
 

 

 

'It depends': The complexity of allowing residents to
fail from the perspective of clinical supervisors
Citation for published version (APA):

Klasen, J. M., Teunissen, P. W., Driessen, E. W., & Lingard, L. A. (2022). 'It depends': The complexity of
allowing residents to fail from the perspective of clinical supervisors. Medical Teacher, 44(2), 196-205.
https://doi.org/10.1080/0142159x.2021.1984408

Document status and date:
Published: 01/02/2022

DOI:
10.1080/0142159x.2021.1984408

Document Version:
Publisher's PDF, also known as Version of record

Document license:
Taverne

Please check the document version of this publication:

• A submitted manuscript is the version of the article upon submission and before peer-review. There can
be important differences between the submitted version and the official published version of record.
People interested in the research are advised to contact the author for the final version of the publication,
or visit the DOI to the publisher's website.
• The final author version and the galley proof are versions of the publication after peer review.
• The final published version features the final layout of the paper including the volume, issue and page
numbers.
Link to publication

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright
owners and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these
rights.

• Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
• You may not further distribute the material or use it for any profit-making activity or commercial gain
• You may freely distribute the URL identifying the publication in the public portal.

If the publication is distributed under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license above,
please follow below link for the End User Agreement:
www.umlib.nl/taverne-license

Take down policy
If you believe that this document breaches copyright please contact us at:

repository@maastrichtuniversity.nl

providing details and we will investigate your claim.

Download date: 22 May. 2023

https://doi.org/10.1080/0142159x.2021.1984408
https://doi.org/10.1080/0142159x.2021.1984408
https://cris.maastrichtuniversity.nl/en/publications/32a26873-1611-4e65-85fd-fce7ae588aed


‘It depends’: The complexity of allowing residents to fail from the perspective
of clinical supervisors

Jennifer M. Klasena , Pim W. Teunissenb,c , Erik W. Driessenc and Lorelei A. Lingardd,e

aClarunis, Department of Visceral Surgery, University Centre for Gastrointestinal and Liver Diseases, University Hospital Basel, Basel,
Switzerland; bDepartment of Obstetrics and Gynecology, Maastricht University Medical Centre, Maastricht, The Netherlands; cSchool of
Health Professions Education (SHE), Faculty of Health Medicine and Life Sciences (FHML), Maastricht University, Maastricht, The
Netherlands; dCentre for Education Research and Innovation, Schulich School of Medicine and Dentistry, Western University, London,
Ontario, Canada; eDepartment of Medicine, University of Western Ontario, London, Ontario, Canada

ABSTRACT
Purpose: Clinical supervisors acknowledge that they sometimes allow trainees to fail for educa-
tional purposes. What remains unknown is how supervisors decide whether to allow failure in a
specific instance. Given the high stakes nature of these decisions, such knowledge is necessary to
inform conversations about this educationally powerful and clinically delicate phenomenon.
Materials and methods: 19 supervisors participated in semi-structured interviews to explore how
they view their decision to allow failure in clinical training. Following constructivist grounded the-
ory methodology, the iteratively collected data and analysis were informed by theoret-
ical sampling.
Results: Recalling instances when they considered allowing residents to fail for educational pur-
poses, supervisors characterized these as intuitive, in-the-moment decisions. In their post hoc
reflections, they could articulate four factors that they believed influenced these decisions: patient,
supervisor, trainee, and environmental factors. While patient factors were reported as primary, the
factors appear to interact in dynamic and nonlinear ways, such that supervisory decisions about
allowing failure may not be predictable from one situation to the next.
Conclusions: Clinical supervisors make many decisions in the moment, and allowing resident fail-
ure appears to be one of them. Upon reflection, supervisors understand their decisions to be
shaped by recurring factors in the clinical training environment. The complex interplay among
these factors renders predicting such decisions difficult, if not impossible. However, having a lan-
guage for these dynamic factors can support clinical educators to have meaningful discussions
about this high-stakes educational strategy.
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Introduction

Clinical supervisors are trusted with challenges such as pro-
viding learning opportunities, instructing, giving feedback
to support trainees and nudging them to the edge of their
clinical competence so that they develop (Kilminster and
Jolly 2000; Kilminster et al. 2007; Cate et al. 2007; Farnan
et al. 2010, 2012; Walton and Barraclough 2013; Martin
et al. 2014, 2017; Swanwick et al. 2018; Gilchrist et al.
2021). On a daily basis, supervisors have to engage in deci-
sions on how to allow trainees to strive and develop their
skills (Kilminster and Jolly 2000; Cottrell et al. 2002;
Kilminster et al. 2007). This will depend on different factors
and some of the complexities of these decisions have been
studied in the medical education literature on clinical
supervision (Kogan et al. 2009; Hauer et al. 2014, 2015;
Holzhausen et al. 2017; Gilchrist et al. 2021). Part of the
challenge is that supervisors will find themselves in situa-
tions where they know or sense that the trainee working
at the edge of their competence might fail in ways that
potentially impact patient care (Bump et al. 2015; Finn
et al. 2018; Li et al. 2021). In some instances, such failures
can offer powerful learning experiences, but they confront

supervisors with an apparent trade-off between trainee
learning and patient safety (Wu et al. 1991; Mazor et al.
2005; Fischer et al. 2006; Wong et al. 2010; Bradley et al.
2013; Quillin et al. 2013; Klasen and Lingard 2019; Klasen

Practice points
� Clinical supervisors allow trainees to fail clinical

activities for educational purposes, intervening, if
necessary, to avoid harming patients.

� Supervisory decisions to allow failure are intuitive,
influenced by four main factors – patient, trainee,
supervisor, environment – which interact in a
complex, non-linear manner.

� These supervisory decisions are high stakes and
may not be predictable from one situation to
the next.

� The development of a definition and a language
for this phenomenon supports clinical educators
in having meaningful discussions about this edu-
cational strategy.
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et al. 2019; Wong and Lim 2019). Although, we know how
supervisors navigate trust and entrustment decisions to
grant autonomy at a designated level of supervision
(Dijksterhuis et al. 2009; Kennedy et al. 2005, 2009;
Sterkenburg et al. 2010; Halpern and Detsky 2014; Hauer
et al. 2014, 2015; Cate et al. 2016; Hashimoto et al. 2016;
Holzhausen et al. 2017; Crockett et al. 2019), we know little
about how supervisors decide what to do in situations
where they could allow failure for educational purposes
(Ross et al. 2011; George et al. 2018; Klasen et al. 2019).

Our recent interview study found that clinical supervi-
sors from a variety of postgraduate specialty contexts
reported allowing failure for educational purposes (Klasen
et al. 2019). Supervisors reported allowing a variety of erro-
neous actions in different clinical settings so that trainees
could learn by failing and recovering from it. Supervisors
expected both technical and emotional benefits from these
allowed failures for trainees, while they endeavored to limit
the consequences for patients. The first content analysis of
these reported failures sets the stage to understand the
concept of allowing failure and has yielded a preliminary
definition of the phenomenon: ‘While supervising a train-
ee’s clinical performance, the supervisor detects an immi-
nent trainee mistake, has the opportunity to intervene but
deliberately chooses not to do so because the educational
gain for the trainee is perceived to outweigh the (potential)
consequences for the patient’ (Klasen et al. 2019). This def-
inition provides a useful starting point for conversations
about the educational practice of allowing failure.
However, such conversations must also be informed by
insights into how this educational practice is enacted. It is
this gap that the current paper addresses, by exploring the
question: what is the judgment process that supervisors
employ to decide whether or not to allow trainee failure
during a clinical performance? The exploration of how
supervisors decide to allow failure in one situation but not
another will allow us to refine the preliminary definition of
this phenomenon, develop a shared vocabulary for discus-
sing it in our medical education community, and provide a
framework for faculty development efforts to prepare clin-
ical faculty for these high-stakes supervisory decisions.

Methods

Research design

We used constructivist grounded theory (CGT) to explore
the complex social process of supervisors allowing failure
in the clinical workplace (Charmaz 2006; Watling and
Lingard 2012). With approval by Swiss (EKOS) and
Canadian institutional research Ethics, we chose to conduct
individual interviews voluntarily, calculating that partici-
pants would feel comfortable speaking candidly with a col-
league (JK). The data collection and analysis were iterative,
and we, as constructivist researchers, acknowledge that our
interpretation of both was shaped by our experiences,
which we shared and discussed in regular meetings.

We proposed the term ‘allowing failure for educational
purposes’ as a consistent starting point for our research
program. We chose the term ‘failure’ for two reasons: first,
the definition of failure as ‘lack of success in doing some-
thing,’ (https://Dictionary.Cambridge.Org/de/Worterbuch/
Englisch/Failure) matches better with our context of clinical

learning than the definition of ‘error’; ‘to make a mistake or
to do something wrong’ (https://Dictionary.Cambridge.Org/
de/Worterbuch/Englisch/Error). Second, as educational
scholars, we adapted this term from other domains of edu-
cation, where authors have used ‘failure’ rather than ‘error’
if educational benefits can thus be obtained (Kapur 2015,
2016; Mylopoulos et al. 2018; Varpio and Nagler 2018;
Steenhof et al. 2019; Young 2019; Steenhof et al. 2020). We
aim to develop a common language in the literature of
medical education that can build on discussions of learning
from failure in other educational contexts.

Sampling strategies, settings and data collection

All study participants held a faculty position in a hospital
and identified themselves as clinical supervisors, with vary-
ing stages of experience. We recruited participants in
Switzerland and Canada from a range of clinical specialties
(Klasen et al. 2019). We tried to purposely select our sam-
ple to secure information-rich participants who are inter-
ested in the study question and showed willingness to
participate after hearing about our study topic (Patton
1990). We acknowledge that such participants have a sub-
jective position. Further, our sample is not representative
and therefore our results cannot be generalized. However,
we endeavoured to interview a range of participants to
understand diverse perspectives on this phenomenon. The
presence of two discrepant examples in the dataset sug-
gest that, even though participants self-selected for their
interest in the study, we captured some who did not repre-
sent themselves as using this teaching strategy. Having an
interviewer (JK) from the surgical field, surgical supervisors
in senior faculty positions were interviewed at the begin-
ning of the study (P1, P2, P4, P5) as a rapport building
strategy (Figure 1). We expanded the interview process
from surgical supervisors with experiences as clinicians and
supervisors to other specialties and colleagues with med-
ical education background, formal training such as a mas-
ter’s or Ph.D. degree, or medical education research (P3,
P6, P7, P8, P9, P10). We expected them to be informed
about clinical supervision concepts and be able to reflect
in-depth on different supervisory strategies. Further, we
included less experienced supervisors from all specialties
with medical education background (P11-P16). We chose
the last three interview candidates for specific reasons: P17
was recommended by a colleague interested in the study
topic, working as a pediatrician. P18 presented an informal
conversation before the interview as a discrepant case, say-
ing not using the strategy of allowing failure rather than
the last interview participant, who confirmed the dataset in
perceiving to use this strategy (P19) regularly.

Including participants from two different sites had the
intention to broaden our perspective on trust as it may
relate to institutional culture, while both sites were con-
veniently chosen due to the research team settlement.
Seventeen interviews were conducted in English with
native and non-native speakers, while two were conducted
in German for the participants’ convenience and translated
professionally afterwards. The semi-structured, individual
interviews, conducted by JK, lasted between 45 and
75min. All interviews were audio-recorded and subse-
quently transcribed verbatim. We explored participants’
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perceptions of learning from failure in general and allowing
trainee failure in the clinical workplace. Initially, we used an
‘easing-in’ strategy, in case the idea of allowing failure
might be perceived by participants as a sensitive topic.
This strategy involved beginning the interview with a
broad question about whether they had ever seen a
trainee fail in clinical situations and whether they had
anticipated that such a mistake might occur, and after-
wards inquiring about the strategy of allowing trainees to
fail for learning purposes. Because our first 4 participants
did not exhibit inhibitions about discussing the strategy of
allowing failure, we dropped this ‘easing-in strategy’ in
later interviews in order to maximize the interview time.
These interviews began with a brief introduction to the
strategy of allowing failure in other educational settings
and then asked about whether and how clinical supervisors
use this strategy in clinical training. After 19 interviews of
clinical supervisors, we perceived to reach the point of the-
oretical sufficiency, where no new codes or themes
occurred (Morse 2000).

Data analysis and research team

In accordance with constructivist grounded theory (CGT),
we collected and analyzed the data iteratively during a
process of constant comparison of the data, refining the
interview protocol and engaging in theoretical sampling to
explore recurrent categories (Tavakol et al. 2006). Two
kinds of analysis were conducted. During the analysis of
the CGT data, we realized a richness in the narratives and
decided to do a second qualitative content analysis of each
reported instance of an allowed failure in the data which
yielded a description of the key features of this educational
phenomenon and a first definition of the phenomenon in a
previously published paper (Klasen et al. 2019).

The constructivist grounded theory analysis reported in
this paper differs from the already published content ana-
lysis in two main ways. First, it aims to explain how super-
visors perceive making the decision to allow failure for
educational purposes, and second, we used a different
methodology (CGT) compared to the previously published
one to answer our research questions (Klasen et al. 2019).
Also, by providing two different research questions – how
the phenomenon of allowing failure presents itself in the
data and how supervisors decide to allow failure in differ-
ent clinical situations, we used two distinct different ana-
lysis techniques to cover two different problems. As a first
step in this analysis and following CGT procedures, we
grouped related topics and defined these using gerunds,
such as assessing and decision making, taking a risk, or cal-
culating patient safety. We refined these recurring catego-
ries using the constant comparative method, in which new
instances of a theme were compared to all existing instan-
ces, and the definition of each theme revised until it
accounted for all dimensions of all instances (Tavakol et al.
2006). We used Quirkos as a qualitative software to support
the analysis.

The international team consisted of three PhD-trained
medical education researchers (LL, PWT, ED) and one PhD
candidate (JK). JK and PWT are clinical supervisors in
abdominal surgery and in obstetrics and gynecology,
respectively. JK’s surgical experience and interest shaped
the direction of the results, and the sampling of the partici-
pants from surgical disciplines in being able to share expe-
riences and rapport, especially in exploring trainees’ failures
during surgical procedures.

Results

Twelve women and seven men from 11 different Swiss and
Canadian institutions were interviewed. The participants’

specific reasons for choosing these participants
Another pediatrican to evaluate our findings 
from before: female, pediatrician, consultant 

(P17)

Key informant, saying not using tis 
strategy/other insights: internal medicine 

consultant (P18)

Key informant, saying using this strategy 
often: internal medicine, gastroenterologist, 

consultant (P19)

more or less experienced, all special ties, medical education background

female, surgeon, ED, 
consultant (P11)

male, psychiatrist, 
consultant (P12)

female, obstetrician, 
consultant (P13)

male, ED, consultant 
(P14)

male, anaesthesiologist, 
consultant (P15)

female, ED, consultant 
(P16)

experienced, all specialties,  medical edcuation background
female, Internal 
medicine, ICU, 
consultant (P3)

female, internal 
medicine, 

consultant (P6)

female, 
gyn/obstetrician, 
consultant (P7)

male, 
Anaesthesia/ICU, 
consulatant (P8)

male, ED, 
consultant (P9)

female, Pediatrician, 
consultant (P10)

experienced surgeons

male, surgeon, consultant 
(P1)

female, surgeon, consultant 
(P2)

female, surgeon, ED, 
consultant (P4) female, Chief of Surgery (P5)

Figure 1. Step-by-step sampling strategy.
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expertise as clinical supervisors ranged from 2.5 years to
over 25 years. Thirteen of the 19 participants worked in
nonsurgical environments such as emergency medicine,
critical care, internal medicine or subspecialties, pediatrics,
and psychiatry. The surgical specialties were represented
by general surgeons and obstetricians/gynecologists.

Participants explained that they understood the decision
to allow failure as an in-the-moment, intuitive phenom-
enon. We identified four main factors that they perceived
as important influences on the decision to allow failure:
patient-, trainee-, supervisor-, and environment factors.
Supervisors portrayed these factors as interacting with one
another and producing variability in their decisions.

Intuitive decisions

Although they often made the intuitive decision to allow
failure in clinical situations, many participants declared that
the interviews were the first time they had reflected about
it outside the moment of allowing failure itself. The deci-
sion to allow trainees to fail was characterized as largely
unconscious: ‘I think I consciously don’t do it [allowing fail-
ure] very often, but I think I unconsciously perhaps may be
doing it more than I think’ and ‘I’m probably unconsciously
allowing for it to happen without calling it that’ (P12). As
an emergency clinician reflected: ‘And now, I am doing this
interview, I really think of it. … I was forced to think con-
sciously about things I’m doing unconsciously in my daily
life, so it’s very interesting.’ (P16) In addition to characteriz-
ing the process as unconscious, participants also described
it as intuitive, ‘a point-to-point decision’ (P9) arising ‘in the
moment’ (P7). One supervisor described ‘it was such a snap
decision, too, it wasn’t something that I hemmed and
hawed over.’ (P13)

Even as they characterized the decision to allow failure
as unconscious and in-the-moment, supervisors tried to
describe what these moments were like. In the interviews,
we invited supervisors to reflect on these in-the-moment
decision that they described as intuitive decisions. Some
had already given this some consideration while others
articulated their approach to such situations for the first
time during the interview. Below, we illustrate how they
tried to illuminate this decision, rationalizing feelings and
different factors that they made explicit in the reflections
during the interview.

Most interviews cited the role of ‘feelings’: ‘The line
between taking the risk (to allow failure) and taking over
from the resident to make sure there is no further damage,
or no damage at all, is only a feeling. This is very difficult
to describe.’ (P09) And every interview also presented
logical explanations of factors that were weighed: ‘But like
the judgment if we don’t want to talk about the environ-
ment, about the resident again, it’s the patient as well. Like
all these factors together it’s like … I think it’s a mixture
of feelings and facts.’ (P11) Another consultant confirmed:

Yes, it’s always feeling. It’s always a combination. As I said
before, a combination of the case, whether it’s a stable
situation, of the experience, whether you’ve experienced the
same or a comparable situation before so it’s always feeling
which makes the decision. (P19)

Supervisors talked about their ‘gut feeling’ or ‘intuition’
being an important aspect of their decision to allow a

failure for educational purposes. Describing this aspect of
their decision-making, they acknowledged that ‘It’s not
very scientific’ (P2) and sometimes ‘rather a feeling than a
really conscious calculation’ (P9), confirmed by another ER
physician: ‘I don’t think I can calculate that, actually. I never
consciously calculate before I do something.’ (P16) Even
the issue of potential risk for patients was described in this
way: ‘The line between taking the risk and taking over
from the resident to make sure there is no further damage,
or no damage at all, is only a feeling.’ (P8)

As participants reflected on these in the moment deci-
sions, they became more analytical.

In the next section, we illustrate in more detail the main
factors that supervisors described weighing logically in
deciding whether or not to allow failure.

Four main factors

Across all accounts of the decision to allow failure, four fac-
tors recurred consistently: patient, trainee, supervisor, and
environment factors.

First, participants presented patient factors as the most
important and predominant factor. Regardless of other fac-
tors, participants stated they would not allow failure if it
posed unacceptable risk to the patient: ‘I try to dose my
interference with the severity of the sickness of the
patients, but I think I never did, I just try to think when I
saw, for example, in the resuscitation room, where they
come in when they’re really sick, I never let them do it by
themselves.’ (P3) Some supervisors declared other patient
factors to consider if the patient was elderly, undergoing
cancer treatment, or pediatric: ‘If you have a young one, a
very fragile person, for example, a child, of course, you
don’t tolerate anything, so I think it depends. I think you
really look at your patients and think, well, here I have to
be more careful, and you have to say more here.’ (P2) or
another consultant put it this way, drawing an example of
an emergency colonoscopy:

… Yes, as long as I see that the patient is stable. If the patient
develops a tachycardia or a hypotension, of course I would not
let the resident continue with the whole endoscopy. Then I
would have to finish it but as long as a patient is stable it’s
okay. (P19)

Second, trainee factors were perceived as another main
component influencing supervisors’ decisions about allow-
ing failure. The personality of young physicians was
reported by many supervisors as a factor in their decisions.
Confidence, both too much and too little, was recurrently
discussed as part of what supervisors considered in relation
to ‘personality’. As one surgeon stated: ‘if I had the feeling
that the person is generally reasonable, then I would be
way more open than if I have the impression the person is
just Rambo and it’s dangerous.’ (P5)

As this quote illustrates, for this supervisor, an overconfi-
dent trainee would not be allowed to fail, while a trainee
with ‘reasonable’ levels of confidence might be.

Knowledge of and comfort with trainees arose through
the supervisor-trainee trusting relationship. Not uncom-
monly supervisors remarked that ‘you need to have a cer-
tain relationship’ (P1) to allow failure, explicitly connecting
this to the idea of ‘a foundation of trust’ (P4) that must
exist. As one participant explained, trainees ‘… have to
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trust me. They have to think that I’m professional and that
I don’t judge them when they fail. I think this is the most
important thing, that they’re not afraid of me.’ (P2) Such
reflections suggest the relationship of trust might make
supervisors more likely to allow failure. In the absence of
such a relationship or with trainees they perceive as being
afraid of them, they may be less likely to allow failure.
Another participant explained how their knowledge of a
trainee as ‘a very careful person’ or ‘a bull in a china shop’
(P1) informs their decision to allow failure.

Third, when considering allowing failure, participants
also reflected on supervisor factors such as abilities and
constraints. Many participants talked about their own com-
fort and confidence as a factor in their decision. As one
supervisor stated: ‘I think it’s important that there be com-
fort with uncertainty, and you have to be of a predispos-
ition that you don’t need to have control over everything
in order to allow failure to be part of how you teach.’ (P12)
All participants agreed that, in order to even contemplate
allowing failure, supervisors need to ‘… be comfortable
with the situation and the procedure and the problem
itself’ (P16). The data offer a striking range of examples
where comfort level and confidence dictated the decision
about allowing failure. For instance, one surgical supervisor
acknowledged that she/he wouldn’t tell the resident ‘just
cut it [the exposed anatomical structure] … if it’s really
you knew it was the vena porta, then I maybe can’t fix it.
And then it’s game over for all of us’ (P1), while another
commented that ‘if this mistake happens, I will be able to
handle this afterwards’ (P2), and a third reflected ‘do I put
them in situations where it’s not unsafe for them to poten-
tially fail? Yes, I give them those opportunities, that, for
sure, but knowing that I can bail them out, I can back
them up, I can make that work’ (P18). While a general level
of comfort and confidence was important, the decision to
allow learner failure was also influenced by the supervisor’s
sense of their own current personal conditions. As this sur-
geon explained, ‘sometimes, you want to risk more [so]
that your student can learn, and on the other hand, you
have days that you think, ‘oh no, I have my own problems,
so I don’t want to add more’.’ (P2) Fatigue was one such
issue: as another supervisor explained, ‘when you sleep
three or four hours, you just don’t have the nerves to go
through this whole process’ (P3) of allowing failure and
attending to its technical and emotional consequences.

Last, in reflecting on such situations, participants noted
how environmental factors influence their approach. For
instance, in a case of an emergency endoscopy, the super-
visor described how environmental factors such as having
experienced nurses and sufficient time for the procedure
can influence their decision:

For example, once it is not like doing a mistake but in bleeding
situations for example there are different methods to stop the
bleeding. And sometimes I would prefer the one method and
the resident for example would prefer another method, of
which I am pretty sure it won’t work but of course I let the
resident try it, try to stop the bleeding. Most of it doesn’t work
and in such a situation I would prefer to have assistant
endoscopy nurses who are experienced for example because
the others might become very nervous because it’s still
bleeding. And then the whole situation would become nervous
and that’s not good, so experienced other staff of the ward
and enough time. P19

Supervisors reported not to feel comfortable to allow
failure in busy environments: ‘When it’s a stressful day,
when I’m in a time rush or whatever, where there’s time
pressure, I’m not comfortable to do that kind of teaching
method.’ (P16). The lack of cognitive and emotional space
in a busy environment was also a factor in dealing with
the aftermath of being allowed to fail. Given their sense
that ‘it’s me who has to afterwards clean up the mess
again’ (P3), supervisors wanted to know that the environ-
ment would allow for both this. They also recognized that
‘the time to debrief’ (P7) with the trainee was essential to
‘make this a productive failure situation’. (P3)

‘It depends’: Interactions among the factors

The four main factors – patient, trainee, supervisor, envir-
onment – were not discrete; they interacted in a complex
interplay to produce decisions about allowing failure. One
ER physicians reflected on potential reasons, rationalizing:

If there is a patient who is really annoyed and in pain and
anxious and whatever then I wouldn’t do it because it would
make the situation just worse. If it’s a child where you have
really annoying or anxious parents, you wouldn’t do it. If it’s a
patient who is patient [tolerant], then you can do it. Yeah, it
depends on many things. But like the judgment if we don’t
want to talk about the environment, about the resident again,
it’s the patient as well. Like all these factors together … (P11)

In another elaborate example, these interactions were
evident as participants reflected on how they approached
particular situations. One obstetrician reported a represen-
tative scenario during a laparoscopic procedure ‘where
things had been kind of challenging throughout the case.’
(P13) In trying to explain her ‘snap decision’ (P13), she
began with her sense of how trainee factors and the super-
visory-trainee relationship fed into the decision:

I felt like he and I already have a pre-existing relationship and I
know that he’s capable. I also think that he feels I don’t let him
do enough, that I don’t give him enough autonomy, so this
seemed like a good opportunity to do so. … At one point, he
asked me, well, how do you want to do this next step? And, I
said, well, this is your case, so how would you like to do it? He
made a suggestion and that’s when I thought his suggestion is
a) not a way I’ve ever seen it done before and b) I can think of
how that would go wrong. But I said to him, okay, you have
one chance. You get one try your way and if it doesn’t work,
we’re doing it my way. (P13)

Layered on top of these trainee factors and supervisory
relationship factors, however, she also perceived that their
own state of ‘being exhausted’ factored into their decision,
in this example articulated as:

My guard was let down. … . I wonder if I was just so
exhausted with having worried throughout this entire
procedure that things were not going smoothly, that I kind of
gave up. (P13)

Her recollection was further elaborated by their sense
that environmental factors also played a role because

… It was also the middle of the night, in the midst of a very
busy call shift, where your brain is already thinking about 100
different other things, like, am I going to have to [perform a
caesarean] section [on] that lady upstairs, will I have to do
forceps for that woman, I hope the tracing has gotten better in
that other room. (P13)
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This multi-layered explanation is representative of how
participants reflected at length on the various, intersecting
factors that shaped their ‘snap decisions’. However, there
was no recurrent pattern discernable in such explanations
regarding how the factors intersected, and, consequently,
there was no strong sense of predictability from one deci-
sion-making instance to the next. Instead, our analysis sug-
gests that the interplay of factors is dynamic and nonlinear,
and whether a supervisor decides to allow failure or not
‘depends on many things’ (p11). The one exception was
that supervisors consistently declared that the patient fac-
tor trumped the others, like the surgeon who said: ‘it’s
always, yeah, it depends how dangerous it is for the
patient’ (P2) or the ER physician who explained: ‘If it’s a
child where you have really annoying or anxious parents,
you won’t do it.’ (P11)

Such detailed reflections suggest that supervisors are
considering multiple factors, they are doing so in the
moment, and the process is at least partly an intuitive one.

Discussion

This work provides insights into how clinical supervisors
understand, after the fact and in what many acknowledged
as their first conscious reflection on the process, their intui-
tive, in-the-moment, and sometimes high-stakes decisions
to allow trainee failure. Clinical supervisors may find our
results familiar from their own experience; however, our
results provide the first empirical evidence of this familiar
phenomenon. Supervisory decisions about allowing failure
for educational purposes share a number of characteristics:
they weigh different factors, prioritize the patient in the
moment, and are intuitive. However, our results suggest
key factors that influence these decisions, but the relation-
ship among them is unstable, characterized by a recurring
refrain of “it depends” in the data. Below we wrestle with
this central finding and consider its implications for
patients, supervisors and learners.

In conducting a CGT analysis, we set out to develop a
model of how supervisors decide to allow trainee failure,
with the hope that such a model might be used to inform,
critique or even predict such supervisory decisions.
However, while the four factors provide insight into how
supervisors understand the risks and benefits of allowing
failure for learning, they do not provide a model for under-
standing why failure might be allowed in one situation but
not another. Supervisors’ accounts demonstrated that, even
when the factors appeared similar (e.g., a strong trainee, a
trusting supervisory relationship, a stable patient, a familiar
team), in one case a supervisor might allow failure and in
another avert it. It just depends. And it depends on a set
of factors that exist in dynamic, non-linear relation to one
another. A factor such as an over-confident trainee, or the
risk of patient bleeding, or an unfamiliar team member
may get heavily weighted in one decision, but not
the next.

Our data aren’t the first to point to the complexity and
non-linearity of supervisory judgement and decision-
making in clinical settings. Holzhausen et al. described
four factors influencing supervisors’ entrustment decision-
making – trainee characteristics, supervisor characteristics,
characteristics of the task at hand and contextual factors

(Holzhausen et al. 2017) – which resonate with those that
we found in our study. They also acknowledged the com-
plex interplay among these factors and the incomplete
nature of their framework. Hauer et al. also explored the
complexity of supervisory decisions in developing trust in
their trainees while simultaneously caring for patients. A
trusted supervisor-trainee relationship is influenced by dif-
ferent factors of the supervisor, trainee, the supervisor–-
trainee relationship, task, and context, suggesting a similar
non-linearity of supervisory decision-making (Hauer
et al. 2015).

The intuitive nature of these decisions undoubtedly con-
tributes to the non-linear, ‘it depends’ pattern of our
results. What our participants describe as ‘gut feeling,’
drawing on intuition, resonates with the concept of implicit
knowledge, composed of knowledge and practical experi-
ence acquired over several years, which is known to shape
decisions and allow a quick reaction to a challenging situ-
ation (Norman et al. 2014; Norman et al. 2017; Sherbino
et al. 2012).

Intuition is a complex construct, variously treated across
different literatures but largely embraced as a necessary
part of expert decision-making and recognized as a source
of potential wisdom in the unconscious mind (Greenhalgh
2002; Edwards 2004; Gigerenzer 2007; Coombes 2010;
Harteis and Frost 2012; Harteis and Billett 2013; Zander
et al. 2016). Acknowledged as an essential feature of Type
1 reasoning in dual process theory, intuition is embraced
as a necessary part of expert decision making and recog-
nized as a source of potential wisdom in the unconscious
mind (Sherbino et al. 2012; Norman et al. 2014; Norman
et al. 2017). However, it is, as Kahneman and Klein put it,
‘sometimes marvelous and sometimes flawed’ (Kahneman
and Klein 2009). Marvelous in that clinical supervisors are
continuously recognizing and weighing multiple factors as
they move through the day. But flawed in that they cannot
afford everything equal attention, and they may not know
why some factors influence them more than others. Here,
it makes sense to see analogies to clinical or surgical deci-
sion-making. Physicians use the so-called System 1 thinking
in recognizing patterns as rapid and intuitive decisions and
System 2 thinking for analytical rationalizations of more
complex situations (Flin et al. 2007; Sherbino et al. 2012;
Norman et al. 2014; Norman et al. 2017). Our
participants represent their decisions as intuitive, even
unconscious, which suggests that we are dealing with a
non-analytical phenomenon. And while interview data can
offer insights into how supervisors may rationalize their
decisions after the fact, we must take care not to assume
that these data represent an analytical process in the
moment. Therefore, in an effort to avoid the linear assump-
tions of most process models, we do not present a model
of the four factors (Durning et al. 2015; Klasen and Lingard
2021). Instead, we offer a refinement of our preliminary
definition of this educational phenomenon (Klasen et al.
2019). Italics signify added terms, while square brackets sig-
nify terms we have removed in this version: ‘While super-
vising a trainee’s clinical performance, the supervisor,
influenced by both intuition and a non-linear interplay of dif-
ferent factors, detects an imminent trainee mistake, has the
opportunity to intervene but [deliberately] chooses not to
do so, because the educational gain for the trainee is
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perceived to outweigh the (potential) consequences for the
patient.’ This definition includes the non-linear relationship
of the four factors and the issue of intuition derived from
this analysis; this definition also removes ‘deliberately’
because our data calls into question how often this deci-
sion is conscious and deliberate. Our refined understanding
of the phenomenon of allowing failure for educational pur-
poses has implications for patient safety, clinical supervi-
sion, and trainee learning.

Non-linear, ‘it depends’ decisions about allowing failure
have implications for patient safety. Supervisors recognize
that there is potential and uncertain impact on patient
safety and, but they argue they would never allow it if
they think it might harm a patient (Klasen et al. 2019). To
take a critical standpoint on supervisors’ analytical reflec-
tions on their decisions, of course they must assert that
they won’t let patients be harmed. If we take at face value
their assertion that ‘patient factors trump all’, we cannot
understand the nuanced reasoning they exert to judge
degrees of acceptable harm in particular instances. In
effect, our results show poignantly how supervisors’ reason
their way through the conundrum that keeping patients
unaffected by trainee learning is a noble, necessary but
ultimately unachievable goal. There is always a relationship
between trainee development and patient risk, but it is
complex one. For example, supervisors must consider not
only the risk to today’s patient, but also the risk to tomor-
rows. We might argue, a supervisory approach that abso-
lutely safeguards today’s patient increases the risk for
future patients if the trainee hasn’t been given the neces-
sary autonomy to develop independence, while the rela-
tionship of both, trainees autonomy and patient safety is
unknown but most likely nonlinear (George et al. 2018;
Atkinson and Smink 2020). Thus, supervisors must con-
stantly monitor not only the risk to the patient in front of
them, but the hypothetical future risk associated with not
allowing trainees to struggle, to fail and to learn.

As this suggests, non-linear, it-depends decisions about
allowing failure also have implications for clinical supervi-
sion. Supervisors may struggle to make sense of their own
decisions or, more problematically, may oversimplify them
in posthoc reflections. As Gilchrist et al. have recently
shown in their analysis of 10 supervisory dyads, trainee
behavior is not a straightforward ‘trigger’ for a faculty
supervisory response (Gilchrist et al. 2021). Rather, ‘what
appears to be a linear path towards an entrustment deci-
sion, may actually represent a complex interaction of fac-
tors’ (Gilchrist et al. 2021, 6). Similarly, Hauer et al.’s study
of how supervisors develop trust concludes that the pro-
cess is a ‘dynamically evolving’ (Hauer et al. 2015, 793) and
‘sometimes nebulous’ one (Hauer et al. 2015, 792), and that
supervisory entrustments ‘involve a synthetic, holistic
judgement that perhaps cannot be fragmented into mile-
stones’ (Hauer et al. 2015, 792). What are clinical supervi-
sors to do with the knowledge that their decisions are
complex and perhaps even ill-suited to the supervisory
tools they’re asked to use, like milestones and entrustment
scales? First, we contend that supervisors need a language
for talking about these nuances. That language likely can’t
be the linear language of the entrustment and assessment
literature (Dijksterhuis et al. 2009; Kogan et al. 2009;
Pangaro and ten Cate 2013; Ten Cate and Billett 2014; Cate

et al. 2016 ); we worry that it may stifle rather than support
such conversations. We encourage supervisors and post-
graduate programs to use the four factors as a preliminary
vocabulary for describing, justifying and debating their
supervisory decisions about allowing failure for learning.
The development of a language for these dynamic factors
can support clinical educators to have meaningful discus-
sions about this high-stakes educational strategy. We aim
to provide a language and a framework for faculty
development efforts to prepare clinical faculty for these
high-stakes supervisory decisions. We do not intend this
framework to translate immediately to scales and check-
lists, however, as this would minimize the richness and
variability of the phenomenon.

We suggest that supervisors engage in a regular practice
of reflecting on how different factors shape supervisory
decisions on a regular basis, and focusing explicitly on rec-
ognizing variability and non-linearity by asking themselves,
‘Why does today’s decision differ from yesterday’s’? We
anticipate that such individual reflections and community
discussions may also make more evident the role of intu-
ition in these decisions and offer opportunities to reflect
on its positive and problematic aspects by framing ques-
tions such as, ‘When does intuition work, and when does it
let us down?’

Last, there are implications for learners. If we view allow-
ing failure as social interaction, intimately connected to the
relationship between supervisor and trainee with a poten-
tial for a shared responsibility for such failures, then the
nonlinear, it-depends nature of this phenomenon may be
uncomfortable or confusing for trainees. If trainees are try-
ing to gradually become more autonomous, they may
experience a sense of randomness: sometimes I’m given
autonomy, sometimes not. Sometimes that autonomy leads
to failure, sometimes not (Mieczkowski et al. 2014; Biondi
et al. 2015; Chen et al. 2017; Williams et al. 2017; Atkinson
and Smink 2020). And while our participants agreed that
the goal of allowing failure was to benefit trainee learning,
the literature does not provide much evidence yet of this
outcome. What do trainees learn from being allowed to
fail? Beyond the educational impact, we also need to know
the impact on trainee resilience and wellbeing of experi-
encing what may constitute sentinel emotional events
(Lases et al. 2018; Bynum et al. 2019). We are currently
engaged in research with trainees to explore their experi-
ences of the educational strategy of allowing failure,
including its impact on their learning, their well-being and
their supervisory relationships.

Limitations

Choosing interviews might be seen as one of the limita-
tions in revealing how supervisory decisions are made,
especially if they are made navigated by intuition, limiting
the insights individuals have into their cognitive processes
afterwards (Zander et al. 2016). Based on our sampling
strategy, we chose to recruit participants from different
specialties from two sides, which might be problematic
when defining failure and allowing it in a specific context-
ual background. What may be judged as a failure in one
specialty (surgical vs. non-surgical) may not be judged as
such in another. However, surgical supervisors are slightly
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over-represented. On the one hand, this may be because
the author and interviewer is a surgeon herself (Dwyer and
Buckle 2009). On the other hand, instances of failure are
more recognizable in the context of invasive procedures,
and the surgical decision-making process may be easier to
describe. Furthermore, what for one supervisor is a failure,
another calls a mistake, and yet another defines it as an
everyday learning process within and outside the zone of
proximal development. This shows how relevant the use of
language in the exploration of such phenomena is.
Interviewing non-native speakers of English by a non-native
speaker may also represent a shortcoming of the study
regarding finding a common language to describe such
phenomena (Lingard 2013; Helmich et al. 2017).

Conclusions

Clinical supervision requires balancing the demands of
patient safety and trainee learning. A key part of this bal-
ance involves decisions about when and whether it is safe
to allow a trainee to struggle and perhaps fail during a
clinical situation. These decisions may be largely intuitive,
and they appear to be dynamic and nonlinear. While some
situations clearly dictate that the supervisor intervene to
protect patient safety over training learning, in many other
situations the decision is variable and dependent on the
interplay among different factors. We suggest that these
supervisory decisions should be the focus of faculty devel-
opment in clinical training programs so that we can
develop more explicit, shared thresholds for safely allowing
trainee failure in the service of learning.
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