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Abstract

Background Medical education is tasked with shaping how medical students and physicians think, feel and act

as professionals, or their Professional Identity Formation (PIF). This process has traditionally rested upon imparting
knowledge; integrating sociocultural, professional and organizational expectations and codes of conduct; inculcating
program and practice beliefs, values and principles (belief systems); and imbuing shared identities — quintessential
elements that, together, comprise the socialization process. Key to supporting this socialization process is reflective
practice. However, regnant approaches to mobilizing reflective cycles are faced with resource, personnel and time
constraints, hindering efforts to nurture PIF. Group non-written reflections (GNWR) — broadly defined as facilitator-led
discussions of shared reflective experiences within groups of learners — may prove to be an effective compromise.

To address diverse approaches and a lack of effective understanding, we propose a systematic scoping review (SSR)
to map the current use of GNWR in medical training and its role in shaping PIF.

Methods Guided by the Systematic Evidence-Based Approach (SEBA)'s constructivist ontological and relativist
epistemological position, this SSR in SEBA searched for articles on GNWR published in PubMed, Embase, Psychinfo,
CINAHL, ERIC, ASSIA, SCOPUS, Google Scholar, Open Grey, GreyLit and ProQuest databases. The data found was con-
currently analyzed using thematic and direct content analysis. Complementary themes and categories identified were
combined, creating the domains that framed the discussion.

Results Of the 8560 abstracts and 336 full-text articles reviewed, 98 articles were included. The four domains identi-
fied were: (1) Indications of use and their value; (2) Structure and how they can be used; (3) Models of reflective
practice in GNWR; and (4) Features of communities of practice and the socialisation process.

Conclusion This SSR in SEBA concludes that GNWR does impact PIF when effectively structured and supported. The
Krishna-Pisupati Model for PIF platforms a model that explains GNWR'’s effects of PIF and advances fourteen recom-
mendations to maximize GNWR use.
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Introduction

Medical education is tasked with shaping how medical
students and physicians think, feel and act as profes-
sionals, a phenomenon described as Professional Iden-
tity Formation (PIF). This process traditionally revolves
around imparting key knowledge; integrating socio-
cultural, professional and organizational expectations
and codes of conduct; inculcating program and practice
beliefs, values and principles (belief systems); and imbu-
ing shared identities. Cumulatively, these processes scaf-
fold the socialization process that facilitates a learner’s
transition from layperson to medical professional.

Key to supporting this socialization process are the
program boundaries, structures, codes of conduct and
support systems that liken it to a Community of Practice
(CoP). It is within this “persistent, sustaining social net-
work of individuals who share and develop an overlapping
knowledge base, set of beliefs, values and history and expe-
riences focused on a common practice and/or enterprise”
[1] that a mix of role modelling; large group teaching and
personalized tutoring; supervised immersion into the
clinical field; supervised nurturing of desired competen-
cies; and personalized remediation occurs to shape PIE.
Supporting meaning-making exercises, shifting belief
systems and identities, as well as a developing sense of
belonging and deeper associations, are guided reflec-
tive cycles and their accompanying supervised debriefs
and personalised reviews. Defined as the metacogni-
tive process of stepping back, reviewing and recognizing
how thoughts, feelings, emotions and experiences shape
a clinician’s decision-making, clinical reasoning, sense-
making and professionalism, reflection is deemed a piv-
otal constituent of professionalism. Critical reflections
on ‘disorientating dilemmas” [2] or threats to profes-
sionalism can lead to improvements in future behaviors,
attitudes and thinking [2-5]. Unsurprisingly, reflective
practice is thus seen to play a critical role in shaping PIF
[2,6,7].

Yet, facilitating reflective cycles is resource-heavy [8—
11]. Hampered by a lack of time, opportunity, structure
and trained mentors or supervisors, reflective practice
is often compromised, jeopardizing efforts to shape PIF.
Recent studies, however, may offer a solution in the form
of group non-written reflections (henceforth GN'WR).
Loosely defined as a facilitator-led discussion of shared
reflective experiences in a group of learners, GNWR is
less time-consuming and offers a less resource-intensive
option to discuss, deconstruct and enrich shared expe-
riences. Its efficacy as a form of reflection, however,
remains unclear, alongside other questions that also per-
sist. Whilst it is posited that a multiprofessional team
participating in GN'WR offers frank discourse on stereo-
types, social exclusion and marginalization; differentiates
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“social location and subject position in wider socio-eco-
nomic structures” [12]; unmasks gender, ethnicity, age,
inequality, political issues and multidirectional power
relations within the hierarchical medical setting [13]; and
proffers multidimensional perspectives [13] and individ-
ual views on a shared experience beyond what an individ-
ual’s skills and ‘technical rationalism’ permit [12, 14—19],
its impact on an individual’s meaning-making remains
to be proven. This is concerning, in light of ineffective
communications, breaches in professional relationships,
unprofessional conduct and clinician burnout that have
negatively affected PIF [20, 21].

Nonetheless, Feudtner and Christakis [22], in their dis-
cussion of the ethical dilemmas faced by clinical clerks,
note that group reflections are indeed successful in
unearthing the encouraging and disheartening facets of
their clinical experiences [23]. This allows some unfa-
vorable effects to be allayed [23]. Key, however, is the
establishment of a safe environment for reflection and
discussion in GNWR [23].

Yet, a scarcity of data to suggest a direct association
between GNWR and PIF persists. This gap presents yet
more reason for evaluation of this approach, as does
the use of varied platforms, such as drawing [24] and
comic-making [15-18, 25]. Thus, to shape our under-
standing and guide the design, assessment and oversight
of GNWR in medical schools and postgraduate medical
training, we propose a systematic scoping review (SSR) to
map “What is known of GNWR in medical education?”.

Methodology

Theoretical framework

We adopt a constructivist approach and relativist lens
[26-35] to contend with the complex somato-psycho-
social-semiotic perspectives of clinicians and facilitators
in GN'WR [19, 36—38]. This lens also allows us to build
on Lim et al. [39]’s review on reflective writing and its sit-
ing of GNWR discussions within a structured CoP that
promotes private, respectful and open discussions vital to
the effective use of this approach. Lim et al. [39]’s review
also found that reflective practice within a CoP sup-
ports the socialization process that inculcates the desired
practice characteristics, beliefs, values and principles
(henceforth belief systems); guides meaning-making of
experiences, insights and new reflections; and ushers
shifts in self-concepts of personhood and identity. These
shifts can be envisaged through the Krishna-Pisupati
Model of Professional Identity Formation (henceforth
KPM). Viewing GNWR data through the lens of the KPM
would lend support for GN'WR as a viable alternative to
tradition reflective practice. At the heart of the KPM is
the Ring Theory of Personhood (RToP). The RToP posits
that changes in the clinician’s belief system inspire shifts
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in self-concepts of identity and personhood (Fig. 1). The
KPM further proposes that changes in the belief systems
within the innate, individual, relational and societal rings
feed changes in PIF [40].

The KPM goes on to explicate that norms, reflections,
expectations, insights and considerations (collectively
life experiences) may resonate or conflict with regnant
religious and cultural belief systems in the innate ring;
notions of autonomous function and individual char-
acteristics behind the belief systems in the individual
ring; the belief systems governing personal relationships
housed within the relational ring; and/or the belief sys-
tems guiding peripheral relationships and societal, pro-
fessional and legal expectations within the societal ring
[41-44]. When detected (sensitivity), the individual
determines if these life experiences represent a thresh-
old event and ascertains whether a response is required
(judgment) and if they are willing, motivated and able to
adapt their identity (willingness) [14]. Balance reflects the
prioritization of these adaptations to preserve identity.
The iterative process of identity work allow physicians to
adapt their identity [14, 28] (Fig. 2).

We posit that GN'WR will help participants make sense
and find meaning in their experiences shared in the
facilitated group discussion. Making use of the KPM, we
believe that GN'WR would also fill the gaps in reshaping
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belief systems left by the lack of structured reflections in
many programs.

The systematic evidenced-based approach (SEBA)

A Systematic Scoping Review (SSR) was conducted to
map the current use, structuring and assessment of
GNWR in medical education. In particular, to facili-
tate the synthesis of a coherent narrative from multiple
angles of GNWR, Krishna’s Systematic Evidence-based
Approach (SEBA) was adopted to guide this SSR (hence-
forth SEBA-guided SSR). The six-staged SEBA meth-
odology utilizes an expert team comprising medical
librarians, local educational experts and clinicians to for-
mulate, search and analyze the data; steer the synthesis of
the findings; and review the conclusions drawn from each
stage of the methodological process. Pivotally, the inclu-
sion of the expert team serves to strengthen the account-
ability, reproducibility and structure of the review, as well
as to attenuate personal biases in the interpretation of the
data and its findings.

Delineated in Fig. 3, the stages of SEBA are described
in brief in the following section whilst a detailed descrip-
tion of the SEBA methodology is enclosed in Additional
file 1. The SEBA-guided SSR meets the PRISMA-ScR cri-
teria (see Additional file 2).

Fig. 1 The ring theory of personhood [41]

Societal

-

Relational

-———

Individual



Burla et al. BMC Medical Education (2024) 24:1119

Page 4 of 15

Community of Practice (CoP)

-

aouanibuo)

\_

Narrative

Contextual Considerations

Sensitivity

Judgement

Willingness

Balance

Context-specific self-concept of identity

\

Social Validation

J

Fig. 2 The Krishna-Pisupati model of professional identity formation [14]

Stage 1 of SEBA: the systematic approach

Our primary research question, “What is known of
GNWR in medical education?” and secondary research
questions, “How is GNWR structured and supported
in medical education?” and “What are the outcomes of
GNWR?” were guided by a Population, Comparison and
Context (PCC) framework (Table 1).

Here, the iterative process of the SEBA methodology
also led to the addition of the following research objec-
tives: “How is GNWR assessed?” and “What barriers and
facilitators exist to the applications of GNWR?”.

Stage 2 of SEBA: split approach

The data from the searches were independently and
concurrently analyzed by two teams using the Split
Approach. One team adopted Braun and Clarke [45]’s
approach to thematic analysis. This entailed the synthe-
sis of codes from the ‘surface’ meaning of the included
articles. Semantic themes were derived from ‘detail-
rich’ codes [46] on different facets of GNWR, includ-
ing its general principles of use, modalities, content,
benefits, cons and enabling and hindering factors. With
each member of the research team grouping the codes

and listing the themes identified, online and in-person
meetings were organised where consensus on the key
themes was attained through “negotiated comnsensual
validation” [47]. This practice of articulating, defending
and persuading others of the strengths of their perspec-
tives or relinquishing untenable views is key to reaching
unanimity in such a collaborative research process [47].
Inter-rater reliability was not evaluated as the teams
held regular meetings to discuss and compare their
findings following their reviews of a specified number
of similar articles.

Simultaneously, the second research team employed
Hsieh and Shannon [48]’s approach to directed content
analysis. This method utilized predetermined codes on
GWNR drawn from Mann et al. [49]’s article entitled,
“Reflection and Reflective Practice in Health Professions
Education: A Systematic Review”, and Wald and Reis’ [50]
“Beyond the Margins: Reflective Writing and Develop-
ment of Reflective Capacity in Medical Education” Text
of similar meaning were classified into categories whilst
any data uncaptured by the pre-existing codes were pre-
scribed new ones. Consensus on the key categories was
similarly achieved through “negotiated consensual vali-
dation” [47].
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Fig. 3 Stages of the systematic evidence-based approach [39]

Table 1 Population, comparison and context (PCC), inclusion criteria and exclusion criteria applied to database search

Inclusion Criteria

Exclusion Criteria

Population

Comparison/ context

Doctors in training positions and medical students

Allied health specialties such as dietetics, nurs-
ing, psychology, chiropractic, midwifery, social
work

Non-medical specialties such as clinical

and translational science, veterinary, dentistry

Comparison of accounts and group non-written reflective
practice (henceforth GNWR) approaches

A third team of researchers prepared tabulated sum-
maries of the included articles, with a focus on the study
aims, key findings, methodology and conclusions (see
Additional file 3). This ensures that vital aspects of the
included articles were preserved.

Stage 3 of SEBA: the jigsaw perspective

Resting on the notion that complementary qualita-
tive data gives ‘a richer, more nuanced understanding
of a given phenomenon” [51] when reviewed together,
the Jigsaw Perspective [52, 53] saw overlaps in themes
and categories derived from the thematic and content
analyses combined to create broader ‘themes/catego-
ries’—painting a more holistic picture of available data
on GNWR. Here, the research team compared and

grouped the themes and categories, based on the com-
mensurate focus of the included articles from which
they were derived. The similarity of the themes and
categories enabled the use of reciprocal translation and
mapping of the various themes/categories in Phase 6. A
summary of the extracted data that formed the themes/
categories is enclosed in Additional file 4.

Stage 4 of SEBA: the funnelling process

The Funnelling Process ensured that the resulting
themes/categories were compared with the tabu-
lated summaries of the included articles. This was
to verify that the ‘jigsaw pieces’ appropriately ech-
oed vital insights from the extant data and determine
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the consistency of the domains created. The resulting
domains formed the basis of the ensuing discussion.

The iterative process within SEBA

A key aspect of the SEBA process is its iterative process.
Detection of the features of CoPs and the socialization
process (discussed later in Table 2) that highlight the role
of reflective practice on PIF led to the adoption of the
KPM and use of this lens in the review of the data.

Stage 5 of SEBA: analysis of evidence-based and non-data
driven literature

Whilst non-peer-reviewed or non-evidence-based grey
literature comprise only a minority of the data sources
(11 out of 98 included articles, or 11%), there remain con-
cerns regarding the plausibility of grey literature biasing
the synthesis of discussion. To assuage these concerns,
the research team thematically analyzed and compared
the themes from grey literature with that of research-
based peer-reviewed data. Found to be similar in themes,
data from grey literature was thus concluded to have
unlikely influenced the data analysis process.

Results

A total of 8560 abstracts and 336 full text articles were
reviewed and 98 articles were included (Fig. 4). The
domains identified were 1) Indications for use and their
value; 2) Structure and how they can be used; 3) Models
of reflective practice in GN'WR; and 4) Features of com-
munities of practice and the socialization process.

Domain 1: Indications for use and their value

As a form of ‘disciplined self-surveillance, GN'WR
impacts participants at a personal, professional and inter-
professional level [54, 55, 114].
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On a personal level, GNWR helps clinicians unbur-
den their feelings of stress, anxiety and frustration whilst
facilitating effective debriefs [17, 38, 55, 114] that afford
facilitators the opportunity to address any potential mal-
adaptive strategies [56, 57, 114] and institute appropriate
supportive measures early [37, 38, 114]. Concurrently,
GNWR moves clinicians away from ‘self-focused’ [58]
reflections towards more holistic perspectives that hone
greater appreciation of their personal values, growth
[18, 59-61, 91, 114], learning styles, needs [62-64, 107],
strengths and weaknesses [62], alongside improving emo-
tional capacity [92] and empathy [15, 25, 36, 58, 63, 65—
67, 92].

On a professional level, GN'WR fosters ‘positive PIF [2,
16, 17, 56, 57, 62, 63, 68, 69, 93, 94, 107] by promoting
greater self-awareness; boosting receptivity to feedback
[95]; increasing adaptability [15, 17, 56, 96, 115], com-
petencies [54, 56, 93], skills [55, 93] and professionalism
[56, 61]; and providing clinicians with an avenue to apply
their knowledge [18, 67, 70]. Further, GNWR enhances
the appreciation of core ethical principles [68, 70, 114]
and the ‘hidden curriculum’ [18, 61, 99, 114], as well as
promotes desired professional attributes [62] and lifelong
learning [15, 62, 70-72, 99, 115].

On an interprofessional level, GNWR strengthens
interprofessional collaborations by promoting commu-
nication [24, 70], enhancing teamwork [18, 57, 59, 96]
and boosting clinical competency [18, 68, 115] through
a mix of role modelling [2, 55], mentoring [19, 73, 116,
117], supervision [118, 119], reflective dialogue [16, 61,
74, 120, 121], feedback [118] and experiential learning
[69, 75, 114]. GN'WR also aids clinicians to better under-
stand their patient’s needs [25, 59, 61, 67, 76, 96] and the
impact of the disease on patients and their families [18,
67, 96]. GN'WR, in effect, boosts patient and interprofes-
sional communication [18, 57, 59, 61, 96].

Table 2 Key features of communities of practice and the socialization process

Features of a CoP

References

Structured program
A consistent approach

Nurturing environment

2,8,10,12,15-19, 23-25, 36-38, 54-90]
15-17,19, 23-25, 36-38, 54-60, 62-67, 70, 71,73-75,77,79, 80, 82, 83, 91-98]

12,15,58-60, 69, 74,78,91, 95, 101-105]

(
o
Common objectives [15,16,19, 24, 36-38, 54, 56, 58, 62, 64-66, 68, 71-73, 75, 78-80, 82, 91, 93, 95, 99, 100]
(
[

Consistent support

Features of the Socialization Process
Recognition of an event/sensitivity
Judgment

Balance
Identity work

37,39, 99, 106]

[15,18,37,56,59,65,67-69,74,76,79,91,94,96,107-112]

[15,17,37,54,56,58-60, 63, 64, 66, 67,69, 71,78, 79,91, 93,95, 107, 108]
Willingness [17,59,62,63,78,79,94,113]

[15,19,24,36,58,59,61,74,79,84,96,108]

[15,36, 55,56, 58,64, 69, 76,79, 108]
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PubMed: 4206
PsycINFO: 142
Scopus: 319

ERIC: 801

Google Scholar: 546

«—
v

336 full text articles

Excluded 8224 articles based on
Population exclusion criteria:

e Teaching faculty, Master’s
programmes

e Allied health specialties such as
Pharmacy, Dietetics, Nursing,
Psychology, Chiropractic,
Midwifery, Social work, Speech
therapy, Occupation and
Physiotherapy

e Non-medical specialties such as
Alternative and Translational
Medicine, Veterinary, Dentistry

98 full text articles

Excluded 238 articles based
on Concept and Context
Exclusion criteria based on
title and abstract

Fig. 4 PRISMA-ScR flow chart

Domain 2: Structure and how they can be used

GNWR may be used in tandem with different forms of
individual [16, 19, 36] and group approaches [55, 68, 74,
99] and/or in combination with written reflections [60,
67, 73]. A consistent requirement, however, is a condu-
cive, safe, open and supportive reflective environment
(17, 19, 23, 37, 55, 63, 72, 74, 77, 78, 99] that safeguards
confidentiality [17, 57, 70, 78]. This curated environment
reflects local sociocultural, academic, clinical, profes-
sional and practical considerations [58, 74, 79]; facilitates
alignment of expectations; boosts facilitator-clinician
engagement [24, 37, 62, 71]; and provides dedicated time
for reflective practice, feedback and debriefs [55, 62, 78,
97, 101]. Shaping such a program requires a structure
around which the culture is built and clear boundaries to
encapsulate them.

The ideal frequency of GN'WR is open to debate with
some arguing that bi-weekly interventions would culti-
vate more meaningful experiences [114, 122]. Durations
of GNWR may range between 90-120 min [114]. Whilst
a variety of mediums, including poetry [2], films [18] and
lectures [108], have been proposed to platform these ses-
sions, the through-line lies in their structured approach,

consistent codes of conduct and a clear summary of pro-
gram expectations [75]. These underline the importance
of the facilitator’s motivations [62, 123, 124], skills, goals,
availability [99] and ability [47] to build rapport and trust
[62], as well as provide timely, personalized, appropriate
and holistic feedback [17, 125, 126] and role modelling
[37, 69, 73, 74].

Several tools have been used to assess GNWR’s impact
on PIF. The validated Penn State College of Medicine
Professionalism Questionnaire [33, 35], for instance, has
been adopted as a pre-session and post-session survey
for self-reporting attitudes regarding professionalism or
key takeaways from reflective sessions [36]. Other frame-
works such as the Brown Educational Guide to the Anal-
ysis of Narrative (BEGAN); the Reflection Evaluation For
Learners’ Enhanced Competencies Tool (REFLECT); and
the Self-reflection and Insight Scale (SRIS) for forma-
tive assessment of the reflective capacity within students
[25, 37] are similarly employed to measure the impact of
GNWR on PIE.

It is also imperative to recognize the prevailing barri-
ers to effective GN'WR. Prime amongst these are a lack
of formal facilitator training, resulting in poorly selected,



Burla et al. BMC Medical Education (2024) 24:1119

unmotivated, untrained and inexperienced facilitators
[20-23] with poor attitudes that may compromise open
discussions and frank exchange of ideas and honest
reflections [15, 24—-26]. Similarly, GNWR is hampered
by poorly matched, untrained and unmotivated [33] par-
ticipants with misaligned expectations who may show
discomfort in sharing in a group setting [16, 28, 31-33]
and/or in receiving feedback [27, 34]. Program-related
factors, such as inadequate time for reflection [22, 27],
unclear program goals [26, 28, 29] and the lack of a pro-
fessional program assessment, also infringe on the qual-
ity of the reflections [29, 30].

Domain 3: Models of reflective practice in GNWR
GNWR is a variation of reflective practice, with three
main approaches.

Holmes et al. [23], describe the four-step reflec-
tive competency curriculum approach. This is centred
on practice within a safe environment. It begins with
priming clinicians to consider relevant scenarios whilst
reflecting on related experiences. Clinicians are then
told to self-monitor or keep diaries of stressors and their
experiences [72, 80]. This stage of noticing gives way to
reflecting or sense-making. The final stage of choosing
pivots on whether the insights and changes in thinking
during meaning-making are to be integrated into their
current repertoire of practices [36, 81, 91]. Cumula-
tively, this four-step reflective model serves to spotlight
the internal motivations to conform to the hidden cur-
riculum—that not only propagates desired attitudes and
behaviors, but also inappropriate practices—promote
transparency in existing and impending workplace pres-
sures and co-devise strategies to make sense of past and
current experiences [23]. Such reflective practice aids
clinicians in withstanding the pressure to emulate unpro-
fessional practices by negative role models and instead,
engage in ‘positive deviance, exemplified even in small
acts, such as washing hands before entering a patient’s
room despite the neglected practice by the rest of the
team, or larger acts that include intervening when senior
colleagues exhibit lapses in professional behaviors [23].
Through this reflective competency curriculum, effec-
tive PIF is concomitantly fostered as clinicians reflect and
consider their own reasoning and decisions in ‘enact(ing/
best professional behaviors, innovat[ing] when appropri-
ate and yet, resist[ing] conforming to complacency, over-
confidence, and arrogance” [23].

Spampinato et al. [2]’s adoption of Brookfield [127]’s
steps of reflection sees clinicians analyze their assump-
tions, challenges, expected and intended conduct,
response and/or behavior. This assumption analysis gives
rise to contextual and imaginative awareness that ask cli-
nicians how others would perceive and respond to the
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situation. Finally, clinicians engage in reflective scepticism
on the conclusions they arrive at. This reflective frame-
work was utilized in Spampinato et al. [2]’s professional-
ism case discussion intervention implemented during a
gross anatomy course where case topics as such patient
dehumanization, emotional suppression, teamwork and
balance and sacrifice were discussed and reflected upon
with first-year medical students. Whilst the intervention
did not significantly increase the reflection scores, stu-
dents conveyed their gratitude for a safe space to openly
reflect and discuss professionalism issues associated with
cadaver dissection, with 25 of 28 (89.2%) students report-
ing their recommendation for such sessions to be contin-
ued in subsequent anatomy courses [2].

Smith and Karban [12] draw attention to interprofes-
sional reflections which promise due consideration of
emotional or affective factors, power relationships and
structures vis-a-vis socioeconomic considerations of a
shared event, as well as re-evaluation of individual posi-
tions, actions and conduct in the face of new informa-
tion [128]. This shift in reflecting on the self to broader
issues beyond the individual is imperative in the evolving
health and social care landscape that increasingly calls
for stronger collaboration, communication and coordi-
nation between various professional groups. Failure to
forge “mutual trust and respect for different professional
backgrounds” [12] and dismantle “the othering’ of other
professions within stereotyped expectations” [12] may
have deleterious consequences. Hodge [129] underlines
this in the wake of the Inquiry into the death of Victoria
Climbie in the United Kingdom. Interprofessional reflec-
tions also facilitate the development of the professional
identity that transcends mere technical know-how. Such
reflection engages with the individual’s ability to position
oneself in the social, political and economic world where
class, gender and race, for example, can varyingly account
for treating illnesses and engagement with healthcare ser-
vices [12]. Interprofessional reflections thereby nurture
PIF by guiding clinicians to cultivate mutual understand-
ing of the world and collaborative approaches through
fostering common dialogue within CoPs [12].

Further building on these notions, van Braak et al.
[19]’s Concentric circles of value, Lutz et al. [59]’s Clini-
cal Reflective Training, O’Loughlin et al. [119]’s three
stages of reflection that focused on ‘do, review and plan’
and Kolb [130]’s four-stage cycle all highlight inclusiv-
ity, diversity, safety and efficiency of collaborative reflec-
tions. These models also focus on uninterrupted sharing,
replete with contextual associated attitudes, feelings,
urgency and relevant professional standards and expec-
tations [17]. At its heart, these models underline how
reflection seeks to integrate new beliefs, values, princi-
ples, experiences, insights and skills into current belief
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systems to deconstruct ‘“traditional barriers, compart-
mentalised thinking and professional ‘tribalism™ [12].
Further, they variously highlight the need for the explo-
ration, discussion and conclusion stages [67, 91], as well
as deeper insights into decisions to act and adapt belief
systems, sense-making, refinement of thinking, adapta-
tion of practice and shaping of conduct [36, 81, 91, 131]
to enhance competence and nurture effective PIF.

Domain 4: Features of communities of practice

and the socialization process

Smith and Karban [12] suggest that effective GN'WR
works best as a CoP [1]. Within its structured program
and curated environment, trusting relationships that are
open to frank discussions, sharing, active listening and
maintaining privacy and confidentiality may be forged
[70, 78, 132]. These trusting relationships also provide
an avenue to explore the challenges posed by the hidden
curriculum [17, 23, 81, 114].

Inspired by the possibility that GNWR may pivot
on CoPs and the socialization process, the expert and
research teams reviewed the data for elements of these
two entities (Table 2).

Discussion

The Best Evidence Medical Education (BEME) Collabora-
tion Guide and the Structured approach to the Reporting
In healthcare education of Evidence Synthesis (STORIES)
were used to guide Stage 6 of SEBA — discussion. This
stage encompasses the synthesis of the scoping review in

Collaborative
interrogation
and
deconstruction
of events

Trained
facilitators

environment
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SEBA, reviewed by the expert team to boost balance and
transparency and ensure that the conclusions drawn are
practical, sustainable and adoptable within local practice
setting.

In answering the primary research question, “What
is known of GNWR in medical education?’ this SSR in
SEBA affords a few key insights. To begin, reliance on
the presence of a CoP extends beyond a safe, private and
physical area for discussion, replete with protected time
for reflection and meaning-making on a shared experi-
ence. Structure is key. This includes establishing and
policing the codes of conduct, practice expectations,
curated environment and approach used to guide the ses-
sion and reflective cycle. Privacy, respectful engagement
and the exchange of ideas must be facilitated, highlight-
ing the role of the facilitator.

The role of the trained facilitator, their approach and
the format taken to support the discussion and guide the
reflective process have been stressed in the data. Facili-
tators also ought to participate in reflective dialogue and
feedback [118] to consolidate and crystallise reflections,
as well as support experiential learning.

Cumulatively, these intrinsic factors come together to
forward a wider concept of CoP in GNWR depicted in
Fig. 5.

The process of introducing broader contextual con-
siderations; integrating wider perspectives and guided-
review of thinking and practice; and shifting belief
systems and thus self-concepts of identity and person-
hood in GN'WR invite comparisons with the socialization

Safe, private
'space' and
protected time

Curated and
private

Fig. 5 Wider concept of communities of practice in group non-written reflections
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process. Indeed supported by a CoP-like structure, the
reliance on trusting relationships to bolster timely, indi-
vidualized, context-specific, appropriate and guided
discussions and reflections vis-a-vis reviews and re-eval-
uations of shared events draw strong similarities to the
socialization process. Moreover, GWNR’s clinically-rel-
evant facilitation that caters to the participant’s abilities,
needs, goals and opportunities, along with regnant psy-
choemotional, personal, relational, spiritual, existential
and sociocultural effects surrounding the shared event;
individualized, prompt and constructive feedback; con-
text-specific advice; stage-specific, assessment-led coach-
ing; and longitudinal, personalized, timely and holistic
mentored support further underline similarities with the
socialization process. Evidence of features of semsitivity,
judgment, willingness, balance and identity work add cre-
dence to these comparisons [133] and draw comparisons
to a threshold concept or event described in the KPM
[134-136].

Building on the posit that GNWR functions as a CoP
supporting the socialization process, we forward an
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adapted KPM model (Fig. 6). Here, there are critical dif-
ferences. The KPM in GN'WR highlights that the iden-
tification of a particular event is often predetermined
in group reflections. However, rather than reducing the
importance of sensitivity—directed by trained facilitators
and guided gradually—imbuing the event with multidi-
mensional perspectives helps with priming participants
and focuses their sensitivity [137]. In some cases, frank
exchange of ideas and reflections helps build a multi-
dimensional perspective of the event imbued with the
clinician’s personal perspectives and psychoemotional
considerations, thus role modelling a holistic apprecia-
tion of an event. This role modelling by peers and facili-
tators also shape judgment and influence the clinician’s
willingness to address the need for change in their belief
systems [138]. Here, the presence of the same team
members within familiar settings and a consistent set
up would also likely hasten the shifting belief systems
and practice of GNWR participants. These processes
facilitate deeper reflections; re-evaluation of individual
positions, actions and conduct; analysis of assumptions,

Clear Expectations and Codes of Conduct

Structured Program

Private and Safe Environment

EVENT

Feedback
& Sensitivity
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Fig. 6 Adapted Krishna-Pisupati model in group non-written reflections
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challenges, expected and intended conduct, response and
behavior; and/or sense-making. As Spampinato et al. [2]
would suggest, this process will aid in assumption analy-
sis and facilitate contextual awareness and imaginative
awareness to enhance the exploration of context, power
relationships and structures, socioeconomic considera-
tions, exigency of the event and the need for its review
and relevance, alongside current professional standards
and regnant expectations [17, 67, 91]—therein shift-
ing belief systems, thinking, feeling and conduct beyond
what an individual’s skills and ‘technical rationalism’
would permit [12, 14—19]. Such ‘deeper dives’ underscore
the importance of feedback, insights, and guided immer-
sion by trained faculty within a structured GNWR pro-
cess. Together, these processes map GNWR’s effects on
PIE.

Limitations of this review

Focus upon data published in English may have confined
findings to practices in North America and Europe whilst
neglecting evidence from Asian, South American and
African settings which could inject greater sociocultural
and contextual considerations into our results. Further-
more, introducing data from grey literature may also bias
findings, particularly when such accounts are prone to
reporting bias.

Recommendations

The findings of this SSR in SEBA provides an opportu-
nity to structure effective use of GNWR. These include
the following:

1. Host organizations [104] should allocate dedicated time (45-120 min)
[55, 61] for reflective sessions in order to provide an adequate platform
for learners to concentrate on reflective practices

2. A conducive environment [17, 55, 58, 101] for sharing and main-
tenance of privacy needs to be created. Van Braak et al. [19] suggest
that inclusivity, diversity, safety and efficiency must be supported

3. Consistent membership of GNWR sessions should be encouraged

to build rapport, enhance collaborative interrogation and deconstruction
of events [19, 126] and foster better reflective sessions. Smith and Karban
[12] suggest that these groups should be considered CoPs

4.The timing, duration and method of reflection should be established
[71], as should the setting [84, 126]

5.The group sessions [55, 90, 106] may be structured on Balint Groups
[17,59,77,119]. Here, a mix of [76, 80,81, 117, 139] individual [15, 56, 72,
79, 104, 140] and group written and GNWR may be employed

6. New participants should be provided with the role and benefits [126],
aims, structure, and expectations of GNWRs [125, 138]. Where possible,
the approach and questions used should be consistent [114]. A clearly
established curriculum [115] with specified contents, expectations, learn-
ing objectives and codes of practice can be used to guide case-based
discussions [2, 73, 115, 119], Schwartz Rounds [63] vignette-focused
approach [2], or used in tandem with flashcards [114]. This helps align
expectations

7. Carefully selected participants must be motivated [12, 54], invested
in the process, self- directed and display self-awareness [131]
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8. Learners should be pre-empted with contextualized, specific [114, 121]
and meaningful events [19, 55, 82] to stimulate thoughts [125, 138]

9. The reflections should be facilitated by trained faculty [17, 25, 80, 88,
101,114,126, 141-143]. The process [55] needs to be structured, interac-
tive and flexible, exemplified by Brookfield's steps of reflection [2, 127],
van Braak et al. [19]'s Concentric circles of value and Clinical Reflective
Training [59]

10. GNWRs may be a mix of role modelling [2, 55], mentoring [19, 73, 116,
1171, supervision [118, 119], reflective dialogue [16, 61, 74, 120], feedback
[118] and experiential learning

11. Reflections should be timely reviewed by facilitators [2]

12. Assessment tools such as the Self-reflection and Insight scale [83]
may be employed, though this should only be to guide discussions [17]

13. Specific time should be set aside for individual debriefs
and to address individual emotional responses and distress, as well
as to discuss issues and answer points of clarification [126]

14. Follow-up action after the reflective sessions and extending lessons
learnt to medical education should be encouraged alongside daily
practices to promote greater maintenance of reflective practices
amongst learners

Conclusion

In scoping what is known on the current practice of
GNWR and how it is structured and supported, this
SSR in SEBA has synthesised a practical evidence-
guided scaffold for the application of GNWR in prac-
tice. With implications on PIF, our guide also highlights
effective assessment and facilitation approaches, as well
as means of circumnavigating some of the key barriers
to the use of GN'WR.

We acknowledge that closer evaluations of the
dynamics within GNWR discussions and facilitating
styles are required, as is a deeper study of the impact
of GN'WR on an individual’s PIF. This then will be the
focus of our forthcoming studies as we look forward
to engaging further in this expanding area of medical
education.
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