcher and first author (PH), an experienced
anaesthetist working in the study setting, who had first-hand knowledge of the setting and the
participants. The goals of the project and aspects of confidentiality were explained to each participant
and informed consent was obtained. All interviews were audio recorded and transcribed verbatim by
the first author, with the exception of names and other identifiers that might compromise privacy and
confidentiality. Interviews ranged in duration from 17 to 42 minutes (median 34 minutes). All

interviews began with the open question: “Many registrars find starting work at this hospital to be
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different to starting other rotations. What has it been like for you?” Follow-up questions were revised

and refined as the interviews progressed (see Table 1).

Insert Table 1 here

Interviews continued until the point of thematic saturation. At this stage, the participants recruited
represented/@ balance of gender and experience, as summarised in Table 2, and data collection
ceased. The'reerditment period spanned four rotations, and 31 of a potential 36 participants were

interviewé&d.

Insert Table 2 here

Data analysis

A thematic analysis of the data was conducted (18). This involved the first author reading and re-
reading all thesdatarand highlighting interesting, compelling, significant and contradictory issues
reported by participants and allocating them a series of simple codes such as ‘effectiveness’, ‘fear’,
‘fatigue’, ‘learning’and so on. Relationships between codes were then identified and explored,
resulting in the development of potential themes and sub-themes (18). Emerging themes were
discussed with senior colleagues within the anaesthetic department, and with the second author, who
had no prior ifvelvement in or knowledge of anaesthesia training. This arrangement allows input from
insiders whosunderstand how their colleagues think, but also anticipates that members of a culture are
often too involved to interpret their culture impartially (26).

Results
Two key themes.relating to the transition experience were identified in this study: feeling ineffective,
which appeared to have both a cognitive component (feeling disoriented) and an emotional

component (feeling.useless), and feeling anxious or afraid. These themes are described in detalil
below andmake use of participant quotes to illustrate key points.

Feeling disoriented.
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Although participants were accustomed to feeling somewhat disoriented at the start of any new
rotation as they mastered the new physical environment and met new colleagues, they reported much
more intense disorientation within the paediatric setting where almost everything was unfamiliar,
including aspects of paediatric medicine and surgery and specific aspects of administering

anaesthesia to children (see Table 3).

Insert Table 3 here

Many participants‘described needing to concentrate on every step of the anaesthesia process in the
paediatric environment, unlike the growing sense of mastery of their profession they had experienced

in previous adult ratations, where much of their work had become effortless and automatic.

Everythingiis so different, the children are so small — initially | was overwhelmed by the
enormity of all these different things bombarding me. If it were just that the airway and the
drips'were harder, it wouldn’t have been such a problem. But trying to distract children and
interactwith their parents while still being able to concentrate on what | was doing — I'm only
startingrtorget a feel for that.

The constant.needto concentrate was very tiring, made them feel inefficient and at times
overwhelmed, and contributed to what many described as a ‘loss of flow’ in their work.

The anneying thing is that because every single thing is new and different, you lose that
feeling’of flow.

Feeling useless

Many participantswere accustomed to feeling increasingly independent and knowledgeable with each
rotation and yearofitraining, whereas in the paediatric environment they found it difficult to identify a
useful role and felt like a junior clinician again. This was keenly felt when they were unable to answer
parents’ questions or when they had difficulty performing routine procedures that they thought they
had mastered.earlier in their training. Some appeared to accept this situation and had pragmatic
expectations.

You come here with less — the amount of knowledge of paediatrics | had coming here was
way lessithan the amount of knowledge of adult anaesthesia | would have going to an adult

hospital. So at the start you will need help, because you don’t know anything.

For others, feeling ineffective appeared disheartening, and seemed to undermine their evolving

identity as an expert clinician.
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I’'m used to being good at things. Things usually come quite easily. So this has been
unsettling. | really had a step back in confidence. It was hard not having people know me

and know what I'm actually capable of.

The configuration of the paediatric anaesthetic team, and in particular being assisted by a highly
experienced‘@naesthesia technologist, served to further reinforce some participants’ sense of
inadequacy.:lnsprevious rotations, participants had often felt more experienced than their anaesthesia
assistantand'would sometimes engage in teaching their assistant; for many, the abrupt reversal of

this dynamic-was.surprising and at times daunting.

One'issueris working out what an anaesthetic tech can do compared to an anaesthetic nurse

— it takes awhile to realize how capable a tech is! They do a brilliant job, and they really help
makeiit safer, considering how new the experience is for us registrars. But it is an extra thing,
to work out your role within the operating theatre.

Some participantsrappeared despondent as they described their perceived loss of status from being a

key member of a clinical team to a more junior member.

| don’t think I've done a single case without someone sneaking around and checking this and

hooking that up —it’s like they’re getting a little kid ready for school!

Some participants became critical not only of their performance, but also of themselves as people.
There was a noticeable shift in language and demeanour from their relatively objective descriptions of
the experience of being disoriented and new, to their emotionally laden descriptions of themselves as

‘worse than everyone else’ or ‘useless’.

It feels.like'I'm starting all over again... | can’t hold airways. | feel like I'm worse than
everyonerelse. I'd forgotten what first year was like — you do a bit of helping while the
consultant runs the anaesthetic. | should just wear a T-shirt that says ‘| AM USELESS’!

Some trainees.had.such a low opinion of their performance during this period that they questioned

their role as a paid member of staff.
Infmy first few weeks, | felt like | was going backwards...I felt useless, like a medical student,

and humiliated... So | was actually worse than a medical student, because | was being PAID

to be useless!
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Feeling anxious or afraid

Many participants described fear of failure in their new role. Many feared being left alone in a
challenging ¢linical situation that they could not manage, and that a child in their care might suffer

harm as a resuilt:

| had been.really scared before coming here — just that awful feeling that something would go
wrong@ andil couldn’t fix it — especially with a small child with an obstructed airway in the
middle.of.the night. In my head, | knew from others that you’re well supported here, but | was

still really anxious about it, especially leading up to my first on call shift.

This fear appearedimore intense in a paediatric setting than an adult setting.

Kids are.scary. You're desperate not to hurt them. Sure, | don’t want to hurt adults either, but
the stakes seem higher with kids. And | thought: Will | have this feeling every day for four

months?

Some participants expressed fear of failing to live up to their own and others’ expectations of them as

relatively senior trainees.

| really was,very stressed in the first week or two. A big part of it was my expectation that |
was'now.in advanced training, and | should be getting this right. But | realize now that | had

no automatic knowledge — | had to think about every step, afraid of getting something wrong.

In some instances,.fear and anxiety contributed to an uneasy, hyper-vigilant state that disrupted

participants’ normal thought patterns and capacity to perform.

| feel'that my skills are all right, but even so, things change so quickly in small babies — it
creates‘amextra level of anxiety, just knowing that | wouldn’t have time to draw anything up or
look anything up if something went wrong. | just stand there worrying, even though I'm with a

consultant.
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Fear and anxiety led some participants to adopt a passive approach to their learning in the operating
theatre.
Early on | was struggling with a toddler’s airway and he went dusky so quickly! | was with a
consultant and everything was all right, but it made me want to stand back rather than try

again.

Many participants reported that the intensity of their fear eased after about two weeks, once they had
managed paediatric-airways under supervision and become more familiar with the new work
environment:“Nevertheless, many described an ongoing level of anxiety that they felt hindered rather

than improvedytheir,performance.

Discussion

This study demonstrates that the transition to an unfamiliar environment presents trainees with many
challenges. The study findings suggest that this may be explained by the cognitive challenges of
working in_a new environment, the importance of feeling valued and genuinely useful and the effects
that anxiety andifear may have on learning and performance. Understanding these factors and their

causes may-highlight areas where improvements might be made.

Cognitive challenges of transition

Many participantsidescribed needing to concentrate on aspects of their work that had become
automatic ingprevious rotations. This not only made them feel tired and inefficient, but also made it
difficult to payattention to anything other than the immediate task at hand, including engaging with
their patient,glistening to a supervisor who might be trying to teach them or responding to a subtle

change in their. patient’s condition.

Being new appears.to have an impact on patient safety. The simultaneous changeover of large
cohorts of trainees in teaching hospitals at the start of an academic year reduces both the overall
level of clinical experience and the overall level of familiarity with the hospital environment, and is
associated'with increased patient mortality (10). A study of care provided by anaesthesia trainees
found that the ratesof undesirable events was increased at the start of the academic year irrespective
of the clinical experience of the trainee, suggesting that unfamiliarity with the new workplace was a
significant factor (11). These issues are likely to be particularly relevant to a highly unfamiliar

workplace, such as a children’s hospital.
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The amount of new information in a new workplace can be overwhelming until a trainee learns to
identify the issues that most significantly influence decisions, sometimes referred to as ‘heuristics’
(30). Teaching new trainees to function effectively is likely to hasten this process and transform a
transition from a threat to a learning opportunity (31). Current trainees may be a ready source of
heuristic suggestions (4), as a novice often struggles with aspects of a workplace that an expert no
longer considers unusual (32). Programs to teach junior doctors about their new workplace, including
a period of shadowing the outgoing doctor, have become mandatory in the United Kingdom (33).
Graduates of such programs have reported fewer critical incidents during their first months of practice,
although 'ebjective‘evidence of improved performance is lacking (6, 31, 34).

Emotional challenges of transition

Feeling useful,seems to help trainees in any discipline to learn effectively (13, 35). Many participants
in this study commented that they had become accustomed to feeling useful and practising
anaesthesia'with increasing independence, whereas in the paediatric environment they needed
assistance in‘almost every aspect of their work, which made them feel redundant. Many commented
that they feltlike junior trainees again, and rarely if ever experienced the feelings of expertise that had
been part of theirevolving identity as a medical specialist.

Participants appeared to respond to this change in a variety of ways. Some seemed to accept this as
an understandable aspect of transition, but others felt frustrated and disheartened that for the first
time in their career, they were not performing well. Some adopted low expectations for themselves,
describing theirrole as an assistant or an observer rather than as a clinician taking responsibility for
patient care.sOthers became highly self-critical, describing themselves as ‘useless’ or ‘worse than
useless’ and citing difficulties with clinical skills as evidence of their uselessness. Some appeared
preoccupied with their perceived failure to perform a certain skill, consistent with the observation in
social psychelegysthat individuals who experience failure in a task that defines their professional
identity tend 46 remain preoccupied with the failure until they succeed at it or another identity-defining

task (36). Onee.amnegative mindset was entrenched, it seemed difficult to transcend.

Participants who felt useless also described losing confidence. Studies of sporting performance
suggest thatfconfidénce is not a global personality trait; rather, it describes an attitude to a specific
task, derived.from.interpretation of past experiences with the task, its perceived difficulty, the degree
of assistance required and observations of others attempting the same task (37). Supervisors might
help trainees to gain confidence by encouraging them to discuss their experiences with their peers,
adopt realistic goals and interpret their performance less critically. Designing a workplace curriculum
that gives new trainees responsibility for small but important tasks and builds their role throughout the
term is likely to help them gain confidence, learn effectively and avoid the trap of feeling useless (1,
35).
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The effect of fear and anxiety on learning and performance

Fear describes a distressing response to danger; anxiety describes a similar response when no overt
danger is present (38). Many participants described fear of failing to perform at the level expected of
an advanced trainee, and some remained anxious and excessively vigilant throughout relatively
simple cases. Educational research suggests that to learn optimally, a trainee should participate
actively in‘complexexperiences in a state of relaxed alertness, where they are emotionally engaged
and ready for new challenges without becoming overly anxious and fearful (29, 39). A degree of fear
might increasesthe metivation to learn, but intense fear and anxiety are thought to impede learning,
particularly the"ability to process complex tasks (39-41). For some patrticipants in this study, the fear
of getting something wrong was debilitating and led them to adopt a passive observational approach,

rather than learn through participation in authentic clinical activities (1, 7, 35).

Research into'the relationship between fear and athletic performance may provide further insights for
supervisors ofimedical trainees. Fear of a stressful event does not simply dissipate with repetition,
suggesting a‘rolefor supervisors in helping trainees to manage fear (42); yet no clear relationship
exists between,fear of failure and perceived competence (43), suggesting that supervisors may not
reliably identifyswhich trainees are the most fearful. Furthermore, the psychological and physiological
arousal that precedes a challenging task is interpreted by some as fear that impairs their ability to
execute a skill.and by others as excited readiness that improves their performance (37, 40),
suggesting that'supervisors may find it difficult to predict which situations elicit fear in a particular

trainee. If anxiety and fear are to be addressed, it seems wise to do so with all trainees.

Transformative’Learning Theory (‘TLT’) provides a framework to help supervisors understand their
trainees’ transition experiences. TLT proposes that different people develop different belief systems
about why things happen, which shape the way that subsequent events are interpreted (44). The
starting pointfortransformative learning is a disruption to these belief systems. In this study, some
participants appeated to believe that they should be mature, knowledgeable and capable, but instead
found themselvesfeeling frustrated, inexperienced and less capable in the paediatric setting. This
situation is deseribed in TLT as a ‘disorienting dilemma’, and typically leads to self-criticism and low
self-esteem until learners recognise that others are facing or have overcome similar difficulties,
engage in cfitical reflection, move beyond their previous assumptions and explore other ways to
approach their.situation (44). TLT implies that supervisors can help trainees to resolve the various
disorienting dilemmas they encounter during transition in a positive manner, improving their capacity

to learn and work effectively.

Strengths and limitations
To our knowledge, this is the first study providing an in-depth view of anaesthetic trainees’
experiences of transition. Although the study was limited to one clinical organisation in Australia, we

believe the findings resonate broadly with transition experiences within anaesthesia, emergency
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medicine and speciality surgical training, where individuals trained in aspects of adult medicine begin
work in paediatric settings. In addition, the team approach to analysing data, involving those with
insider and outsider positions relative to the setting, the participants and the phenomenon under

exploration, has enhanced the analytical rigour and increased the credibility of the findings.

Choosing ‘an interviewer known to the participants can be viewed as both a weakness and a strength
of this study/ The'interviewer was not independent of the participants’ training and supervision, and it
is possible thatthis-may have influenced the nature of the responses. It is also possible that the
existing relationship between the interviewer and the participants enhanced the ability to explore
emotionally sensitive issues in depth.

Future directions and implications for practice

In this study, we have identified themes relevant to new trainees’ ability to learn and work effectively
and made empifieal' suggestions that might improve their learning environment. Future studies might
investigate pessible associations between these themes and trainee factors, such as age and
previous anaesthesia experience. Other studies might investigate whether implementing our
suggestions ¢an be shown to improve trainee learning and performance and further explore the

relationship between trainee performance and patient safety.

Disclosures:

The Royal Children’s Hospital ethics committee approved the study proposal (ref 33058A).

This research was carried out without funding.

No conflicts of interest declared.

The authors wishitoi thank Geoff Frawley (anaesthetist) and David Amor (geneticist) for reviewing the

proposal, themes and manuscript.

This article is protected by copyright. All rights reserved



13

References

1. Billett S. Toward a Workplace Pedagogy: Guidance, Participation and Engagement.
Adult Education'Quarterly. 2002;53(27).

2. Illing JC, Morrow GM, nee Kergon CRR, Burford BC, Baldauf BK, Davies CL, et al.
Perceptionssof:dkK medical graduates’ preparedness for practice: A multi-centre qualitative
study reflecting:the importance of learning on the job. BMC medical education.
2013;13(1):34.

3. Greaves ID. Training time and consultant practice. British journal of anaesthesia.
2005;95(5):581-3.

4, Bogg J, Gibbs T, Bundred P. Training, job demands and mental health of pre-
registration house officers. Medical education. 2001;35(6):590-5.

5. BrowndM; Ryland |, Shaw N, Graham D. Working as a newly appointed consultant: a
study into the transition from specialist registrar. British journal of hospital medicine
(London, England: 2005). 2009;70(7):410-4.

6. Cameron A, Millar J, Szmidt N, Hanlon K, Cleland J. Can new doctors be prepared for
practice? Arreview. The clinical teacher. 2014;11(3):188-92.

7. Brenmam:N, Corrigan O, Allard J, Archer J, Barnes R, Bleakley A, et al. The transition
from medicalsstudent to junior doctor: today’s experiences of Tomorrow’s Doctors. Medical
educations2010;44(5):449-58.

8. Wilson'DG, McArtney R, Newcombe RG, McArtney R, Gracie J, Kirk C, et al.
Medication errors in paediatric practice: insights from a continuous quality improvement

approach. European journal of pediatrics. 1998;157(9):769-74.

This article is protected by copyright. All rights reserved



14

9. Kilminster S, Zukas M, Quinton N, Roberts T. Preparedness is not enough:
understanding transitions as critically intensive learning periods. Medical education.
2011;45(10):1006-15.

10. Young JQ, Ranji SR, Wachter RM, Lee CM, Niehaus B, Auerbach AD. “July effect”:
impact of the academic year-end changeover on patient outcomes: a systematic review.
Annals of internal medicine. 2011;155(5):309-15.

11. Haller.G;:Myles PS, Taffé P, Perneger TV, Wu CL. Rate of undesirable events at
beginning ofiacademic year: retrospective cohort study. Bmj. 2009;339.

12. DuchscherJEB. Transition shock: the initial stage of role adaptation for newly
graduated Registered Nurses. Journal of advanced nursing. 2009;65(5):1103-13.

13. Worley P,/Prideaux D, Strasser R, Magarey A, March R. Empirical evidence for
symbiotic medical education: a comparative analysis of community and tertiary-based
programmes. Medical education. 2006;40(2):109-16.

14, Weller JM, Henning M, Butler R, Thompson A. The impact of the Australian and New
Zealand College of Anaesthetists' specialist examinations on trainee learning and wellbeing:
a qualitative study. Anaesth Intensive Care. 2014;42(6):736-44.

15. Holmboe E, Ginsburg S, Bernabeo E. The rotational approach to medical education:
time to confrent'our assumptions? Medical education. 2011;45(1):69-80.

16. Snelgrove H, Kuybida Y, Fleet M, McAnulty G. “That’s your patient. There’s your
ventilator”zexploring induction to work experiences in a group of non-UK EEA trained
anaesthetists.in.a London hospital: a qualitative study. BMC medical education.
2015;15(1):50.

17. Shelton"C;"'Smith A, Mort M. Opening up the black box: an introduction to qualitative
research"methods in anaesthesia. Anaesthesia. 2014;69(3):270-80.

18. Watling CJ, Lingard L. Grounded theory in medical education research: AMEE Guide
No. 70. Medical teacher. 2012;34(10):850-61.

19. LarssondgHolmstrom |, Lindberg E, Rosengvist U. Trainee anaesthetists understand
their workuin,different ways: implications for specialist education. British journal of
anaesthesia. 2004;92(3):381-7.

20. Pope C, Mays N. Reaching the parts other methods cannot reach: an introduction to
gualitative methods in health and health services research. BMJ: British Medical Journal.

1995;311(6996):42.

This article is protected by copyright. All rights reserved



15

21. Pope C, Smith A, Goodwin D, Mort M. Passing on tacit knowledge in anaesthesia: a
qualitative study. Medical education. 2003;37(7):650-5.

22. Larsson J, Holmstrom IK. How excellent anaesthetists perform in the operating
theatre: a qualitative study on non-technical skills. British journal of anaesthesia.
2012:aes359.

23. Smith AF, Pope C, Goodwin D, Mort M. Communication between anesthesiologists,
patients@ngdstheanesthesia team: a descriptive study of induction and emergence. Canadian
Journal of Anesthesia. 2005;52(9):915-20.

24. Largson J,'Sanner M. Doing a good job and getting something good out of it: on stress
and well-being in anaesthesia. British journal of anaesthesia. 2010;105(1):34-7.

25. Larsson J/Rosenqvist U, Holmstrom I. Enjoying work or burdened by it? How
anaesthetists experience and handle difficulties at work: a qualitative studyT. British journal
of anaesthesia.”2007;99(4):493-9.

26. Castanelli D, Kitto S. Perceptions, attitudes, and beliefs of staff anaesthetists related
to multi-source feedback used for their performance appraisal. British journal of
anaesthesia.,2011;107(3):372-7.

27. Smith AF,"Mort M, Goodwin D, Pope C. Making monitoring ‘work’: human—machine
interaction andsPatient safety in anaesthesia. Anaesthesia. 2003;58(11):1070-8.

28. DiCicco-Bloom B, Crabtree BF. The qualitative research interview. Medical education.
2006;40(4):314-21.

29. GordonJA. As accessible as a book on a library shelf: the imperative of routine
simulation in modern health care. CHEST Journal. 2012;141(1):12-6.

30. Wegwarth'O, Gaissmaier W, Gigerenzer G. Smart strategies for doctors and
doctors-iA=training: heuristics in medicine. Medical education. 2009;43(8):721-8.

31. Teunissen PW, Westerman M. Opportunity or threat: the ambiguity of the
consequences of transitions in medical education. Medical education. 2011;45(1):51-9.

32. Kneebone'R. Perspective: simulation and transformational change: the paradox of
expertise."Academic medicine. 2009;84(7):954-7.

33. Berridge E-J, Freeth D, Sharpe J, Roberts CM. Bridging the gap: supporting the
transition from medical student to practising doctor—a two-week preparation programme

after graduation. Medical teacher. 2007;29(2-3):119-27.

This article is protected by copyright. All rights reserved



16

34, Blencowe NS, Van Hamel C, Bethune R, Aspinall R. ‘From scared to prepared’:
targeted structured induction training during the transition from medical school to
foundation doctor. Perspectives on medical education. 2015;4(2):90-2.

35. Lave J, Wenger E. Communities of practice. Retrieved June. 1998;9:2008.

36. Brunstein JC, Gollwitzer PM. Effects of failure on subsequent performance: the
importance of self-defining goals. Journal of personality and social psychology.
1996;70(2):395=

37. Feltz BL::Self-confidence and sports performance. studies. 2007;33(41):50-66.
38. Steimer T. The biology of fear-and anxiety-related behaviors. Dialogues in clinical
neuroscience. 2002;4:231-50.

39. Rodgers DL. High-fidelity patient simulation: a descriptive white paper report.
Healthcare'Simulation Strategies. 2007;10(4):68-77.

40. Posner J, Russell JA, Peterson BS. The circumplex model of affect: An integrative
approach to affective neuroscience, cognitive development, and psychopathology.
Development andypsychopathology. 2005;17(03):715-34.

41. Eysenck MW, Derakshan N, Santos R, Calvo MG. Anxiety and cognitive performance:
attentional control theory. Emotion. 2007;7(2):336.

42. Fenz WD; Jones BG. Individual differences in physiologic arousal and performance in
sport parachutists. Psychosomatic Medicine. 1972;34(1):1-8.

43, Conroy DE, Willow JP, Metzler JN. Multidimensional fear of failure measurement:
The performance failure appraisal inventory. Journal of applied sport psychology.
2002;14(2):76-90.

44, Kitchenham A. The evolution of John Mezirow's transformative learning theory.

Journal 6ftransformative education. 2008;6(2):104-23.

This article is protected by copyright. All rights reserved



Table 1: Interview plan
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Opening question:

“Many registrarsfind starting work at RCH to be different to starting other rotations.
What has it been like for you?”

Topics to be explored by follow-up questions:
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o The physical environment, including hospital layout and systems

e The clinical environment, including age and co-morbidities of patient population
e Technical skills

o Working with anaesthesia technicians rather than anaesthetic nurses

o Emotional challenges of dealing with sick children and their families

e Perceived pressure to behave in a certain way or perform at a certain level.

Table 2: Participant details

Median age 'of participants (years) 29 (range 27-44)
Gender of participants 15 male, 16 female
Median year of anaesthetic training Advanced Training year 1 (AT1 n=24, AT2 n=7)

Table 3: Unfamiliar aspects of the paediatric environment , as identified by participants

Aspects of paediatric medicine and surgery

e Interacting with children
¢ Interacting'with parents

e Paediatric conditions and operations (especially those with eponymous names)

This article is protected by copyright. All rights reserved




