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Abstract

Introduction: Clinical supervisors allow trainees to fail during clinical situations when

trainee learning outweighs concerns for patient safety. Trainees perceive failure as

both educationally valuable and emotionally draining; however, the nuance of super-

vised failures has not been researched from the trainee perspective. This study

explored trainees' awareness and their experience of failure and allowed failure to

understand those events in-depth.

Methods: We interviewed 15 postgraduate trainees from nine teaching sites in

Europe and Canada. Participants were a purposive sample, representing 1–10 years

of clinical training in various specialties. Consistent with constructivist grounded the-

ory, data collection and analysis were iterative, supporting theoretical sampling to

explore themes.

Results: Trainees reported that failure was a common, valuable, and emotional expe-

rience. They perceived that supervisors allowed failure, but they reported never hav-

ing it explicitly confirmed or discussed. Therefore, trainees tried to make sense of

these events on their own. If they interpreted a failure as allowed by the supervisor,

trainees sought to ascertain supervisory intentions. They described situations where

they judged supervisor's intentions to be constructive or destructive.

Discussion: Our results confirm that trainees perceive their failures as valuable learn-

ing opportunities. In the absence of explicit conversations with supervisors, trainees

tried to make sense of failures themselves. When trainees judge that they have been

allowed to fail, their interpretation of the event is coloured by their attribution of

supervisor intentions. Perceived intentions might impact the educational benefit of

the experience. In order to support trainees' sense-making, we suggest that supervi-

sory conversations during and after failure events should use more explicit language

to discuss failures and explain supervisory intentions.

1 | INTRODUCTION

Clinical workplace-based training is designed to put trainees at the

limits of their competence to refine their abilities.1–3 Supervisors work

to balance patient safety and trainee learning,4–7 so that both goals

can be achieved. Complicating this balance, however, is the reality of

trainee failure. Working at the edge of their abilities, trainees will

inevitably fail. Trainee failure has implications for patient care: It may

lead to negligible effects on patients, or carry risk for serious harm.8,9

The literature reports trainee failure due to lack of experience in a

broad range of different clinical situations, potentially endangering

patient safety.10–16 Failure also has implications for trainees: It can

promote learning,10–16 but it can also trigger sentinel emotional

events.17–19 A recent review reported that direct study of allowed
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failure in healthcare has been limited,20 but related work has estab-

lished how and what residents learn from the clinical errors they

make,10,11,15,21 the ongoing impact of residents' errors on their behav-

iour and well-being, and the importance of failure for developing

recovery strategies.13,22

Clinical supervision is essential to balancing the risks and benefits

of trainee failures. With a trusting relationship between supervisor

and trainee, trainees are more likely to admit their failures and super-

visors are more likely to give trainees the autonomy they need to

stretch themselves.23–25 How supervisors respond to trainee failures

can either mitigate or intensify emotional consequences such as guilt

and shame12,17 and has implications for progression, as supervisors

judge whether to entrust the trainee in the current, and future, clinical

situations. Such judgements are a dynamic supervisory process26,27

that requires evidence not only that the trainee is competent to per-

form independently, but also that they have an awareness of their

own limits and a likelihood of asking for help when they need

it.6,26,28–30 In addition to such trainee dependent factors shaping

entrustment decisions, other factors such as contextual circumstances

and the acquaintance and relationship of the supervisor and the

trainee also play a critical role.23–26,31

Into this rich scholarly conversation about trainee failure, clinical

supervision, and entrustment decisions, recent studies added the

insight that supervisors sometimes strategically allow failure when

they judge that it would support training learning.32,33 Based on inter-

views with clinical supervisors, the phenomenon of allowing failure

was defined as a situation in which, “while supervising a trainee's clini-

cal performance, the supervisor, influenced by both intuition and a

non-linear interplay of different factors, detects an imminent trainee

mistake, has the opportunity to intervene but chooses not to do so,

because the educational gain for the trainee is perceived to outweigh

the (potential) consequences for the patient.”32,33 This exploration of

allowing supervisors decide to allow failure suggested a complex bal-

ancing act in which they weigh threats to patient safety against bene-

fits to trainee learning, seeking to minimise the former and maximise

the latter.33 What remains unknown is trainees' perceptions of

allowed failure for learning. Therefore, this study aimed to explore

whether trainees understand that supervisors allow them to fail, and

how they experience such situations. Integrating trainee perspectives

is necessary to refine our understanding of this educational phenome-

non, and to support critical discussion of this supervisory strategy in

the medical education community.

2 | METHODS

2.1 | Design

Because we view allowing failure as social interaction, we used con-

structivist grounded theory methodology.34 After Charmaz, our work

was informed by sensitising concepts, “those background ideas that

inform the overall research problem” in a constructivist approach.35

Sensitising concepts derived from our previous research influenced

data collection and analysis. In particular, the supervisory decision

model of when, why and how to allow failure and the factors consid-

ered by supervisors provided a starting point for building analysis and

offered us a preliminary way of seeing, organising, and understanding

our recent participants' experiences.32,33 At the same time, however,

we upheld the central grounded theory principle of attending to

inductively identified themes; our analysis did not seek to confirm this

preliminary conceptualization but rather to elaborate, refine and, as

necessary, challenge it.36,37 Swissethics (EKOS) waived the need for a

detailed ethics approval (Req-2018-00437), whereas the human

research ethics of the Western University, Canada (WesternREM)

approved the study. The exploration adhered to the tenets of the

Declaration of Helsinki.

2.2 | Sampling strategy, setting, and data collection

Given the potentially sensitive nature of the research questions, we

conducted individual interviews.38 The interview protocol was

designed with two anticipated challenges in mind: trainees' reluctance

to discuss failures generally and their lack of awareness of allowed

failure specifically. To ease in and build rapport,39 the interview proto-

col began with questions about learning from failure in their personal

lives before asking about learning from failure in clinical training. The

first three interviews demonstrated that participants felt more com-

fortable talking about professional failure than expected, so we

dropped the easing-in questions regarding failure in their personal

lives. After asking about their experiences of learning from clinical fail-

ure, we presented participants with scenarios of allowing failure in

clinical training as a clinical vignette; this strategy was intended to

deepen the interview conversations in the case that participants were

not familiar or confident enough to talk about allowing failure in their

own clinical training.40,41 Each participant considered two vignettes

emerged from our previous interview study with supervisors42: Two

examples from a surgical supervisor were presented to surgical partici-

pants (including general surgery, paediatric surgery, orthopaedic sur-

gery, urology) and two examples from two internal medicine

specialists were presented to participants from other specialties

(including internal medicine, anaesthesia, intensive care). We pilot

tested the interview guide with two residents (P1, P2), which we

included in the dataset because of the richness of their perceptions.

Vignettes are available in Table S1.

We recruited participants from a range of clinical specialties in

different countries, guided by a combined purposeful and convenient

selection strategy. We began interviewing senior trainees because we

imagined they might view the issue of allowed failure from the per-

spectives of both being supervised and providing supervision to more

junior team members. Early interviews were conducted with surgical

trainees, as JK's surgical training experiences supported rapport-

building with these participants. As sampling continued, we expanded

to include trainees in various training years and different specialties.

In general, we expected that awareness and experience of allowed

failure might vary according to the specialty culture and the nature of

2 KLASEN ET AL.
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supervisory relationships in a specialty, such as close observation of

technical performance in surgery; therefore we included surgery,

gynaecology, urology, paediatrics and paediatric surgery, anaesthesiol-

ogy and intensive-care, and internal medicine.43 Late in the sampling,

we purposively selected participants with formal medical education

training (e.g., PhD candidate of Medical Education) to explore how

such expertise might influence perceptions. In the end, we had

recruited 17 participants, but reached sampling sufficiency44 with

15 interviews, including trainees with 2–10 years training experience

from Switzerland, Germany, the United Kingdom, and Canada.

JK knew most of the participants before the interview but did not

have a current hierarchical relationship with the trainees in order to

avoid professional conflict. She invited possible participants via per-

sonal request (message or in person) to a voluntary interview. With

the invitation to the study, JK sent a brief introduction about learning

from failure and the strategy of allowing failure in other educational

settings. All 17 invited individuals agreed to voluntarily participate in

the study, and provided informed consent. The interviews lasted

between 44 and 70 minutes, were audio-recorded and transcribed

verbatim with identifying details anonymised. Thirteen interviews

were conducted in English with native and non-native speakers; two

were conducted in German for the participants' convenience and

translated professionally afterwards.

2.3 | Data analysis and research team

As constructivist researchers, the research team acknowledges that

our orientations shape the work. The international team consisted of

three PhD-trained medical education researchers (PT, ED, LL) and one

PhD candidate (JK); two team members were clinicians with experi-

ence as both trainees and supervisors in surgery (JK) and obstetrics/

gynaecology (PT). We performed an analysis of the interview data

iteratively and collaboratively. JK read all anonymised transcripts and

developed the initial codes while sharing selected transcripts and the

code book with PT, ED, and LL. In regular meetings, two researchers

(JK and LL) discussed the transcripts and the list of initial codes, refin-

ing and elaborating as new transcripts were added, using a constant

comparative approach. This early analysis iteratively informed the

interview guide and participant selection for upcoming interviews

through theoretical sampling to refine insights into recurring themes.

Our analysis was informed by the concepts from our previous inter-

view study with supervisors, particularly the role of patient, trainee,

supervisor, and environment factors on allowed failure. However, we

emphasised the inductive identification of patterns in the trainee

data.35 JK used Quirkos software 2.3.1 for data management and cre-

ative visual representation of our evolving conceptual understandings.

3 | RESULTS

Three main insights were identified by our analysis. First, trainees

acknowledged failure as an opportunity for learning but were

challenged by strong emotions and personal distress that can

accompany these experiences. Second, participants perceived that

their supervisors had allowed them to fail but reflected that the

allowed failure had not been made explicit. Rather, post-failure dis-

cussion with supervisors, typically focused on the mechanism and

potential response, with no discussion of the supervisor's decision

to allow the failure. Last, the outcome of allowed failures

depended on trainees' sense-making, in that their interpretations of

supervisor intentions and patient risks had a perceived impact on

learning.

3.1 | Failures are common and emotional learning
opportunities

Participants reported that failure was a common, valuable, and emo-

tional experience during training. Many believed “you have to learn by

failure” (P10), viewing it as unavoidable. Others saw failure as valuable

because “when I fail, I know my limit, and I know where I should

improve”. (P12) Learning from failure was perceived to be enhanced

by the sense of “responsibility that every physician feels for the

patient and for the mistakes they make” (P1). With responsibility,

however, came difficult emotions. Trainees shared that they felt “bad
and guilty and angry and … shame” (P1), “disappointed” (P5) and “anx-
ious” (P5), “horrible” (P15), and “guilty” (P4), when it came to failure.

These emotions persisted: some participants “felt bad about it for, I

don't know, quite a long time. I don't know, a couple of weeks, proba-

bly, a month, yeah, a month” (P2).
When trainees reflected on what happened after a failure event,

they emphasised the emotional dimension of the experience. One par-

ticipant explained:

I felt horrible. I felt like I caused this patient's death

directly. And not being able to have that debrief

afterwards to try to go through, okay, let's talk

about it and having that frank discussion. And

there's no closure during that case. So, I don't know

exactly what had happened and what my role in

that case was. (P15)

This participant acknowledged that debriefing might have helped

with the emotions, but was missing. Participants also indicated that

debriefings could intensify the emotional experience if they were per-

ceived to be handled inappropriately: “I felt like I let down the patient

because I did not do what would have made sense. I felt a little, by

the attending, because … he was right, but still, the manner, how he

told me, was not very respectful” (P5). Trainees also shared stories of

blame and shame following failure experiences: “Yeah, I felt bad about

it for, I don't know, quite a long time. I don't know, a couple of weeks,

probably, a month, yeah, a month. … Everybody made fun of me for

weeks, and pointed their fingers, and even had an M&M conference

about it, so people learned from my failure” (P2). Such experiences

were felt to compound the emotional impact of the failure. Coping

KLASEN ET AL. 3
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strategies to deal with these emotional impacts included talking to

“family and friends” (P4, P5), peers, or supervisors.

3.2 | Supervisory communications about failure

Supervisory conversations could be particularly important in such cop-

ing. For instance, one participant reflected surprise at how construc-

tive their supervisor's feedback was, given that the trainee failed:

“Well, the feedback was, in general, that you've got to make the mis-

take before you learn not to do that again … it was quite positive,

which surprised me because I felt really bad about it.” (P10). However,

participants' reflections suggested that such supervisory conversa-

tions about failures and the potential heavy emotions are uncommon.

Trainees reported that their supervisors rarely provided explicit

acknowledgement that an event was a supervised failure, although

they provided feedback on the mechanism and potential response to

failure, but rarely the emotional experience of the trainee. When

supervisors did discuss failure, their feedback was technically focused

and future oriented: they talked about how to fix the failure or how to

prevent it from occurring again. For instance, trainees recalled that

supervisors “just [tell] me what I did wrong, and how to solve it, and

how to do it better next time” (P2), or offer specific advice such as

“how to do it, to find a better angle for the needle, not to give up as

quickly. ….” (P11) Such descriptions suggested that supervisors peri-

odically discuss the “what” of supervised failure, but may not explic-

itly address the “why” it happened.
Recognising failure but rarely having supervisors confirm that a

failure was allowed under supervision, participants tried to make

sense of such events on their own. Below, we offer a model of this

sense-making process (Figure 1). In describing its features, we draw

primarily from participants' reflections on their own failures, but we

also incorporate participants' reflections on the failure vignettes they

considered during the interview where these elaborate our

understanding.

3.3 | Making sense of supervised failures

Trainees described different types of supervised failure. They made a

distinction between unanticipated failures that neither supervisor nor

trainee saw coming and allowed failures that the supervisor antici-

pated and allowed to happen. For instance, trainees recalled situations

where they were not sure about being allowed to fail: “There might

have, it's just that I can't remember or didn't realize it …” (P5). Other

times, participants did not recognise that they might have been

allowed to fail: “I don't remember that there was a situation like this. I

don't think so” (P7) or “But I can't remember a situation when my

supervisor was next to me and just observing my failure” (P3).
Due to the focus of our research study, this paper focuses on

allowed failure that was perceived by trainees. Trying to make sense

of these allowed failures, trainees emphasised the importance of

supervisory intention. Their interpretation of intention influenced

their judgement of the appropriateness of allowed failure as an educa-

tional strategy. It also seemed to influence what—indeed whether—

trainees learned from the allowed failure.

3.3.1 | Recognition

In general, participants recognised allowed failure as a recurring super-

visory strategy. One participant suggested: “I think it happens all the

time. I think, actually, it's vital (P13),” whereas another resident

explained that “I had the feeling that I was allowed to make a mistake

or not to succeed” (P11). They perceived that allowed failure was

more likely in some clinical situations than others and recognised it

especially in technical procedures, suggesting it as a successful teach-

ing method:

I think it's better to use this strategy in practical things

like suturing or preparing punctions and stuff like this

where you have your supervisor who can still tell you,

F IGURE 1 Conceptual sense-making model of supervised allowed failures

4 KLASEN ET AL.
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no, no, like this, this is too dangerous. …. but maybe

when you do something with your hands, it's easier

for a supervisor to let you fail and then explain to

you how to do it right, more than in other depart-

ments maybe. I think this sometimes happens for

suturing. (P3)

Trainees were also allowed to fail in other technical procedures:

“I think that was one of it was the example with the epidural anesthe-

sia where I was allowed to fail. … Yes, in that situation, that specific

situation where everything was prepared, and I was expected to fail, it

wasn't a big deal” (P11). Others described patient management situa-

tions such as “making differential diagnosis with a patient … [where]

the supervisor allowed me to make a failure without any bad effect on

the patient” (P8). One surgical resident described it in detail why they

think “… there's no other way to learn it than by doing it wrong and

then you get better from it” (P2):

Like classicals in surgery, I think. Reducing fractures,

that's a good example. That's a really good way to

practice this, there's no harm for the patient. And, of

course, we all say at the beginning, no matter how

much practice you got or how much theory you have,

in real life, it's always different. There is muscle pulling

the piece apart and you cannot really train this, so

there's no way around it. (P2)

Although they offered many personal examples of allowed failure,

trainees did not experience that supervisors “communicate openly

about it.” (P1). Our data contained no instances in which a participant

reported being told by their supervisor that their failure had been

allowed, yet they perceived situations where they had been allowed

to fail. In the absence of such communication, trainees were left to

interpret the event on their own.

3.3.2 | Interpretation

As participants shared their interpretations of experiences of allowed

failure, they emphasised supervisory intention. Trainees perceived

that intention could be constructive or destructive, and distinguished

between a supervisor who has the “right motivation to offer the

trainee a learning outcome … without endangering the patient”
(P1) and a supervisor who “just wants me to fail. He's just looking for

failure, and he just wants to tell me that I'm a failure” (P3). Their

reflections suggested that they attribute the difference not to the fail-

ure itself, but to the supervisor's behaviour during or following the

failure, whether “they try to teach you by failure … in a nice way or in

a mean way. I think this is for me more the difference [than the ethical

question], how they try to teach you by failure” (P7). Another trainee

described such teaching in detail and what makes the difference: “He

(the supervisor) should be interested in teaching and not in humiliating

the trainee, because it can release a feeling of, he just wants me to

fail. He's just looking for failure, and he just wants to tell me that I'm a

failure” (P3).
Most participants experienced being allowed to fail as construc-

tively motivated by “good supervisors” (P14) who wanted trainees to

learn:

… the best trainers I've worked for have created a psy-

chologically safe space, such that it's not only okay to

fail, but also, it's okay to nearly fail. So, because you

know that if you fail, there won't be blame, it will all be

about learning. Because you know that they'll never

really let you do anything absolutely catastrophic,

there's that safety net, so that even if you do screw up,

it's not going to be a screw up that's going to change

things drastically. (P13)

Trainees characterised the supervisor who constructively allows

failure as “reflective, confident, but still knows [their] own limits” (P1).
They wondered if personality contributed to the decision to allow fail-

ure, as this resident explained:

So, I can imagine that some supervisors, just their per-

sonality type, do not allow for failure of any sort. And

other supervisors are more “skilled,” I would say,

quote/unquote, in knowing which situations they can

let the resident do their thing without much repercus-

sion for the patient if there's a failure. And it could be, I

think, micro failures too. (P15)

Participants emphasised that such supervisors show character in

providing safety both psychologically and technically to support

learning.

While the predominance of examples in our data represented

supervisor intentions as constructive, participants also shared stories

in which they perceived a destructive supervisory intention. These

moments in the interviews were emotionally charged and participants

used stronger language (e.g., “bullying”) then they used in talking

about constructive intention. Participants interpreted destructive

intention when supervisors engaged in “humiliating the trainee” (P3),

and when the supervisory motivation appeared to be “laziness or

indifference towards the patient … or convenience” (P1) rather than a

desire to foster learning. Again, supervisor behaviour signalled inten-

tion according to participants; for instance, if trainees perceived them-

selves to be abandoned during the failure, they interpreted

destructive intention, describing such supervisors as “mean: like they

led you into the situation and they don't help you out of the situation

anymore” (P7). Trainees also considered supervisors' tone and lan-

guage when discerning intention. A surgical resident flagged the prob-

lem with disrespectful dialogue between failed trainee and supervisor:

“I think it makes it worse because as soon as it gets disrespectful or

personal, it's not just your skills on the line, it's yourself and your ego

on the line. I think you get immediately either intimidated or defen-

sive. I think both are very destructive traits in a working environment

KLASEN ET AL. 5
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because it's not about your person, it's just a mistake by not thinking

ahead or not knowing. It's just a very different level, I think” (P5).
This quote illustrates that feedback was seen as crucial in general,

and even more after an allowed failure. The same resident explained

how a supervisor should act after using the strategy of allowing fail-

ure: “… talk afterwards where they explain why they let you fail and

discuss what you learned from it. I think a supervisor who uses a

method like this without explaining or talking afterwards about it

might be harmful” (P5). Trainees' understanding and interpretation of

such events seem to depend on the supervisors' input and delivery

after it.

Trainees' interpretation of supervisor intention appeared to influ-

ence the supervisor-trainee relationship. Attributions of intention

seem particularly impactful on trainees' trust in their supervisors. One

trainee explained that “if I feel like I can trust my trainer and that he

or she trusts me, if I respect them and they treat me with respect, like

a peer, like a colleague, like an adult …” (P13), then trust was pre-

served in spite of the allowed failure. Some trainees also asserted that,

not only was allowed failure not necessarily a threat to trust, it could

strengthen it. As one explained, “if the attending feels like the situa-

tion is under control and has the trust in me that I can fix this, or that

he or she can overtake in time, I think that … sounds like a good

moment to learn.” (P5) Allowed failure can signal “trust in” the

trainees' ability to handle a situation, which can strengthen rather

than erode the supervisory relationship.

3.3.3 | Judgement

Participants saw allowed failure as common and potentially valuable

and appreciated the learning opportunity: “I think in those specific

incidents and specific training situations they are vital to our educa-

tion. So, I think they have a high value, otherwise, it would make

everything harder, and we would not be able to improve” (P12). How-

ever, they did not unequivocally accept it as best practice. Rather,

they suggested that they “would not tend to use this strategy in every

case” and that “there are other methods to learn” (P14).
Even when it was viewed as appropriate, allowed failure was

characterised as a double-edged sword. As one surgical trainee sum-

marised: “I think making mistakes will bring a learner much further

and a lot of learning benefit. But allowing mistakes in itself is still a

taboo. Doing it is a very different thing than talking about it, at least

in medicine nowadays.” (P1) Another admitted that “I think it's good.

My supervisor allows failure, but it's got to be in a certain range” (P2).
The judgement of whether an allowed failure was in the appropriate

“range” included issues of patient safety and ethics. Both in relaying

their own experiences and in discussing the clinical vignettes we pro-

vided, participants emphasised that allowed failure should “… not

[be] endangering the patient's life and not risking serious side effects”
(P2). Where patient safety was not threatened, allowed failure was

viewed as acceptable because “if it doesn't really make a difference

for the patient, it's probably good for the trainee to learn from

because you're never going to forget that if you made a mistake”
(P10).

Participants' reactions to the clinical vignettes shed light on the

roles of personal context and subjectivity in trainees' judgements of

the appropriateness of allowed failure for learning. For instance, the

same vignette could provoke different reactions in participants. For

surgical trainees familiar with bleeding during an appendectomy

(P1, P10), that situation represented a “good moment to learn” (P12).

Others felt differently: “I never had that situation. Interesting. I

wouldn't do it with a trainee, I think. I'm sure it will be a very memora-

ble situation for the trainee. It could also be very frustrating. Difficult.

Difficult” (P8). As such reflections suggest, trainees' judgements of

appropriateness were tied to whether they perceived an allowed fail-

ure as supporting or prohibiting learning.

3.3.4 | Perceived learning

Trainees perceived that allowed failure could have a positive learning

effect, but it depended on how they understood the event. Some

allowed failures were perceived as not only appropriate but necessary

for learning: “… there are certain things and there's no other way to

learn it than by doing it wrong and then you get better from it.”
(P2) The emotional dimension was also seen to promote learning:

most trainees believed that allowed failures “will lead me to memorize

it better … it will be fixed on your mind even more” (P1). Supervisory
intention was perceived to impact learning, too: one participant

described that learning depended on “if they stay nice and if they stay

with you, and in the end, they say, ‘okay that was not good, you

should do it like this and that’ and it doesn't harm the patient” (P7).

As this quote illustrates, patient safety was also considered when

trainees considered the potential to learn from allowed failures. Gen-

erally, trainees expressed the sentiment that “if it doesn't really make

a difference for the patient, it's probably good for the trainee to learn

from” (P10). However, the shared value of protecting against patient

impact was in tension with the acknowledgement that failures are

memorable learning events precisely because they touch patients. As

one participant suggested, “I guess probably everything is a bit

learned by failing, but it just depends on how big the failure is” (P10),
and another posited that “the worse the consequences are for the

patient, I think the better you learn from it, given that a trainee is a

reflective person who sees the mistake.” (P5) Learning, therefore, was

a possible but not certain outcome of allowed failure, shaped by multi-

ple factors.

4 | DISCUSSION

Our participants' narratives of supervised failures suggest that these

experiences can have a powerful learning effect20,32,33 and provide

support for the value of personally and professionally failing.10,11,21

Our findings resonate with research showing that learning is

6 KLASEN ET AL.
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intensified when patients' outcome is affected10,11 and that the inten-

sity of learning through failure can have emotional consequences.12,17

Our findings also demonstrate that trainees are aware of the

supervisory strategy of allowing failure. Participants recounted

instances where they believed they had been allowed to fail; what

they could not recount was having been told that their failure was

allowed, or why. Absent such explicit discussions, trainees made sense

of allowed failures on their own. This study offers a model of this

sense-making, the process by which participants “try to develop plau-

sible explanations to give meaning to their experiences.”45 Sense-

making matters because, when individuals commit to the meaning of

an experience, it influences their further actions.45 However, sense-

making may be problematic in the absence of explicit communication.

Organisational research demonstrates that the collective understand-

ing of an experience is improved when individuals communicate,46

whereas a lack of communication can create uncertainty and struggles

to understand.47,48

Participants' sense-making involved recognising an allowed failure

event, interpreting the supervisor's intention in allowing it, and judg-

ing its appropriateness, as illustrated in our conceptual model. We

offer this model as a rich description of how trainees reflect on

allowed failure events, recognising that it requires further refinement.

While the model appears linear, we suspect that this arises in part

from the retrospective nature of interview data. Sense-making theo-

ries have been critiqued for their linear approach to time,49 and it is

likely that real time sense-making is more iterative and nonlinear than

our model suggests. This would fit with current understandings of the

complex, nonlinear nature of supervisory interactions.50 Further,

sense-making is not a reflection of the event: It is subjective at all

stages of the process, from recognition to perceived learning as out-

come. At the recognition stage, trainees may “misrecognize” as an

allowed failure an event that the supervisor, with their greater range

of experience, understands not as a failure but rather as a common

source of performance variability. The impact on learning is potentially

serious if the trainee understands as a mistake what the supervisor

intended as an illustration of acceptable variability. At the interpreta-

tion stage of the model, as trainees read supervisor behaviour, lan-

guage and tone of voice, they may also “misinterpret,” forming an

attribution of intention that the supervisor might not confirm.

Whether or not the attribution is accurate is less important than the

meaning that they make because if trainees commit to a meaning of a

failed experience through their own sense-making, it will influence

their actions.45 Future research that explores sense-making “in the

moment” using observational field research methods instead of inter-

view data could develop this sense-making model further and also

uncover mid- or even long-term effect of such experiences.

From our analysis, we would contend that sense-making influ-

ences whether the allowed failure experience is understood to be pro-

ductive or problematic by the trainee. This understanding shapes

whether—and what—learning trainees perceive from the experience.

In contrast, narratives from a previous supervisory study suggested

that supervisors were mainly concerned about trainee learning and

patient care.32,33 They did not reflect on trainees' interpretations of

such events, nor did they discuss how those interpretations might

impact the learning that supervisors anticipated. Therefore, we won-

der whether supervisors appreciate the sense-making process trainees

go through, its influence on both how the trainee views the event and

whether it has the learning effect intended.

The interpretation phase of our trainees' sense-making empha-

sises the question of why the supervisor allowed them to fail as a way

of making meaning; this suggests that trainees may find it difficult to

learn from what happened if they do not understand why it was

allowed to happen. Of particular concern is trainees' attributions of

destructive intention behind supervisory decisions to allow them to

fail. These attributions were less common in our data, but they

seemed to have particular power: These stories were evocatively told

by participants who spoke passionately about their negative impacts

on the learning environment, the supervisory relationship and the

educational benefit. We cannot know if our participants' attributions

were accurate; however, even if the attribution of destructive intent

is inaccurate, the negative impact on the learning environment is no

less real for the trainee perceiving this mistreatment.51 If allowed fail-

ure is experienced as mistreatment, it becomes demoralising. As

Bynum has recognised, failures in patient care can be a trigger for a

sentinel emotional event and produce shame in the trainee.17 Such

shameful reactions undermine learning and, similarly, allowed failure

becomes counterproductive. Future research could explore whether

attributions of destructive intentions or perceived mistreatment are

more likely in particular circumstances: for instance, when a trainee is

new in their placement or a member of a group experiencing systemic

inequities.52–54

How can we harvest the educational benefits of allowed failure

while ensuring that we avoid trainee mistreatment? We need to start

discussing these experiences explicitly and holistically, both in terms

of acknowledging the existence of allowed failures and debriefing

them. In terms of explicit acknowledgment, both this study and earlier

research with supervisors suggest that trainees are not being told that

they have been allowed to fail.32,33 This silence is problematic,

because we know that experiential learning is strengthened when

explicit conversations take place between supervisors and

trainees.55,56 Without acknowledgement, trainees are left to recog-

nise allowed failure for themselves, and to interpret the supervisor's

intent. This may threaten the mutual trust between trainees and

supervisors, which is fostered by open and honest learning conversa-

tions.23 In terms of debriefing, our results suggest that supervisors

currently approach debriefing conversations in a technical manner

focused on solution and prevention. This narrow focus should be

expanded to include the emotions of experienced failure as this seems

to be a crucial component of perceived learning. We appreciate that

constructive learning conversations are hard to achieve, and open dis-

cussions of actual errors have been reported to be particularly

problematic.10

We suggest that supervisors acknowledge when they have

allowed a trainee to fail; explain why they used this supervisory strat-

egy; debrief the failure; and explore its impact on learning, emotions,

and the supervisory relationship. Given trainees' concerns about
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patient safety in their discussion of clinical vignettes, we also recom-

mend that supervisors make visible their risk/benefit analysis that led

them to judge the allowed failure appropriate. Whether or not this

supervisory strategy achieves its potential educational benefit

depends on the presence, quality and precision of these explicit and

constructive learning conversations.57

4.1 | Limitations

Two features of our study design—our data collection method and our

sampling strategy—constrain our findings and the transferability of

our insights. The individual interview method highlights trainees' per-

ceptions and interpretations. It offers access to trainees' interpreta-

tion of allowed failure experiences and their sense of the learning that

is possible from them. However, it also lends itself to retrospective

and linear expressions of sense-making, which will not fully represent

the complex, nonlinear, and socially constructed nature of the real

time experience of workplace-based learning.49 Future research

employing observational methods to study trainees and supervisors

interacting in their environment could refine these insights. We chose

to sample broadly, which is common in CGT research where the aim is

to explain a social phenomenon at a conceptual level. However, our

results suggest that context matters—for example, trainees viewed an

allowed failure as appropriate in some situations but not in others,

particularly when engaging with vignettes. Further, our sampling strat-

egy did not represent a specific postgraduate training programme

type; therefore, it was unclear if trainees worked in settings with a

workplace-based assessment based on entrustment,58 and if they had

regular supervisor–trainee meetings to discuss trainee learning pro-

gress against stated learning outcomes. Sampling across contexts

limits our ability to appreciate the influence of contextual features,

such as postgraduate programme formative assessment practices and

learning culture of the institutions systematically. Future work could

sample more robustly in select workplace learning contexts in order to

enrich our understanding of how particular contextual features influ-

ence what is recognised as an allowed failure, how it is interpreted,

whether it is judged appropriate, and how learning is affected. Finally,

although interview research with international participants offers a

rich dataset, it is complicated by nuances of language, particularly in a

study like ours where nuanced distinctions (such as between the

terms failure, mistake, and error) cannot be readily solved through

translation.59,60

5 | CONCLUSION

Trainees recognise that their supervisors sometimes allow them to

fail. They view these failures as potentially valuable for learning, but

whether that potential is achieved depends on how they understand

the experience. The silence about allowing failure and the narrow,

technical nature of debriefings following allowed failure leaves

trainees alone in their sense-making about issues such as why a failure

was allowed and whether it was an appropriate balance of patient risk

and trainee benefit. Supervisors should elaborate their conversations

with trainees when they allow them to fail to give them the chance to

realise the intended educational benefit of the experience.
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