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ABSTRACT

Introduction: Clinical leadership has long been
recognised as critical for optimising patient safety,
quality of care and interprofessional teamwork in busy
and stressful healthcare settings. There is a need to
compensate for the absence of the conventional
mentor-to-apprentice transfer of clinical leadership
knowledge and skills. While young doctors and nurses
are increasingly proficient in medical, surgical and
technical skills, their training in, and knowledge of
clinical leadership skills, is not adequate to meet the
demands for these non-technical skills in the
emergency department. Thus, the purpose of the paper
is to present and discuss the study protocol of clinical
leadership in a course for teams that aims to improve
quality, efficiency, responsiveness of healthcare services
and collegial trust in the emergency department.
Methods and analysis: The study employs a trailing
research design using multiple quantitative and
qualitative methods in the summative (pretest and post-
test) and formative evaluation. Quantitative data have
been collected from a patient questionnaire, the
emergency departments’ database and by the
observation of team performance. Qualitative data have
been collected by shadowing healthcare professionals
and through focus group interviews. To ensure
trustworthiness in the data analysis, we will apply
member checks and analyst triangulation, in addition to
providing contextual and sample description to allow for
evaluation of transferability of our results to other
contexts and groups.

Ethics and dissemination: The study is approved by
the ethics committee of the western part of Norway and
the hospital. The study is based on voluntary
participation and informed written consent. Informants
can withdraw at any point in time. The results will be
disseminated at research conferences, peer review
journals and through public presentations to people
outside the scientific community.

INTRODUCTION
Clinical leadership (CL) has long been
recognised as critical for optimising patient

Strengths and limitations of this study

m The strengths of trailing research design is the
flexible use of knowledge collected through par-
ticipation and dialogue in combination with
knowledge acquired and interpreted through
traditional scientific methods.

= Participatory validity will be obtained by partici-
pant confirmation of the ‘shadowing’ transcrip-
tion and feedback on results in the dialogue
meetings. Rigour will be achieved by the trans-
parency with which the data are generated and
how events are questioned and interpreted in the
formative and summative evaluation.

m The pretest and post-test design used in this
study has several weaknesses. Other events
(history) between the pretest and post-test,
which represent a threat to internal validity, may
also cause an effect that has alternative
explanations.

= The effectiveness of the training programmes is
more difficult to measure because a wide range
of variables unrelated to the training intervention
can mediate both the training process and the
outcome.

= The content, duration and frequency of the clin-
ical leadership in teams (CLT) course may influ-
ence the effectiveness of the intervention.

safety, quality of care and interprofessional
teamwork in busy and stressful healthcare
settings.! ? Effective CL is a prerequisite for
understanding the complex system of care
for the benefit of patients and ensuring
healthy workplaces.” * Conversely, ineffective
CL has a negative impact on the healthcare
workers and standard of care and can lead to
adverse events.* ° There is a need to com-
pensate for the absence of the conventional
mentor-to-apprentice transfer of CL knowl-
edge and skills. While young doctors and
nurses are increasingly proficient in medical,
surgical and technical nursing skills, their
training in, and knowledge of CL skills, is
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not adequate to meet the demands for these non-
technical skills in the emergency department (ED) and
other wards and work environments in a modern hos-
pital.” Nevertheless, opportunities in everyday clinical
practice to acquire, practise and receive feedback on CL
skills remain scarce.'’ Strategies to promote CL skills
should include clinical supervision programmes, inter-
professional collaboration and the development of
skills.""™"® Previous CL programmes have demonstrated
development of self-reported and observer-reported
behaviours of CL Competencies,14 improved safety and
quality of care,'’ development of individual skills and
influence on workplace culture.'” '® The training pro-
grammes have centred on leadership behaviours/traits
and competencies; however, evidence of the impact of
such programmes on the operational level is scarce. 7

CL is a poorly understood concept that lacks a stand-
ard definition.” '” Mannix et al' suggested that there
exists an almost taken-for-granted stance about how CL
can be characterised. Others'® have stated that CL is fos-
tered in an environment where the staff is empowered
and where there is a vision for the future. Cook and
Holt' concluded that effective CL requires leadership
skills for team building, confidence and respect for
others. A review presents a definition of CL that empha-
sises attributes such as a drive towards improved service
and management of teams to provide excellence in
patient care."” In Mannix et al,* only two studies have
developed a definition of CL from their respective find-
ings. One of the studies® refers to Harper,”’ who
describes a clinical leader as one who possesses clinical
expertise in a specialty practice area and who uses inter-
personal skills to enable nurses and other healthcare
providers to deliver quality patient care.

According to Howieson and Thiagarajah,17 although
the CL literature in healthcare programmes seems to be
extensive, problems exist. Research on CL has focused
on studying trait-based and behavioural-based compe-
tency models. Howieson and Thiagarajah'” claim there
are several concerns with this approach, such as centred-
ness on recommended behaviour/traits and competen-
cies, losing sight of the contextual and situational nature
of CL, gaps between the perceptions of leadership
embodied in competency frameworks and the percep-
tions of leaders themselves. This approach does not
inform what constitutes effective CL behaviours in differ-
ent contexts. Consequently, the social influence process
of CL cannot be fully understood unless a more discur-
sive approach is applied.

Hence, there is a need for more research to deter-
mine if a course in clinical leadership in teams (CLT)
improves the quality of healthcare services in the ED.
The CLT course is an institutionalised approach to
improve value-based non-technical skills of clinical per-
sonnel. It takes a horizontal and operational approach,
focusing on clinical management and coordination of
the interprofessional team in a realistic, routine-based
patient-centred context. A team’s approach to CL has

been taken because all clinical personnel operate in an
environment in which they are influenced by, and influ-
ence others through their actions and decisions. Patient
safety is highly dependent on the level of collaboration
between clinical personnel in all settings. CL therefore
requires leadership skills for interdisciplinary team
building, confidence in and respect for others and a
combination of expertise and communication skills.

The aim of the study is to evaluate the impact of a
CLT course in terms of quality, efficiency, responsiveness
of healthcare services and interprofessional trust in the

ED.

Theoretical concepts

To address the aim of the hospital improvement process
related to clinical quality in the ED and CL, in the
context of taking responsibility for conducting medical
and nursing practice with a patient-centred perspective,
CL needs to be redefined. The working group respon-
sible for developing the course decided that the follow-
ing four bedside values would underpin the theoretical
foundation of the curriculum and evaluation of the
course’s impact:22 trust, quality, responsiveness and effi-
ciency. These values were considered to provide the
necessary platform for the translation of principles by
combining the values of the hospital with the concept of
CL to address the needs of the ED. Definitions of these
values are outlined elsewhere.'?

METHODS AND ANALYSIS

Study design

The current study employs a trailing research design with
pretest and post-test, using quantitative and qualitative
methods in the evaluation.”” Trailing research is a
dialogue-based process analysis and an appropriate
research method when the purpose is to have a construct-
ive dialogue with the participants and stakeholders.* **
They will be able to influence what is evaluated, and also
the methods and how the data are interpreted and
applied.25 In the current study, trailing research was con-
sidered suitable because the researcher had no explicit
stake in the outcome of the change or responsibility in
any way for securing successful results. Participatory action
research (PAR), in comparison, assumes the researcher is
also influencing and involved in the change process.”
The objective is learning and evaluation created through
participants’ and researchers’ reflections (table 1).

In phase 1, the planning of the study and the CLT
course, it was important to clarify the study design and
outcomes in cooperation with the ED.** A pilot test of
the CLT course was conducted and was followed with an
evaluation and refinement of the course.?? Additionally,
parts of the CLI course were tested in a simulation
setting. In phase 2, the CLT course was executed and
the first author gave feedback on the preliminary find-
ings in dialogue meetings. The objective of these meet-
ings was to reflect and gain experiential learning based
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Table 1 Characteristics of trailing research (Stensaker,?®
p.152)

Objective

Scientific knowledge

Provide real-time feedback to
organisations

Enable learning and
collaborative knowledge
generation

Critical outsider yet integrated
insider

Not an active change agent and
has no explicit stake in change
outcomes

Dialogue partner and trustful
relationship with ‘insiders’
Often formal contract based
Division of roles (researcher/
participants/stakeholders)
Contemporary

Role of researcher

Respondent—
researcher relationships

Timeframe

on the preliminary findings.”* The objective of the for-
mative evaluation was to improve the course as it
happens, based on the quantitative and qualitative data.
In the next phase, the CLT course was adjusted, and the
final phase was a summative evaluation of the course
and the consequences of the intervention.

Setting

The current study was conducted in the ED at a university
hospital in the south western part of Norway. The ED at
the hospital is located in an urban setting and triages
~30 000 patients per year. Every week the ED delivers
emergency care to 600 patients from 18 municipalities
with a population of about 350 000. The ED staff consists
of 120 intensive care and registered nurses, 40 attending
physicians on rotation from medical, surgical and neuro-
logical departments, and various support personnel. The
ED is divided into two major care areas; the triage area
with 14 beds and the treatment area with 22 beds.

The regional office of the Norwegian Board of Health
Supervision conducted a follow-up evaluation of ED ser-
vices at the hospital in the spring of 2018.*° The report
concluded that there was insufficient number of quali-
fied medical personnel (doctors) in the ED. The hos-
pital responded to these conclusions by establishing a
steering committee involving the hospital’s top leader-
ship. This committee established several working groups,
each with a specific mandate to address the challenges
the report highlighted. As a result of the proceedings of
one of these groups it was concluded that there was a
need to initiate a process to secure CL skills among key
health personnel in the ED. The response to this con-
clusion was the development and implementation of the
CLT course.

Study participants and ethics
Twelve nurses in charge, 40 doctors on call, 30 nurses
and 400 patients admitted to the ED in the hospital

were invited to participate in the pretest and post-test,
respectively. The pretest was conducted in August and
September 2013 and the post-test was planned for 2016.
The data of the formative evaluation were collected
from December 2013 to September 2015.

Participants received written and oral information
about the study, and all participants willing to participate
signed an informed consent form before they were
enrolled in the study. Confidentiality is guaranteed.
Patients admitted to the ED will be requested to partici-
pate by the nurses in the medical, surgical and neuro-
logical units 1-day after admission to the ED (box 1).

Research procedures

The current study comprises the following three compo-
nents: (1) the summative evaluation, (2) the formative
evaluation and (3) the CLT course (figure 1). Table 2
describe concepts, operationalisation of the concepts,
the sample and data collection in the summative and
formative evaluation.

Summative evaluation

The summative evaluation includes quality of care and
quality of team performance, responsiveness, efficiency
and interprofessional trust.

Quality is evaluated from the patient’s perspective, and
by observing interprofessional team performance.
Quality of care is measured by a short form of the
‘Quality from the Patient’s Perspective (QPP) question-
naire’.”’ Patients’ perceptions of what constitutes quality
of care are formed by their encounters with an existing
care structure and by their system of norms, expectations
and experiences. The questionnaire has 50 items and
four dimensions: medical-technical competence of the
caregivers, physical-technical conditions of the care
organisation, degree of identity orientation in the atti-
tudes and actions of the caregivers, and sociocultural

Box 1 Inclusion and exclusion criteria

Inclusion criteria

Patients admitted to the emergency department (ED) must be:

» Norwegians 18 years or older;

» Able to read and write;

» Transferred from the ED to surgical, medical or neurological
units;

» Admitted to the hospital at least 24 hours ago.

Healthcare professionals:

» Doctors on call, nurses in charge and other doctors and
nurses who work daily in the ED, both in ad hoc teams and in
permanent positions.

Exclusion criteria

» Patients with severe illness who have been transferred from
the ED to other acute care units (ie, intensive care units,
cardiac units and operating theatres).

» Patients who have been diagnosed as demented or depressed
by a healthcare professional and incapable of being medically
fit to answer the questionnaire.
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2. Formative
evaluation

3. Clinical
leadership in
teams' course

1. Summative
evaluation

(pre-test and
post-test)

Document analysis
of dialogue meetings
Shadowing of nurses Quality
Quality in charge and
doctors on call
Efficiency

Responsiveness
Effectiveness
Interprofessional
trust

Responsiveness
Effectiveness

Interprofessional
trust

—

Figure 1 Components in the current study.

atmosphere of the care organisation.z7

version in Swedish has been
Norwegian.”®

The quality of multidisciplinary team’s performance is
observed by the ‘“Team Emergency Assessment Measure’
(TEAM).?” TEAM is a measure of team performance
during medical emergencies and is constructed to
measure non-technical skills in teamwork. The authors
have adapted TEAM for use in non-emergency medical
setting in the ED. TEAM has three subscales: the team
leader (2 items), the team (7 items) and task manage-
ment (2 items). The items are rated from ‘never/hardly
ever’ (0) to ‘always/nearly always’ (4). TEAM has 12
items, the last of which is an overall rating scale from 1
(lowest) to 10 (highest).

The original
translated into

Responsiveness deals with the patients’ expectations and
perceptions of existing care structures in healthcare and
will be measured by a subscale (4 items) from the
‘World Health Survey—Health System Responsiveness’
(WHSHSR).*

Efficiency is measured by a variety of time variables in
the ED.”" The doctor on call and the nurse in charge
will simultaneously rate the level of crowding on a five-
point Likert scale, from ‘not busy’ (1) to ‘extremely
crowded’ (5). If they consider the ED crowded, the level
to which crowding compromises patient safety is indi-
cated, from strongly disagree (1) to strongly agree (5).
In order to compare the provider’s ability to recognise
crowding, the mean ED crowding rating of the two
raters will be correlated.” To assess how the doctor on
call and the nurse in charge providers perceive their
ability to manage several patients at the same time, they
will rate the level of multitasking on a five-point Likert
scale from ‘not managing the number of patients’ (1) to
‘managing the number of patients very well (5)’.

Interprofessional trust will be explored in the pretest and
post-test to obtain a picture of how healthcare providers
in the ED perceive and experience interprofessional
trust.”® Doctors on call and nurses in charge will be
invited to participate in three focus group interviews
(FGIs). The group format is efficient for generating dia-
logue, and group interaction facilitates access to the par-
ticipants’ thoughts and perceptions.”

Table 2 Concepts, operationalisation of the concepts, sample and data collection in the summative (pretest and post-test)

and formative evaluation

Summative evaluation (pretest and post-test)

Concepts Operationalisation of the concepts Sample and data collection
Quality QPP Randomised sample; QPP questionnaire (Wilde
Quality of team performance Larsson and Larsson®’)

Convenience sample on team level; TEAM’
observation (Cooper et al, 2010)

Responsiveness Responsiveness from the patient’'s perspective ~ Randomised sample; WHO ‘World Health Survey—
Health System Responsiveness’ subscale 7.4-7.5
(Q7100-Q7107) questionnaire

Efficiency Flow, length of stay, crowding and reasons for The numbers of patients and a variety of time

crowding, providers’ perception of managing

high workflow

Interprofessional
trust

Characteristics of interprofessional trust

variables of length of stay will be retrieved from the
database of emergency.

How nurses in charge and doctors on call perceive
their abilities in managing several patients at the
same time (Doyle et al®")

Purposeful sample; focus group interviews with
doctors on call and nurses in charge

Formative evaluation

Reflection and Dialogue meetings

learning
Quality Performance of clinical leadership
Efficiency Flow and length of stay

Document analysis of dialogue meetings

Convenience sample; shadowing doctors on call and
nurses in charge

The number of patients and a variety of time
variables of length of stay will be retrieved from the
database of the emergency department.

QPP, Quality from the Patient's Perspective; TEAM, Team Emergency Assessment Measure.
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Formative evaluation

The formative evaluation includes the dialogue meet-
ings, efficiency and characteristics of how CL is per-
formed by nurses in charge and doctors on call after
participating in the CLT course. Data from the dialogue
meetings that describe organisational processes taking
place and changes during the period will be analysed
using document analysis.34

Shadowing nurses in charge and doctors on call has
been conducted to explore how CL is performed.”
Shadowing is a research technique that involves a
researcher closely following a member of an organisa-
tion over an extended period of time.”” The method
can ‘produce the sort of first-hand, detailed data that
gives the researcher access to both the trivial or
mundane and the difficult to articulate’.*” To confirm
the validity of the data, all participants read the field
notes and give their feedback.”

Efficiency includes the number of patients admitted to
the ED and a variety of time variables of length of stay
(ie, arrival at triage, arrival at provider and arrival at
doctor).?! The time variables have been retrieved from
the database of ED.

Intervention: CLT course

The overarching vision of the CLT course is to establish
bedside values and an understanding of excellent
day-to-day CL in teams, executing CL with existing
resources and within the organisational structure. The
development of the CLT followed the seven factors out-
lined by Salas et al’® cf."” The didactic model of rela-
tion®” has guided the design of the course (figure 2).
Further, the goals of intervention have been linked to
the vision and overarching goals of the hospital.*® **

The CLT course encompasses the six factors described
by Hiim and Hippe.”” All factors are mutually depend-
ent; changes in one feature will have consequences for
the other features.

Required resources and time commitment were
secured by the steering committee and the decision to
allocate 3 days for the pilot course plus four group meet-
ings and a facilitated session over a 2-month period.”®

Competence was ensured by a faculty consisting of
individuals with a background in medicine, leadership,
paramedics, pedagogy, emergency care nursing and
research.”” Three faculty members had long experience
as simulation facilitators and Train the Trainers course
instructors (EUSim). To ensure understanding and rele-
vance, the faculty also reviewed adverse events reports in
the ED and took observational shifts prior to designing
the workshops and scenarios. To guarantee a sustainable
course and relevance to clinical practice, buy-in and
ownership were secured by recruiting former course par-
ticipants as future trainers.”

The overarching vision of the CLT course is to estab-
lish bedside values and an understanding of excellent
day-to-day CL in teams, executing CL within existing
resources and organisational structure. The specific
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Figure 2 lllustration of the didactic model of relation (Hiim
and Hippe®”).

objectives of the CLT for participants are to (1) function
as skilled operative leaders and clinical supervisors
within their clinical everyday setting, (2) understand and
improve patient safety and quality, (3) understand the
dynamics of patient flow, and critically and efficiently
use available resources and (4) improve trust between
health personnel.

In developing the course content, both in materials
and subject matter, five main contextualised topics were
established: basics, behaviour, team, safety and tools.
From these, subtopics were then derived. The CLT course
is structured in four steps comprising introduction,
theory, workshop/simulation and implementation.13 The
simulation scenarios focus on limited trauma with chest
pain, lack of resources and overcrowding, prolonged
length of stay in the ED, unclarified patients, bullying at
work and medication error with consequences (for
details, see Olsen et al'®). The simulation sessions were
developed by analysing challenging clinical settings and
patient scenarios relevant to the department in question.
These were identified through precourse discussions and
the active use of the hospital incident reporting system.

Pedagogical methods include workshops, simulation,
group counselling and peer-to-peer dialogue, all of
which emphasise guided reflection.”*™* The last two
methods were chosen to support the implementation of
CL (table 1) and to facilitate the application of trained
CL skills on the job.*

Statistical analysis

Multilevel analysis will be performed to analyse the
results. Common descriptive statistics with frequencies,
per cent, mean and SD will be conducted to describe
the study sample on the cluster level. The differences in
the outcomes measures will be evaluated on a team or
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individual level. Differences in the distribution of sex,
age groups, level of education, etc, and results from the
QPP questionnaire between pretest and post-test will be
analysed by Student’s t-test, the Mann-Whitney test and
analysis of variance (ANOVA). To identify differences
between the percentages of patients admitted to differ-
ent specialties and triage codes, the x* test will be used.
The %* test will also be conducted to identify differences
between the pretest and post-test in time variables.
Correlations will be used to analyse the difference in
assessment of crowding from doctors and nurses. All
analyses will be carried out using the Statistical Package
for Social Sciences, SPSS V.20. A p value <0.05 is

regarded as statistically significant.

Qualitative data analysis

To ensure trustworthiness in the analysis, analyst triangu-
lation and member checks will be applied.43 The
research team will discuss and refine the analysis accord-
ing to the research questions and themes emerging in
the data. The FGI will be analysed by conducting
content analysis.** The summary of the dialogue
meeting will be analysed using document analysis.>* The
summaries will act as important data material in the for-
mative evaluation of organisational processes taking
place and changes during the study period.

The analysis of shadowing doctors and nurses will be
conducted by the first author. The method described by
Coffey and Atkinson® will be used to analyse and inter-
pret the data.

Dissemination

Results of the CLT course study will be reported accord-
ing to a predetermined publication policy approved by
all the members of the research team. Study results will
be disseminated via scientific conferences and publica-
tions; presentations to healthcare providers, and meet-
ings with stakeholders.

Study status
The CLT course study run-in period began in August
2013. Data collection will continue until June 2016.

DISCUSSION

The discussion of the study protocol has been structured
in three parts, including discussion of the study design,
outcome criterion and the CLI course (the
intervention).

Study design

The strengths of trailing research design is the flexible
use of knowledge collected through participation and
dialogue in combination with knowledge acquired and
interpreted through traditional scientific methods.**
Another advantage of trailing research is the capacity to
follow-up changes in the project through monitoring,
feedback and feed-forward loops.** To improve validity

and achieve rigour in trailing research data, the data in
this study will be assessed from different sources. The
quality of observations will be achieved by prolonged
and persistent observations in the ED.*® Participatory
validity will be obtained by participant confirmation of
the ‘shadowing’ transcription and feedback on results in
the dialogue meetings.*® Rigour will be achieved based
on the transparency with which the data are generated
and how events are questioned and interpreted in the
formative and summative evaluation.

The challenges with trailing research revolve around
the performance of the intervention, finding a good
balance between the content of the intervention and
the advice given to adjust the intervention based on the
results, and the values that guide the advice based on
the dialogue meetings. Evaluation will always have a rela-
tionship with values. Therefore, it is important to reflect
on one’s own role as a researcher when entering social
processes and how the researcher influences
proc.f:sses.47

The literature in trailing research answers questions
regarding ‘technical’ issues, but not how difficult ques-
tions linked to researcher relations and roles should be
solved in the clinical field. The researcher should be
aware of the challenge of shifting between closeness and
distance regarding the research as well as feelings
related to personal and ethical issues.”> ** Usually, this is
strengthened if the researcher knows the field, but can,
of course, result in confusion if the researcher witnesses
unethical practices and acts. The ways the researchers
solve difficult situations have consequences for them,
the research and the participants.

The study design used here has several weaknesses.
First, the monitoring of time variables, such as length of
stay, may be atypical and apart from the mandate. To
eliminate some alternative explanations for change in
time variables, data have been collected every 6 months
over an extended period of one-and-a-half vyears.
Second, any other events (history) between the pretest
and post-test, which represent a threat to internal valid-
ity, may cause an effect that has alternative explanations.
Implementation of similar courses and changes in rou-
tines and organisation in the intervention period will be
monitored and evaluated as historical threats.”” The
current design is considered practical in a natural
setting, but difficult or impossible to deliver as a random
intervention to some people but not to others in the
ED. Thus, results are usually less conclusive because
causal inferences cannot be made.*’

49

Outcome criteria

Establishing the outcomes of the intervention was chal-
lenging, partly due to the length and complexity of the
causal chains linking interventions with outcomes.”!
Additionally, the effectiveness of training programmes is
more difficult to measure because a wide range of vari-
ables unrelated to the training intervention can mediate
both the training process and the outcome. Drescher
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et al’® suggest that these variables need to be considered
if it is to be established whether an outcome is due to
the training interventions or other unrelated factors.

The outcome of this study is linked to four values out-
lined in the theoretical framework. Since the main
purpose of the intervention is to improve quality of care
and patient safety in the ED, it is critical that patient-
centred outcomes such as experience and quality of care
should be taken into account.”’ A number of instru-
ments exist to measure patientreported outcomes, such
as the Patient Judgements of Hospital Q;uality.53 In
Norway, only a few instruments measuring patient-
reported outcomes have been translated and validated.
Instruments measuring satisfaction/quality of care for
patients admitted to the ED are rare.”* Therefore, the
QPP survey27 was considered appropriate for acutely ill
patients 24 hours after admission in the ED. The lack of
patients’ experience of their illness in the survey may
have increased the risk of bias. Although TEAM™ was
constructed to observe critical emergency teams, the
instrument was considered manageable and suitable for
observing quality of team performance in all teams in
the ED. The fact that a variety of time variables have
been used to measure efficiency in the ED helped
decide how to measure efficiency.”® * Interprofessional
trust is not a well-studied phenomenon in the ED,56
which implies a qualitative, explorative design to capture
the experiences of interprofessional trust among doctors
on call and nurses in Charge.49

The intervention

Several factors may influence the effectiveness of the
intervention.”’ Consequently, several aspects of the inter-
vention need to be assessed and evaluated.”’ The
aspects include assessment of learning needs, duration
of educational activity, group comEosition, active partici-
pants and use of opinion leaders.”

Previous research demonstrates a mixed picture
regarding the impact of assessment of learning needs,
from no consistent effect to significant effect on learn-
ing.57 The content and format of the CLT course have
been developed by the faculty based on the evidence-
based factors,”® which emphasises organisational goals
more than individual learner goals. With reference to
previous research, the result of the study can go both
ways. In this regard, the participants’ motivation can be
significant in the explanations of the study results.”

The duration and frequency of the CLI course will
have an influence of effectiveness. One review’? demon-
strates that continuing education lasting 1 day is less
effective than education lasting several days, but little dif-
ference exists between education of 2 days and education
of longer duration. The process of reflection is consid-
ered critical for learning in clinical practice.”” To meet
the recommendations for the duration of the pro-
gramme, the CLT course facilitates further reflection in
group counselling lasting 3 months. A sustainable change
in how CL is performed by doctors and nurses will be

demonstrated by the study results. Nevertheless, to create
a successful, large-scale improvement programme in the
long-term requires administrative and organisational
implementation strategies in the hospital.57

Group composition has an impact on the effect of the
CLT course, where participants from one organisation
are plreferable.57 The departmental management selects
the participants in the CLT course. Doctors represent
the medical, surgical and neurological departments
while all nurses represent the ED. Future evaluation will
demonstrate whether the selection process and partici-
pants from different cultures with different motivations
will have an impact on the results. Another factor that
has an impact on the effectiveness of the intervention is
active participants.57 Participants are active in large parts
of the CLT course, and the educational activities are
therefore consistent with existing knowledge.

The last factor that may have a moderate influence on
the results is the use of opinion leaders.”” Opinion
leaders have different roles, and structured methods are
available to identify them. Since departmental manage-
ment selects the participants in the CLT course, this
factor has not been carefully considered. In future, such
consideration may decide which faculty members are
chosen to conduct new courses.

The results of the study will allow a greater under-
standing of whether the intervention is effective and
how the CLT course tailored for the ED will have an
impact on changes in the course curriculum, changes in
the study protocol and in procedures in the ED and
other units. Finally, our results will be useful to the steer-
ing committee and the top leadership of the hospital in
future decisions and the distribution of the CLT course
in the departments of medicine and surgery. The results
will contribute to the bank of available research data
that can be used to develop better healthcare services
for patients admitted to hospitals.
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