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Abstract

Introduction: Longitudinal Integrated Clerkships (LICs) have demonstrated benefits

for students' learning and development in medical education globally. The model

emphasises importance with respect to continuity and time in the workplace for

learners. There is a need to explore how LICs become a viable training model for

learners. An amalgamative LIC model was drawn upon to inform the design of a

placement for trainee pharmacists on a hospital ward. This study sought to determine

the local viability of a longitudinal placement for trainee pharmacists, using communi-

ties of practice learning theory to interpret findings.

Methods: A design-based research approach informed study design. A longitudinal

placement was implemented on two hospital wards for 13 weeks. Trainees (n = 3)

were interviewed four times over a 14-week period. Ward staff (n = 14) were inter-

viewed at week 14. Interviews were transcribed verbatim. Qualitative longitudinal

analysis, using the trajectory approach, was conducted using abductive analysis. The

coded data were organised into a framework and subthemes were created.

Results: Trainees acquired membership within the multi-disciplinary ward team over

time. This led to an enriched learning experience and the trainee's professional devel-

opment improved as they attained more responsibilities. This enabled them to make

a greater contribution to patient care; more medication consultations occurred, and

discharge times improved.

Discussion: The local viability of the longitudinal placement appears to be linked to

the trainee's ability to acquire membership within the ward community of practice.

Membership gave trainee's access to learning opportunities, supporting their devel-

opment, and they earnt the trust of staff, leading to more responsibilities for provid-

ing patient care. Further research into developing longitudinal placements that

support trainee healthcare professionals to acquire membership within communities

of practice is warranted.

Received: 2 July 2021 Revised: 18 October 2021 Accepted: 21 October 2021

DOI: 10.1111/medu.14684

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.

© 2021 The Authors. Medical Education published by Association for the Study of Medical Education and John Wiley & Sons Ltd.

Med Educ. 2021;1–9. wileyonlinelibrary.com/journal/medu 1

https://orcid.org/0000-0003-3640-6179
https://orcid.org/0000-0001-8501-1224
mailto:h.kinsey@uea.ac.uk
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://wileyonlinelibrary.com/journal/medu


1 | INTRODUCTION

1.1 | Longitudinal integrated clerkships

Longitudinal Integrated Clerkships (LICs) are gradually being intro-

duced in more medical education programmes globally, as they have

demonstrated benefits for students' learning and development.1–3

LICs are designed to enable students to provide care for patients over

time; build relationships with the clinicians looking after these patients

and achieve the majority of the year's core clinical competencies for

their course, across multiple disciplines through these experiences.4,5

The model is centred on continuity and time, and students provide

care for a complex cohort of patients.1,6 Benefits for students under-

taking an LIC are numerous and include improved professional

development,7 confidence,8 clinical skills,9 autonomy,10 enhanced

professionalism,10 acquisition of responsibilities,11 feeling ‘useful’,12

development of problem-solving skills12 and building a patient-

centred approach to care.13,14

The length, format, timing within the curriculum and clinical envi-

ronment of the LICs vary widely.2,7,15,16 They can range from 6–

54 weeks; consist of a few hours each week, to full-time; take place in

primary or secondary care settings; occur across different specialties

and happen in different years of an education programme.1,4,7,16

Hence, it is possible to create a variety of LIC models, the design of

which will likely fall into one of three categories: amalgamative,

blended or comprehensive.1 LICs have predominantly been

implemented within medical schools in the United States, Canada,

Australia and South Africa.5,15 However, more medical schools within

the United Kingdom (UK) have begun introducing them into their cur-

ricula.17

1.2 | Pharmacist training

The majority of research into LICs to date has taken place in the con-

text of medical education.1,2,7,15,16 Little is known about their use in

the training of other healthcare professionals, such as pharmacists.

Pharmacist training in the UK usually comprises a 4-year degree,

followed by 1 year of foundation training (formerly called pre-

registration training). During the foundation year, trainee pharmacists

are supported by a Pharmacist Educational Supervisor (otherwise

known as a Designated supervisor or, formerly, pre-registration tutor).

Foundation training programmes in hospitals typically consist of a

series of short block rotations in different areas, each lasting 1–

3 weeks. During these short block rotations, trainees typically only

work with members of the pharmacy team, where their role is largely

observational. This can limit the trainee's ability to integrate into the

multi-disciplinary team, which can have a negative impact on their

professional development.18,19

1.3 | Communities of practice

Communities of practice learning theory describes how groups of

people who come together to form a community of practice create a

better social environment in which learning can take place. A commu-

nity of practice is formed when a group of people share a joint enter-

prise (all working towards the same common cause), have a shared

repertoire (use the same tools and resources) and exhibit mutual

engagement (a willingness to work together).20 When a person is new

to a community of practice, they will initially exist at the periphery of

the community; if they are to be a successful learner, they will need to

transition to the centre of the community. Crucially, this takes time.

The more time a person spends in a community of practice, the more

opportunities they will have to interact with established members,

learn effectively and acquire more responsibilities.21 The LIC emphasis

on time and continuity of relationships align to the principles of com-

munities of practice learning theory, which has been widely applied in

LIC research.3,11,16,22

1.4 | Aim

Drawing upon communities of practice learning theory, this study

sought to determine whether a longitudinal placement was a viable

training model for trainee pharmacists and, if so, how it became

viable.

1.5 | Longitudinal placement design

The principles of an amalgamative LIC model were drawn upon to

inform the design of a longitudinal placement.1 The placement was

incorporated as one rotation within the 1 year foundation training

programme for trainee pharmacists. The placement design was devel-

oped in collaboration pharmacy, medical and nursing staff and

involved trainee pharmacists working on one hospital ward, in the

Older Persons Medicine (OPM) specialty, full-time (Mon-Fri; 9 am to

5 pm) for 13 weeks, in the second or third quarter of the foundation

year.18 An induction, timetable (Appendix S1), workbook and work-

place assessment tools were created to support the trainees. The term

‘longitudinal placement’ was used to describe the training model since

the phrase ‘a type of amalgamative longitudinal integrated clerkship’
may have perplexed the UK healthcare professionals this study sought

to recruit.23

2 | METHODS

2.1 | Ethics statement

Ethical approval was obtained from the University of East Anglia

Research and Ethics Committee (201819-003) and governance

approval from the Health Research Authority (19/HRA/0416).

2.2 | Philosophical positioning of the researcher

In this study, the lead author (HK) adopted a pragmatic philosophical

position. Pragmatism promotes a practical approach to research,
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starting with the question of ‘what works?’.24–27 The pragmatic

approach encourages researchers' freedom to utilise whichever meth-

odology and methods are necessary to answer their research

question(s).24,28

2.3 | Design-Based Research

A Design-Based Research (DBR) approach, part of the Educational

Design Research family of approaches, was used to underpin

the research design because it supports researchers to address

complex educational challenges using an iterative approach.29–34

DBR consists of three core phases: exploration/analysis

(literature review, key stakeholder views gathered and practice con-

text understood), design/construction (intervention is designed

and is grounded in theory and reality; key stakeholders involved in

design refinement) and evaluation/reflection (formal evaluation

of the design for the purposes of generating data to inform out-

puts for the next iterative version).35–38 The exploration/analysis

and design/construction phases have been completed, and these

findings are reported in the PhD thesis associated with this

research.18

This study involved undertaking the evaluation/reflection phase

of the longitudinal placement for trainees. Beta testing, to determine

the local viability and institutionalisation of the intervention, informed

the evaluation strategy, which underpinned the approach to data anal-

ysis. An intervention's local viability refers to how and why it can sur-

vive in the research context. Institutionalisation describes how an

intervention can become incorporated as part of the organisation's

routine practice.39

2.4 | Research context

Two acute hospitals in England agreed to host the longitudinal place-

ment. Contextual information about each hospital, the ward hosting

and the trainees participating is provided in Table 1.

The trainees undertook their longitudinal ward placement at dif-

ferent points during their workplace training year. When not under-

taking their longitudinal placement, the trainees were undertaking

short block rotations through different clinical and technical areas at

their respective hospital. Both wards were staffed by medical consul-

tants, junior doctors, a ward sister, deputy sisters, registered nurses, a

discharge coordinator, ward clerk, physiotherapists, occupational ther-

apists and a pharmacist.

2.5 | Participant recruitment

The deputy chief pharmacist at each hospital acted as a gatekeeper to

recruitment, forwarding emails of invitation to potential participants

on behalf of the research team.

2.6 | Qualitative longitudinal research

Qualitative longitudinal research involves collecting data from the

same participants over time. This enables participants to describe

changes that are happening in ‘real time’, allowing the analysis to

relate changes to time.40–42

2.7 | Data collection

The research team developed semi-structured topic guides that were

informed by the literature and study aims and customised for the rele-

vant professional group (Appendices S2–S6). Participants were

encouraged to provide honest and open answers prior to the com-

mencement of the interview. The principles for conducting semi-

structured qualitative interviews, as described by Brinkman and

Kvale,43 were followed. Interviews took place in meeting rooms at the

hospitals. Participants provided informed written consent, and all

interviews were audio-recorded, transcribed verbatim and

anonymised.

2.8 | Data analysis

A pragmatic approach to analysis was applied, and a bespoke method

was developed using trajectory analysis, framework analysis

(underpinned by DBR) and abductive analysis.24,44–46

The trajectory analysis involved creating two coding trees for the

trainee data. The first tree organised the data by time and the second

by trainee (Appendix S7). The framework was inserted into each cod-

ing tree and included the following sections (which were derived from

the DBR approach): Implementation, Local viability and

Institutionalisation.

Initial coding of the data was undertaken using an abductive

approach. The coded data were organised into the framework, with

subthemes created. An ‘unanticipated’ section was added to the

framework and during abductive analysis; any data which did not fit

into the main framework were coded into the ‘unanticipated’ section.

TABLE 1 Hospital, ward and trainee context

Hospital Ward specialty Number of beds Local pharmacist support Trainee pharmacist Weeks placement undertaken

1 OPM: Parkinson's Disease 28 �2 h/day A 14–26

C 27–40

2 OPM: Hip fractures 39 �2 h/day B 23–35
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Staff data were coded into a separate tree, which organised the

data by trainee. The same framework consisting of the following sec-

tions was applied: Implementation, Local viability, Institutionalisation

and Unanticipated. NVivo QSR International Version 12 was used to

store and manage the data.

2.9 | Validation

Six validation strategies were used to confirm trustworthiness of the

data: reflexivity, triangulation, rich descriptions, disconfirming evi-

dence, prolonged engagement in the field and peer review.47 The lead

author (HK) kept a reflexive diary; entries were made following inter-

views and during analysis. The data and diary entries were discussed

at regular intervals with the research team (DW, JS and MC).

3 | RESULTS

3.1 | Participants

All trainees approached for interview accepted. Most staff members

approached for interview accepted, with the exception of the Pharma-

cist Educational Supervisor (also known as a tutor) for Trainee Phar-

macist B. In total, 32 interviews were held with trainees and staff.

Each trainee was interviewed four times, at weeks: 0, 3/4/5, 7/8

and 14. Staff were interviewed once during week 14 (Table 2). Inter-

views with trainees at week 0 (prior to placement commencing) lasted

fewer than 30 min. Interviews from week 3 onwards lasted a mini-

mum of 60 min with each trainee.

Twenty interviews were conducted with 14 members of staff,

lasting 7–30 min. Some staff were interviewed twice if they worked

with two trainees. This is due to hospital 1 hosting two longitudinal

placements sequentially on the same ward. These staff have two dif-

ferent identification codes attributed to them, depending on which

trainee their interview was in relation to.

3.2 | Results

The main themes, informed by the framework, were Background

(derived from the ‘unanticipated’ element of the framework), Imple-

mentation, Local Viability and Institutionalisation. This paper will only

describe the Local viability theme, since these data answer the aim of

this study. The results from the other themes can be viewed in the

PhD thesis.18 Additional quotes supporting the findings presented in

this study can be found in Appendix S8.

3.3 | Local viability

Local viability describes how and why the longitudinal placement

was able to survive. Over the course of the placement, each

trainee identified that becoming part of the ward team: enriched

their learning experience, supported their professional development,

and improved the ward pharmacy service, which enhanced

patient care.

3.3.1 | Part of the team

Effective working relationships were not established between the

trainees and ward team during the initial weeks of the placement.

TPC was uneasy about approaching staff with queries, preferring to

leave post-it notes with instructions, rather than initiating conversa-

tions directly. Nursing staff initially took an authoritarian approach

with TPA, giving her strict instructions on which activities to com-

plete, rather than involving her in discussions about patients and their

medicines.

Over time, the interactions between the trainees and ward

team began to change. TPA was invited to participate in making

decisions, TPB was sought out for answering queries and TPC was

able to participate in social conversations regarding television

shows and sports programmes. Each of these subtle changes in

interactions between the staff and trainees indicated that there

was a level of trust and acceptance of the trainees from week 7/8

onwards.

Pharmacist educational supervisors acknowledged that the

increased length of the placement (relative to block rotations)

improved the trainees' learning experience.

… there's more that we [pharmacist educational super-

visors] could contribute in … greater depth in a pro-

longed period [on a ward] … what I liked about it the

most, it has … certainly improved … their learning ….

PESA, Week 7

Certain features of the placement design influenced the speed at

which each of the trainees was able to acquire membership within the

ward team. Attending the multi-disciplinary meetings helped trainees

to integrate into the ward team.

… I didn't feel like I was ‘in the way’ on [longitudinal

placement ward] which was quite nice … cos they

[ward staff] all knew who I was and they knew why I

was there and I was always around … I felt like I had a

place on the ward and I fitted into the team …. TPB,

Week 14

3.3.2 | Enriched learning experience

An inclusive learning environment was cultivated by the consultants

(who were described as friendly and approachable) for all trainee

healthcare professionals, including nurses, doctors and pharmacists.

The consultants invited trainees to attend clinics and ward rounds
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with them elsewhere in the hospital. Junior doctors, nurses, physio-

therapists, occupational therapists and discharge coordinators also

offered a variety of learning opportunities. These included completing

last offices (TPA and TPB), attending home visits (TPB) and working in

the day assessment unit (TPA and TPC). These additional activities

were not part of the longitudinal placement design but arose because

of the trainees' membership within the team.

… one consultant … stops them [certain medicines] in

every patient … I know certain drugs [he] will … always

stop … it [this knowledge] makes me feel more useful

on the ward … it's better to be part of a team because I

feel like I'm learning a lot more …. TPB, Week 7

As well as identifying opportunities for learning during the place-

ment, the trainees identified barriers to learning which centred on the

availability, experience and motivations of the ward pharmacist to

engage in training. If the ward pharmacist was inexperienced (TPA), or

unavailable (TPC), this hindered the rate at which trainees became

part of the team because their identify development was delayed.

Staff mistook the trainees for registered pharmacists, which hampered

access to learning opportunities.

TABLE 2 Participant details

Participants' role Hospital Interview week Participant ID Participant ID

Trainee pharmacist A 1 0 TPA -

3

7

14

Trainee pharmacist B 2 0 TPB -

4

7

14

Trainee pharmacist C 1 0 TPC -

5

8

14

Trainee Pharmacist A Staff

Pharmacist Educational Supervisor 1 1 7 PESA1 -

Pharmacist Educational Supervisor 2 14 PESA2 WPC

Ward sister WSA WSC

Deputy sister DSA DSC

Staff nurse SNA1 -

Staff nurse SNA2 -

Consultant CONSA -

Junior doctor CMTA -

Trainee Pharmacist B Staff

Ward pharmacist 2 14 WPB -

Ward sister WSB -

Deputy sister DSB -

Staff nurse SNB -

Consultant CONSB -

Junior doctor FY1B -

Trainee Pharmacist C Staff

Pharmacist Educational Supervisor 1 14 PESC -

Ward pharmacist WPC PESA2

Ward sister WSC WSA

Deputy sister DSC DSA

Staff nurse SNC -

Consultant CONSC -

KINSEY ET AL. 5



3.3.3 | Development as a professional

The enriched learning experience contributed to the trainees' devel-

opment as healthcare professionals. Their development was

characterised by an increase in confidence and competence, which

resulted in them acquiring more responsibilities for providing patient

care, thereby reinforcing their sense of belonging within the ward

team and supporting identity formation.

… a lot of his [TPC's] evidences reflect … quite a lot of

responsibility … on his behalf. So, I think that's really

good … we sort of thrust him into the action and I think

that prepares him more for once he's qualified ….

PESC, Week 14

3.3.4 | Improved pharmacy service

The ward team described how, if pharmacists are not considered part

of the ward team, it precludes them from making meaningful contribu-

tions to patient care and leads to poorer joint decision-making. Con-

sultants were less likely to trust the prescribing advice of a pharmacist

they did not know or work with. By comparison, since the trainees

were able to integrate into the team over the course of their place-

ment, they were able to support all the medicines-related activities,

providing more person-centred medication advice, being available to

answer medication queries, undertaking medication consultations

with patients and optimising patient's medicines according to their

condition(s).

… when you get people [pharmacists] that just come

up [to the ward] for the day, they don't understand …

but they're [trainee pharmacists] ward based … they're

forward thinking about discharges … it's their ward so

it's their priority to make sure that they've got every-

thing up and ready … there's a different way of think-

ing … I think it works much better this way … and I

think she [TPA] feels like she belongs here … it's like

coming back home all the time …. WSA, Week 14

Due to the trainees having a greater understanding of the ward

environment and its demands, they devised ‘workarounds’ to bypass

some of the pharmacy rules regarding how quickly, or in what order,

medicines were dispensed for patients, thus demonstrating empathy

with the challenges faced by the nurses regarding pharmacy-related

medication delays.

… it's [the placement] mutually beneficial, from our

perspective you have a pharmacist presence on the

wards on a regular basis, and for a longer period, and

that can benefit us in many ways, seeking information,

ensuring we have the necessary medication available

on time … it greatly enhances the discharge process …

from their [trainee pharmacist] perspective … it's a pos-

itive learning experience for them. So, I feel that's why

it benefits both of us. CONSC, Week 14

The longitudinal placement gave the trainees a context in which

they could practise being a pharmacist in a multi-disciplinary team.

They sought to model their practice on the behaviour and attributes

of the ward team, which changed the way they contributed to patient

care. Re-evaluating how they provided pharmaceutical care to

patients resulted in the trainees realising that their patients did not

always present as perfect ‘textbook cases’. Hence, clinical guidelines

and recommended treatment pathways could not always be applied

to each patient, particularly if they had multiple long-term conditions.

This enabled the trainees to learn about the importance of providing

personalised care for each patient based on their medical condition(s)

and lifestyle choices.

… it [the longitudinal placement] enables her [TPB] to

see a slightly different side and think about things in a

different way … she ended up seeing patients less as

drug charts and more as patients …. CONSB, Week 14

All participants recommended the inclusion of the longitudinal

placement in subsequent pharmacist training programmes. The place-

ment shaped the trainees into better future pharmacists who under-

stood the value of, and how to become, part of the multi-

disciplinary team.

it's [the longitudinal placement] got to make a better

pharmacist at the end. To have an understanding of …

the entire team on the ward, the patient journey … the

valuable input the pharmacy element is … that makes a

big impact …. DSB, Week 14

Staff participants pointed out repeatedly that the apparent suc-

cess of the longitudinal ward placement was partially due to the indi-

vidual trainees who were friendly, motivated and made an effort to

integrate into the team. Staff cautioned that not all trainees would be

motivated to integrate and that failure to do so would hinder their

learning experience and increase the pressure on staff to deliver the

longitudinal placement.

4 | DISCUSSION

In line with the communities of practice learning theory, trainees

acquired membership within the multi-disciplinary ward team over

time, leading to an enriched learning experience and improved profes-

sional development. This resulted in the provision of an enhanced

pharmacy ward service and improved patient care, thereby enhancing

local viability.

The ward teams exhibited the characteristics of communities of

practice, which created a supportive learning environment for the
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trainees. Membership within the community of practice gave the

trainees unrestricted access to the multi-disciplinary team, whom they

could ask questions of, seek regular advice from and participate in a

variety of activities that contributed to patient care. Staff emphasised

the importance of trainees being sufficiently motivated to acquire

membership within the community in order to derive an enhanced

learning experience. The longitudinal qualitative analysis revealed all

trainees became members of the ward community of practice by

week 8. It does take time for a newcomer to be accepted into a com-

munity of practice.21 Hence, ward placements which last for fewer

than 8 weeks may not allow trainees to acquire membership within a

ward community of practice. This could affect the local viability of the

placement, since membership within the community of practice was a

prerequisite to the trainee's enriched learning experience.

Through the acquisition of membership within the ward commu-

nity of practice, the trainees gradually earnt the trust of the multi-

disciplinary team. This expression of trust from staff to trainee was

recognised in the responsibilities the trainees gathered, such as

answering medication queries and participating in decisions about

patient's care. Having these responsibilities supported the trainee's

professional development and improved their confidence. Securing

trust from staff, leading to increased responsibilities and indepen-

dence for trainee healthcare professionals, is a repeating theme in the

LIC literature.16 The tangible professional development benefits to

the trainees that arose from the longitudinal placement contribute to

securing the local viability of the placement from the perspective of

the trainees.

Membership within the ward community of practice also enabled

the trainees to enhance the pharmacy service. The longitudinal place-

ment design made it possible for the trainees to work full-time on one

ward for 13 weeks. This helped the trainees to better realise the joint

enterprise of the ward, to provide excellent patient care and identify

how they could contribute to it. This resulted in the trainees creating

‘workarounds’ to obtain medicines for their patients and improve the

speed at which discharge prescriptions were fulfilled. The improved

discharge service for patients affirmed the local viability of the longi-

tudinal placement from the perspective of the staff. This is an impor-

tant finding given that it is not widely known what effect LICs have

on patient care.3

The findings from this study highlight the importance of the

trainee acquiring membership within the community of practice so

that the longitudinal placement becomes a viable training model from

the perspective of trainees, staff and patients. Supporting trainees to

acquire membership within communities of practice could enable lon-

gitudinal placements to be sustainable over time.

Whilst all the trainees in this study were able to acquire member-

ship within the ward community of practice, the longitudinal place-

ment design cannot guarantee this. A trainee could fail to acquire

membership within a community of practice during a longitudinal

placement due to: trainee apathy, an unwelcoming attitude of staff,

poor placement design or inadequate implementation.20 Failure to

acquire membership for any number of reasons could affect the local

viability of the longitudinal placement, resulting in its discontinuation.

However, longitudinal placements do increase the likelihood of a

trainee acquiring membership within a community of practice due to

the design's emphasis on time and continuity of relationships.

Longitudinal qualitative research methods, which enable study

findings to connect time to change, are underutilised within medical

education.42,48 Given that time is one of the central tenets of the LIC

and longitudinal placement design, use of such methods is appropri-

ate. This enabled the identification of the timepoint at which transi-

tion into membership within the community of practice occurred for

all trainees. Certain features of the placement design appeared to

influence the speed and extent each trainee was able to acquire mem-

bership, such as the presence/role of the ward pharmacist and access

to the multi-disciplinary team meetings. However, whilst the trainees

acquired membership in the community of practice by a certain point,

this does not necessarily mean that once membership is achieved; the

placement should discontinue. If the trainees do not have sufficient

time to make a meaningful contribution to patient care before the end

of their placement, this may affect the local viability of the placement

from the perspective of the staff and patients.

Communities of practice has provided a useful lens through which

to interpret the findings from this study, namely, that the acquisition

of membership within a community of practice affirms the local viabil-

ity of the longitudinal placement for trainees, staff and patients. In

addition, utilisation of learning theory to interpret study findings

improves the transferability of the longitudinal placement design to

other settings.29 Other concepts that could have been used to inter-

pret the findings from this study, such as the Practice of Communities

or Workplace Participatory Practices, may have provided an alterna-

tive interpretation of study findings.49,50

Using DBR to develop the longitudinal placement design and

inform the evaluation strengthens the study findings. Its emphasis on

the use of multiple stakeholders, the application of learning theory

and taking an iterative approach enabled a complex intervention to be

created and evaluated in a short period of time, with a small research

team. To the knowledge of the authors, this is the first time that the

DBR approach has been used to design and evaluate a longitudinal

placement or model of training based upon the amalgamative LIC

design. Therefore, utilisation of the DBR approach may support edu-

cation researchers from different professional disciplines to design,

implement and evaluate educational interventions, for learners in their

setting(s).

This study involved a small number of trainee pharmacists, which

may limit the transferability of findings. However, multiple interviews

with the trainees over time generated rich data and prolonged the

engagement of the researcher in the field, reducing social desirability

bias.47 In addition, the triangulation of the trainee's experience with

staff from different professional groups strengthens the study findings

as this mitigates against social desirability bias affecting overall find-

ings.47

There is limited disconfirming evidence amongst the staff data,

which could indicate an unwillingness to criticise the placement. This

could have been due to the role of the researcher (HK) as a pharma-

cist and the designer and evaluator of the placement. Whilst the
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researcher tried to prevent this by emphasising the importance of

honesty prior to each interview, it is possible that participants chose

not to disclose any criticisms or reservations about the placement

directly.

This research demonstrates the value of qualitative longitudinal

research when considering learning over time.51 Utilising the DBR

approach to design, implement and evaluate learning experiences

increases the likelihood of developing an educational intervention

that works, therefore minimising risk to the learner.52 Applying

learning theory to study findings to conceptualise new knowledge

enhances the education intervention's transferability to other

settings.29

The findings from this study indicate that further exploration is

needed to establish whether the focus for longitudinal models of

training should be on supporting trainee healthcare professionals to

acquire membership within communities of practice. In addition, more

research into the local viability of longitudinal training models and

their effect on patient care warrant further investigation.
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