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Abstract
Background: With the development of training programmes for health professions, the role of programme coordinators has become increasingly important. However, their role in providing educational support for the professional
development of resident trainees has not been investigated well. This study aimed to qualitatively analyse the involvement of programme coordinators in educational support for residents.
Methods: Semi-structured reflective writing on ‘support for residents’ was collected from programme coordinators
in teaching hospitals in Japan in 2017–18 using a web-based questionnaire. Descriptions were qualitatively analysed
thematically, using the professional identity formation (PIF) framework.
Results: A total of 39 cases of “support for residents” by 31 coordinators were analysed. We found that residents
most commonly faced prior personal problems, including mental health issues and insufficient social skills/unprofessional behaviour. A thematic analysis revealed that coordinators played a variety of educational roles: 1) requesting
supervisors to reconsider their teaching; 2) protecting residents from the negative influence of clinical experiences; 3)
facilitating residents’ self-assessment and confidence; 4) creating a safer learning environment; 5) providing support
for prior personal problems through 5–1) fostering a better atmosphere for the mental health of residents, and 5–2)
intervening for residents with insufficient social skills/unprofessional behaviour; 6) providing support for isolated
residents; and 7) preventing problems with peers.
Conclusions: This study identified seven educational roles of programme coordinators for residents from a standpoint of PIF of residents. Based on these findings, four valuable attributes for coordinators were established: nonhierarchical relationships with residents, parenting attitudes, sensitivity to residents’ changes, and the perspective of
the citizen and a member of the public. These attributes would underpin coordinators’ educational roles and facilitate
the professional development of residents. This study provides a basis for defining and revising the role profiles of
programme coordinators, and for improving staff development.
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Background
For improved healthcare, training programs for medical
professionals have been developed worldwide. Accordingly, supervising doctors and healthcare professionals
need to have skill sets to support for trainees through
various staff development programmes [1]. Among these
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healthcare professionals, non-medical program coordinators who provide administrative support to and manage training programmes have recently been considered
as integral members of the leadership team of residency
programmes, and many programme directors in the US
rely on them [2]. Owing to rapid changes in knowledge
and skills required for residency programmes, those
who can be a management change agent and maximize
the effectiveness in a working relationship are now necessary for the evolving role of program coordinators [3].
Defining the roles and functions of programme coordinators is becoming increasingly important, and O’Sullivan
et al. reported that an educational development program including counselling and institutional assistance
of trainees was effective for both program directors and
coordinators [4]. Dubois et al. stated in their perspective article that the title of “programme coordinator”
no longer seems adequate to represent the position [5].
Instead, they proposed that programme manager, administrator, educational specialist [6], or medical education
manager [7] seemed appropriate. They also pointed out
that a higher level of coordinator competency would
be necessary to improve the quality of the training programmes and provide support for residents experiencing
training difficulties [5]. A formal certification program
for coordinators/administrators launched in the USA for
the purpose of promoting excellence in management of
graduate medical education programmes [8].
As programme coordinators have direct contact with
residents throughout the training period, coordinators
would also have frequent opportunities to care and provide support for residents with difficulties or unprofessional behaviours that may result in an adverse effect on
their professional development. According to Holmboe
et al., nurses and ancillary staff are stable members of a
clinical unit and serve as vital threads of continuity for
trainees and faculty members [9]. Previous studies have
revealed residents faced difficulties with their supervising
doctors with a hierarchical relationship but these residents were supported by team members of other health
professions with more non-hierarchical attitudes [10].
However, these opportunities and the specifics of the
educational support provided by programme coordinators for the professional development of trainees have not
been investigated and are not typically reflected on the
job description. Job descriptions of programme coordinators have been reported from various fields, including
surgery [2], radiology [11] and orthopaedics [12], where
their roles have expanded beyond administrative functions, but the educational and supportive roles played by
coordinators have not been well described.
Some previous studies suggest expanding coordinators’ roles, especially on the educational and supportive
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front. In a study of 22 female coordinators managing
undergraduate clinical training, Hu et al. [13] revealed
that coordinators’ roles related to emotional and informal support, and related to their personal orientation.
Some were like nurturing parents and identified with
the ‘mother hen’ persona, referring to the students as
‘chicks’. They argue that this image has come from societal expectations of women as caring beings responsible for the welfare and positive outcomes for the young
[13], indicating the educational and supportive roles of
coordinators, while the outcomes for the young relate
to their professional development. Nickels et al. provided another potential educational role for program
coordinators, using a questionnaire survey for nonphysician staff members including administrative staff,
and clarified that many of them felt comfortable providing feedback on the professional behaviour of residents [14]. We have earlier reported that coordinators
in Japan recognized the importance of educational support roles, including parental roles, for trainees [15].
Professional identity formation (PIF) of medical
trainees has been recognized as an important issue in
medical education. To date, many scholars have examined and conceptualised the processes of PIF in medical education. For example, Cruess et al. propose that ‘a
principal goal of medical education is the development
of a professional identity’, through complex socialization process, and learners gradually ‘think, act, and feel
like a physician’ as they are establishing a professional
identity [16]. Cruess et al. also provided the schematic representation of PIF and a number of socialization factors influencing identity formation, including
role models/supervising doctors, clinical/non-clinical
experiences, clinical peers and health professionals,
patients, families and friends of trainees, and the public [17]. These factors dependently and independently
affect the trainees’ PIF process. Bhat et al. identified
nine threshold concepts that trainees may be struggling
with or should overcome; such as the burden of responsibility, the plurality of roles, and uncertainty of medicine; many of these thresholds are deeply related to
PIF [18]. Snell reviewed various methods and individuals supporting PIF at the postgraduate level [19]. Programme coordinators who support trainees throughout
the training period would be additional professionals
who play an important but underestimated role during the trainees’ PIF process. Thus, the role of programme coordinators as a supporter and educator of
trainees who are undergoing PIF is worthy for further
investigation.
This study aimed to identify the possible educational
roles of programme coordinators through a qualitative
analysis of their involvement in educational supports
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for residents from their perspectives, using a PIF model
as a theoretical framework. Specifically, the following
research questions were formulated:
How are programme coordinators involved in the
professional development of trainees?; and how do
they support the professional development of trainees?
Theoretical framework

The socialization factors of PIF proposed by Cruess
et al. [17, 20] were used as the theoretical framework.
Cruess et al. established a schema of PIF according to
which novice students/trainees develop their professional identity through various experiences, which are
categorized into socialization factors [17]. In our study,
each case described by the coordinators was qualitatively
analysed based on the following socialization factors:
1) role models/supervisors/mentors, 2) clinical/nonclinical experiences, 3) formal teaching/self-assessment,
4) learning environment, 5) prior personal problems, 6)
isolation from family, friends, and peers, and 7) problems with patients and peers. Among these factors, ‘role
models/supervisors/mentors’ and ‘clinical/non-clinical
experiences’ are major factors and strongly influence
residents’ PIF. ‘Prior personal problems’ is modified from
the original factor ‘existing personal identities’ [17] and
includes mental health problems, insufficient social skills,
and unprofessional behaviours. ‘Isolation from family,
friends, and peers’ is necessary during professional development. Relationships with peers, health professionals,
and patients also have a significant impact on the promotion or inhibition of PIF.

Methods
Setting

This study analyses the interaction of residents with programme coordinators in Japan. Medical training in Japan
includes a six-year undergraduate medical school programme [21], followed by a two-year mandatory junior

residency programme introduced in 2004 [22, 23]. Residents rotate through internal medicine, surgery, emergency medicine, paediatrics, obstetrics and gynaecology,
psychiatry, community medicine, and electives [23].
Junior residency programmes are accredited by the Ministry of Health, Labour, and Welfare of Japan, and each
teaching hospital must deploy a certain number of qualified supervising doctors. The qualifications, competencies, and role profiles of programme coordinators in this
context are not well-established and their roles may vary
in every case, from only administrative work to broader
responsibilities such as mental support for residents, support for supervisors, and staff development.
Study design

We conducted a qualitative thematic analysis [24, 25] of
the formal and informal educational support provided
by programme coordinators to residents across Japan
in 2017–18, employing PIF socialization factors [17,
20] as the theoretical framework. We used a web-based
semi-structured questionnaire to collect coordinators’
responses on their experiences in supporting residents
(Table 1). The instrument was designed as case-based,
wherein coordinators described an example event in
which they provided support, including general advice,
advice on professional life and career, supporting residents with mental health issues, negotiation with supervisors and hospital administration, improvement of the
learning environment, and other support for residents.
Participants

We sent letters of invitation for this research to the
administrative offices of 315 teaching hospitals for junior residency programmes qualified by the Ministry of
Health, Labour and Welfare of Japan and Japan Council
for Evaluation of Postgraduate Clinical Training (JCEP),
across urban and rural, and public and private hospitals in Japan. In an attempt to maximize the number of
respondents, an invitation letter from the JCEP president was attached. Sixty individual coordinators who

Table 1 Case description in semi-structured web questionnaire
Please describe impressive cases in which you gave advice/support for residents’ personal/professional development. Not only include
cases within your official responsibility but also cases outside your responsibility carried out as a senior or relative of the resident.
Case

Years after graduation, gender

Problem

What was the resident’s challenge or problem? How did you notice or become aware of the issue?

Support

What advice did you provide to the resident? How did you support him/her?

Results

Describe any change in the behaviour, thoughts, the impression of the resident, and changes in
the learning environment. Describe any changes made by coordinators, supervisors, programme
directors, or the organization.

Comments

Provide any additional comments you feel are relevant.
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had participated in our previous study were also invited
directly [15]. Finally, 43 coordinators (28 female and 15
male) from 38 hospitals (12 university hospitals and 26
general hospitals) agreed to participate in this study; 19%
of them had worked as coordinators for more than six
years, 29% for three to six years, and 52% for less than
three years.
Data collection

An anonymous, case-based semi-structured questionnaire was used to collect data from the participants via
the web (Table 1). We developed it to ensure confidentiality, and considering the potential sensitivity of reported
cases, to minimise hesitation in reporting experiences.
Of the 43 initial participants, 31 responded to the webbased questionnaire (response rate 72%) and reported 44
resident cases.
Data analysis

The research team comprised seven researchers from
different backgrounds: a coordinator (MA), a general
practitioner (HO), a nurse educator (CK), an education
researcher (RI) and medical educators (TS, MAB, YS).
The researchers reviewed case descriptions multiple
times to better interpret what the participants reported
(familiarization with data phase [24]). Two researchers (MA and YS) were independently involved in the
initial coding, then MA, YS, and MAB cross-checked
their interpretation and analysis (coding phase/generating initial themes phase [24]). The themes and findings
were reviewed, discussed, and refined by all members of
the research team (reviewing themes phase/defining and
naming themes phase [24]), and all researchers came to a
consensus on all final themes.

Results
Coordinator support

Five of the 44 collected cases of resident support by programme coordinators were omitted due to insufficient

Page 4 of 10

information, and 39 cases were analysed. The supplementary table shows the categorization of socialization factors, issues of residents, and responses of coordinators.
Content analysis revealed that prior personal problems,
including mental issues and insufficient social skills/
unprofessional behaviours, were the most frequent (16
cases), followed by isolation from family/friends/peers
(6 cases), problems with peers (6 cases), role models
(supervisors)/mentors (4 cases), formal teaching/selfassessment (4 cases), learning environment (2 cases) and
clinical experiences (1 case).
Thematic analysis of support by coordinators

Key roles of and educational support by coordinators
emerged for the seven PIF socialization factors [17]
through the thematic analysis (Table 2).
1. Requesting supervisors to reconsider their teaching

Some supervisors were overly strict or had opposing
opinions and severe supervision attitudes. The strict
attitude and opposing opinions of supervisors confused
residents and created an awkward relationship between
supervisors and residents, resulting in the inhibition of
professional development. The coordinators were sensitive to the residents’ stressors and behaviours, noticing
their mood changes and responding quickly to improve
their relationships with supervisors. They requested
supervisors to reconsider their strict teaching style, provided an opportunity for communication between them
and the residents, and suggested a review of the teaching
manual.
She was a tough resident physically and mentally
and she seemed to communicate with her strict
supervisor well, however, I (the coordinator) felt that
she was under stress based on her facial expression.
I talked to her and the supervisor and arranged the
opportunity to for them to talk and reflect with each
other. I also conveyed her a message to reassure her
that I will take care of her and she can say anything

Table 2 Educational roles of programme coordinators
Roles of programme coordinators

Socialization factors of PIF

1. Requesting supervisors to reconsider their teaching

Role models/supervisors/mentors

2. Protecting residents from the negative influence of clinical experiences

Clinical/non-clinical experiences

3. Facilitating residents’ self-assessment and confidence

Formal teaching/self-assessment

4. Creating a safer learning environment

Learning environment

5. Providing support for prior personal problems
5–1. Fostering a better atmosphere for the mental health of residents
5–2. Intervening for residents with insufficient social skills/unprofessional behaviour

Prior personal problems

6. Providing support for isolated residents

Isolation from family/friends/peers

7. Preventing problems with peers

Problems with patients and peers
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to me at any time. (Case 3).
2. Protecting residents from the negative influence of clinical
experiences

Powerful clinical experiences, such as medical errors
and patient deaths, had a strong influence, both positive
and negative, on the professional development of residents. The coordinators carefully watched, listened to,
and instructed residents who had a particularly negative
clinical experience to protect and support them. They
also facilitated supervisors’ reflection and review of daily
teaching.
The resident had a medical accident that resulted
in the death of a patient, and he took leave from
work for a while. A hospital team including me (the
coordinator) was organized for his care. I made a
lot of efforts, including listening to him and watching him. The relationship between the resident and
the supervisor was reviewed, and the supervisor said
that he did not care for the resident enough and left
him alone in daily work. The team members worked
together to provide psychological support and protect the resident. He completed the training as
planned, and he is now very active. (Case 5).
3. Facilitating residents’ self‑assessment and confidence

Residents sometimes had low confidence in their clinical
competence and future career. The coordinators noticed
subtle changes in their behaviour and appearance and
speculated decreased self-confidence. Coordinators reassured the residents, made arrangements for skill training
to facilitate and improve their confidence, and created an
amiable atmosphere.
The resident was not confident with her blood sampling technique, and she looked a little depressed. I
(the coordinator) told her, when she came into my
office, that no resident can do blood sampling perfectly from the beginning. I lent her a practice kit for
blood sampling and secured a space for her to practice freely. She seemed to become confident, and she
came and asked me to lend other practice kits without hesitation thereafter. (Case 7).
4. Creating a safer learning environment

High workload and stress, and hostile and exclusionary human relationships in the learning environment
adversely impact the professional development of residents. The coordinators proposed improvements for resident workload to medical directors and acted as a bridge
between the residents and medical team members. They
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also proposed a review of the resident-centred instructional guide to improve the learning environment.
The resident seemed overworked, and had trouble with his colleagues. I (the coordinator) noticed
his dissatisfaction from his tone of voice and facial
expression. I talked frequently to him, even about
the smallest things. To reduce his workload, I negotiated with the programme director to give him a
week’s leave and mental health advice twice a year.
I found that the training in our hospital was conducted effectively and the residents’ stress seemed to
decrease thereafter as it acted as a bridge between
them and their supervisors. (Case 10).
5. Providing support for prior personal problems

Sixteen out of the 39 residents (41%) had prior personal
problems, such as mental health issues, insufficient social
skills, and unprofessional behaviours. Coordinators provided support to these residents through various means.
5–1. Fostering a better atmosphere for the mental health
of residents Residents struggled to adapt to the dynamic
changes of roles and positions, especially during the transition from student life to resident life. The coordinators
attempted to create a relaxed atmosphere for them and
welcomed them to visit and interact. They took on the
role of the main point of contact for residents with mental health issues, on behalf of busy supervisors, including listening to residents’ problems in a non-hierarchical
equal relationship and keeping an eye out for them.
Shortly after joining the programme he (the resident)
fell ill and complained that he was not improving. I
(the coordinator) assumed that he might have some
mental health problem and tried to figure out the
cause of his stress. Every morning, we took out time
and talked to each other. His mental problem was
due to concerns about a family problem as well as
the training. I referred him to a specialist counsellor.
I also shared his information with a small number
of supervisors with his permission. He seemed to feel
more comfortable talking to me. I thought we (coordinators) should be more careful during times of
change in the resident’s environment, such as at the
beginning of training. (Case 18).
5–2. Intervening for residents with insufficient social
skills/unprofessional behaviour Some residents suffered
because of insufficient social skills or unprofessional
behaviour, which were difficult to remediate. Many of the
issues were related to multiple factors, including mental
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health problems, the training environment/programme,
and partly societal norms. The coordinators provided
remediation for these residents by arranging meetings
with the medical team and communicating with affiliated
organizations. They tried to maintain a non-hierarchical
relationship, listened to the residents, and created a positive atmosphere, with a sense of good citizenship, but
some of the cases were challenging to solve.
The resident was asked by his supervisor to attend
a conference and take a role of respondent, however, on the day of the conference, the resident suddenly cancelled and the supervisor had to ask
another resident to take over the role. The resident
insisted that he had not accepted the supervisor’s
proposal and never apologised. As the atmosphere
between them was bad, I (the coordinator) arranged
an opportunity for them to talk to each other and
share their feelings. The atmosphere of the meeting
was mature and the relationship improved superficially, although I could not know the actual feelings
between them. (Case 26).
6. Providing support for isolated residents

The distress of isolation paired with participation in an
unfamiliar environment hindered residents’ socialization. Residents who graduated from a different medical
school and were isolated from previous classmates had
difficulties in adapting to the programme. The coordinators identified residents facing problems due to isolation from families, friends, and peers, supported them
by inviting them to the office, creating a relaxed atmosphere, talking to them with a non-hierarchical attitude,
and reassuring them.
Her (the resident’s) mother was sick and died. After
the funeral, she returned to work, but her grief could
not be healed and she took an additional leave for
three weeks. When she saw the patients brought in
by ambulance, she remembered her mother and said
it was hard for her. I (the coordinator) provided an
environment where she could take a break, and her
emergency duty was suspended for several months,
after consulting with the director. As time passed,
she regained her brightness, and a year after completing the training, she told me that she had got
married. (Case 28).
7. Preventing problems with peers

The coordinators made efforts to prevent problems with
peers or health professionals. They arranged for opportunities to foster communication between residents and

Page 6 of 10

peers, advised residents that peer evaluation was important, and facilitated the residents’ self-reflection.
The resident seemed to be gentle, but I (the coordinator) noticed a problem with him when I received
multi-source feedback from other health professionals. There were harsh comments such as “he
is too loud” and “he is arrogant”. He denied these
behaviours at the beginning. I tried to listen to his
thoughts and reasons, and I explained the importance of evaluation by colleagues. We talked about
it repeatedly. Afterwards, he was able to think about
his colleagues and communicate well with the staff.
The supervisors trusted him, and he became one of
the best residents. I value the personality of each
resident and try to be upfront with them so as not
to hurt their pride. When the supervisors don’t want
to say something or don’t want to get angry with the
resident, I will go in the middle and convey the message from the supervisor to the resident. (Case 36).

Discussion
This is the first study investigating and detailing the educational roles of programme coordinators for the benefit
of residents; specifically, the first one linking these roles
to the critical aspects of residents’ PIF [17, 20]. We identified seven educational roles of coordinators for residents
(Table 2). Our study suggests that coordinators perform
valuable functions to identify the residents in difficulty
and help with the development and PIF of residents. Programme coordinators have important roles beyond the
scope of administration as suggested by Hu et al. [13],
and these educational roles should be added to their role
profiles or job description.
Among the socialization factors, clinical supervisors
play central roles in trainees’ education, professional
development, and PIF by facilitating clinical experiences, teaching formally and informally, and improving
the training environment [17, 20]; however, it is sometimes difficult for the supervisors to handle all aspects
of the socialization context that may influence residents’
professional development. Furthermore, clinical rotations during residency programmes are often short [9],
and the relationship between supervisors and residents
are sometimes hierarchical and not always positive. Programme coordinators are stable members of educational
team who can observe residents during the entire training period in a non-hierarchical manner. Evidence suggests that coordinators’ behaviour is more collaborative,
less competing, and less aggressive than of faculty physicians [26]. Coordinators can play an ‘ancillary’ but indispensable roles [9] that assess and foster residents’ PIF,
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help supervisors [2], and contribute to a better residency
programme.
As for the frequency of factors and issues of residents
supported by coordinators, prior underlying personal
problems including mental health issues and insufficient
social skills/unprofessional behaviours, were the most
common, followed by isolation from family/friends/
peers, problems with peers, and behaviours of supervisors/mentors (Supplementary Table). The National Survey of Internal Medicine Residency Program Directors in
the US revealed that 42% of residents with difficulties had
an underlying cause of situational, personal, or professional stress [27]. Reamy et al. reported that 9% of family
medicine residents faced attitudinal problems, interpersonal conflicts, psychiatric illnesses, family stress, and
relationship disruption [28]. Our study suggests that programme coordinators can support issues relating to personal identity and professional relationships. As Jennings
and Slavin described the importance of community fostering ‘a culture of mutual appreciation’ for the wellness
of residents with difficulties such as depression and burnout [29], and Daskivich et al. described the importance of
engagement of all stakeholders within the learning community [30], programme coordinators would be essential
members of these learning communities.
The seven key coordinator roles identified in this study
(Table 2) are related to coordinators’ approaches and
attributes; in particular, four attributes are overarching to
these seven roles (Table 3).
First, a non-hierarchical relationship between coordinators with residents was often identified in our study
(cases 18, 26, and 28), suggesting how this important
attribute was overarching to their educational roles.
Cruess et al. [20] described that the most influential factors in facilitating PIF are role models/mentors and the
clinical/non-clinical experiences of individual residents;
however, the supervisor-resident relationship is sometimes a hierarchical one, which may cause problems in
the residents’ PIF. Our study delineated such cases. We
previously reported that conflicts between biomedically-oriented supervisors and psychosocially-oriented
residents could discourage residents’ PIF [10]. According to Hofstede, who identified and validated six dimensions of culture worldwide, Japan is a society with a
relatively high-power distance [31], so a non-hierarchical

Table 3 Suggested attributes for programme coordinators
1) Non-hierarchical relationships with residents
2) Parenting attitudes to residents: supporting, fostering, and protecting
3) Sensitive to early and subtle changes in residents
4) Perspective of a citizen, as a member of the public
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relationship between clinical supervisors and residents
may be more difficult to achieve than in the Western
countries with lower power distance [32]. In such professional and cultural contexts, the coordinators can act as
a bridge between supervisors and residents, and request
supervisors to reconsider their teaching methods and
their interactions with residents. However, when supervisors or residents themselves show a hierarchical attitude
toward the coordinators due to professional biases [33], it
becomes difficult to be effective.
Second, parenting attitudes, as described by Hu et al.
[13], would also be an important attribute for coordinators. In our study, many residents with mental health
issues, deficient social skills, and isolation from family
and peers were reported, and coordinators presented
parenting behaviours such as supporting, fostering, and
protecting them (cases 5, 18, 28–33, and 36). Residents
have to establish a new relationship with peers and
supervisors once they graduate from medical schools
and start working in different teaching hospitals. These
relationships are sometimes not easily established, and
residents may fear isolation and be sensitive to how
they are perceived and treated by their new peers. The
fear of isolation might be strong in Japan because of the
cultural characteristics of collectivism, which emphasises familial or fellowship ties [31]. A qualitative study
of paediatric supervisors in Japan revealed that ‘defending (protecting) residents’ was an important attribute of
clinical teachers [34].
Third, sensitivity to early and subtle changes in resident behaviours could help to identify the need for
early support and intervention. Many coordinators in
this study noticed changes in residents’ appearance, not
only when they went through mental health problems,
but also a problematic relationship with supervisors,
decreased self-confidence, and dissatisfaction with the
programme (cases 3, 7, and 10). Supervisors are usually busy with their clinical responsibility, and the clinical rotations of residents are often short. Thus, staff may
overlook such changes in appearance. Coordinators are
able to observe residents over the entire period of training, so they can be sensitive to their facial expressions
and mood, and can offer a place with a relaxed atmosphere for them to communicate openly and comfortably. Mental health problems are a global issue for health

Aono et al. BMC Medical Education

(2022) 22:381

professionals [29, 30], and a correlation between long
working hours and the incidence of depression has been
reported [35]. Residents may not be aware of their own
maladaptive responses to stress, and the surrounding
staff is more likely to recognize resident stress [36]. In
this sense, coordinators play an important role in detecting early signs of mental stress and fostering a more productive learning environment to mitigate and possibly
prevent stressors to avoid deterioration of mental health.
Fourth, coordinators are able to observe and assess
residents from the perspective of a good citizen and a
member of the public. Although coordinators are now
regarded as important members of the team training health professionals, they are able to assess resident
behaviours more sensitively and efficiently than medical
staff, through the lens of expectations of a member of
the public and through societal norms. They are able to
notice residents’ insufficient social skills or inadequate
behaviours as professionals, as Nikels et al. reported
[2], to drive communication and remediation (cases
21 to 27). Some of these behaviours could be learned
as residents develop their skills and attitudes as a professional through the residency programme; however,
some unprofessional behaviours are derived from prior
personal experiences and awkward personal identities,
which may be difficult to remediate.
This study suggests a wide range of educational roles
for programme coordinators from a PIF standpoint and
identifies some valuable exemplary attributes. Many of
the proposed roles are not formally described or were
under-acknowledged in the previous reports [2, 4, 5].
Flynn et al. conducted an action research on the support
for trainees and clarified recommendations for administrative staff, including a communicative role, need for
referral pathways for students in crises, peer support for
coordinators, and skills training for mental health [37].
Based on these recommendations, they established a staff
development programme for administrative and teaching staff using different scenarios, such as trainees with
difficulties such as depression, absence without explanation, and unfamiliar distant clinical placement [37]; many
of these scenarios are similar to those in our study. Thus,
our study provide critical information that can lead to a
revision of the roles and responsibilities of programme
coordinators as well as the addition of supportive roles.
Our study can also help to facilitate improvement of staff
development programmes for coordinators and faculty.

Limitations
We adopted a semi-structured and web-based anonymous questionnaire with the intent to collect as many
cases of educational support by programme coordinators as possible not only from all over Japan but also from
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other countries for future studies, with consideration
for confidentiality, sensitivity of the cases, and language
barrier. Our sample may have been biased to those programs due to the low response rate. There could also be
issues of selection as some cases were reported based on
their sensitive nature, thereby impacting results. However, while select, this is an important sample to survey
from the standpoint of identifying roles and attributes of
the coordinators. Further studies should directly interview coordinators to confirm and deepen the findings of
this study. Clinical supervisors’ and trainees’ perception
of the roles of coordinators should also be investigated
for triangulation of our results. Finally, we investigated
resident cases in Japan, a country where cultural characteristics of collectivism and relatively high-power distance may affect the results, and limit its generalizability.
Similar studies on the educational support provided by
programme coordinators should be conducted in other
cultural spheres.

Conclusions
This study highlights the educational roles of programme
coordinators in the PIF of residents. Coordinators play
important educational roles by communicating with
supervisors, protecting/facilitating/supporting residents,
and fostering/creating a productive and safe learning
environment. Attributes such as non-hierarchical relationships, parenting attitudes, sensitivity to changes
in residents, and a citizen’s perspective underpin their
educational roles. Our results provide evidence for
revising role profiles of programme coordinators and
providing targeted professional development training for
coordinators.
Abbreviation
PIF: Professional identity formation.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12909-022-03447-y.
Additional file 1: Supplementary table. Supplementary table shows
resident cases supported by the coordinators
Acknowledgements
The authors express their deep gratitude to the Japanese administrators who
participated in this study. We also thank Dr. Sakae Iwasaki, Japan Council for
Evaluation of Postgraduate Clinical Training, for his support, encouragement,
and helpful advice.
Authors’ contributions
MA and YS contributed to the conception, design, acquisition of data, analysis,
interpretation of data, and drafting of the manuscript. HO, CK, RI, and TS made
substantial contributions to the design of the study, data analysis and interpretation, and drafting the manuscript critically for important intellectual content.
MAB contributed to the design, analysis, and drafting of the manuscript from

Aono et al. BMC Medical Education

(2022) 22:381

an international perspective. All authors approved the final manuscript and
agreed to be accountable for all aspects of the work. The author(s) read and
approved the final manuscript.
Funding
There is no funding source to report for this research.
Availability of data and materials
The datasets used and/or analysed for this study are available with the corresponding author upon reasonable request.

Declarations
Ethics approval and consent to participate
This study was approved by the Institutional Review Board of Gifu University
(approval No. 27–340). The principles of the World Medical Association and
the Declaration of Helsinki have been applied in this study. Written informed
consent was obtained from all participants, who were informed that their
comments would be kept anonymous and that some of their direct quotations would be included in the paper.

Page 9 of 10

9.
10.

11.
12.
13.
14.

15.

Consent for publication
Not applicable.

16.

Competing interests
The authors declare that there are no competing interests.

17.

Author details
1
Division of Medical Education, Graduate School of Medicine, Gifu University,
1‑1 Yanagido, Gifu 501‑1194, Japan. 2 St Luke’s International University, 10‑1
Akashi‑cho, Chuo‑ku, Tokyo 104‑0044, Japan. 3 Department of Medicine,
Okinawa Chubu Hospital, 281 Miyazato, Uruma 904‑2243, Japan. 4 Department
of Pediatrics (Adjunct), Johns Hopkins University School of Medicine, 733N
Broadway, Baltimore, MD 21205, USA.
Received: 6 November 2021 Accepted: 10 May 2022

References
1. Steinert Y, editor. Faculty development in the health professions. London:
Springer; 2014.
2. Nickel BL, Roof J, Dolejs S, Choi JN, Torbeck L. Identifying managerial
roles of general surgery coordinators: making the case for utilization of
a standardized job description framework. J Surg Educ. 2018;75:e38–46.
https://doi.org/10.1016/j.jsurg.2018.07.003.
3. Stuckelman J, Zavatchen SE, Jones SA. The evolving role of the program
coordinator: five essential skills for the coordinator toolbox. Acad Radiol.
2017;24:725–9. https://doi.org/10.1016/j.acra.2016.12.021.
4. O’Sullivan PS, Heard JK, Petty M, Cynthia C, Mercado CC, Hicks E. Educational development program for residency program directors and coordinators. Teach Learn Med. 2006;18(2):142–9. https://doi.org/10.1207/s1532
8015tlm1802_9.
5. Dubois L, Marsh T, Demers LB. Program coordinator professional development: definition, perception of importance, motivating factors, and barriers. Am J Med. 2019;132:114–8. https://doi.org/10.1016/j.amjmed.2018.
09.001.
6. Residency Program Alert. The results are in: 2015 Program coordinator
salary survey. Residency Program Alert. 2015;13(6):1–9. http://health.usf.
edu/medicine/gme/~/media/B242F2B1DAD94F21A34147CDCCA818B3.
ashx.
7. Gilfedder KR, Giacomo C, Randall J, Wilson GL. Medical education manager: a title worthy of the description. Cureus. 2018;10:e3373. https://doi.
org/10.7759/cureus.3373.
8. Certification guide. Training Administrators for Graduate Medical Education. 2022. https://tagme.org/wpcontent/uploads/2022/02/2022-Certi
fication-Guide.pdf.

18.
19.

20.

21.
22.
23.

24.
25.
26.

27.
28.
29.
30.

Holmboe E, Ginsburg S, Bernabeo E. The rotational approach to medical
education: time to confront our assumptions? Med Educ. 2011;45:69–80.
https://doi.org/10.1111/j.1365-2923.2010.03847.x.
Arai K, Saiki T, Imafuku R, Kawakami C, Fujisaki K, Suzuki Y. What do Japanese residents learn from treating dying patients? The implications for
training in end-of-life care. BMC Med Educ. 2017;17:205. https://doi.org/
10.1186/s12909-017-1029-6.
Otterstad D. The role of the residency coordinator. Acad Radiol.
2003;10(suppl 1):S48–53. https://doi.org/10.1016/s1076-6332(03)80150-2.
Grant RE, Murphy LA, Murphy JE. Expansion of the coordinator role in
orthopaedic residency program management. Clin Orthop Relat Res.
2008;466:737–42. https://doi.org/10.1007/s11999-007-0110-6.
Hu WCY, Flynn E, Mann R, Woodward-Kron R. From paperwork to parenting: experiences of professional in support. Med Educ. 2017;51:290–301.
https://doi.org/10.1111/medu.13143.
Nikels SM, Guiton G, Loeb D, Brandenburg S. Evaluating non-physician
staff members’ self-perceived ability to provide multisource evaluation
of residents. J Grad Med Educ. 2013;5:64–9. https://doi.org/10.4300/
JGME-D-11-00315.1.
Aono M, Obara H, Kawakami C, Suzuki Y. Perception of residency
program coordinators on their roles and attributes. Med Educ (Japan).
2019;50(6):569–72 (in Japanese).
Cruess RL, Cruess SR, Boudreau JD, Snell L, Steinert Y. Reframing medical education to support professional identity formation. Acad Med.
2014;89:1446–51. https://doi.org/10.1097/ACM.0000000000000427.
Cruess RL, Cruess SR, Boudreau JD, Snell L, Steinert Y. A schematic
representation of the professional identity formation and socialization of
medical student and residents: a guide for medical educators. Acad Med.
2015;90:718–25. https://doi.org/10.1097/ACM.0000000000000700.
Bhat C, Burm S, Mohan T, Chahine S, Goldszmidt M. What trainees grapple
with: a study of threshold concepts on the medicine ward. Med Educ.
2018;52:620–31. https://doi.org/10.1111/medu.13526.
Snell L. Supporting professionalism and professional identity formation at
the postgraduate level. In: Cruess RL, Cruess SR, Steinert Y, editors. Teaching medical professionalism. Cambridge: Cambridge University Press;
2016. p. 248–60.
Cruess RL, Cruess SR. Professionalism and professional identity formation:
the cognitive base. In: Cruess RL, Cruess SR, Steinert Y, editors. Teaching
medical professionalism. Cambridge: Cambridge University Press; 2016. p.
5–25.
Suzuki Y, Gibbs T, Fujisaki K. Medical education in Japan: a challenge to
the healthcare system. Med Teach. 2008;30(9–10):846–50. https://doi.org/
10.1080/01421590802298207.
Teo A. The current state of medical education in Japan: a system under
reform. Med Educ. 2007;41:302–8. https://doi.org/10.1111/j.1365-2929.
2007.02691.x.
Nomura K, Yano E, Aoki M, Kawaminami K, Endo H, Fukui T. Improvement
of residents’ clinical competency after the introduction of new postgraduate medical education program in Japan. Med Teach. 2008;30(6):e161–9.
https://doi.org/10.1080/01421590802047307.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77–101. https://doi.org/10.1191/1478088706qp063oa.
Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qual Res Sport
Exerc Health. 2019;11:589–97. https://doi.org/10.1080/2159676X.2019.
1628806.
Ogunyemi D, Tangghitnob E, Mahler Y, Chung C, Alexander C, Korwin D.
Conflict style in a cohort of graduate medical education administrators,
residents, and board-certified physicians. J Grad Med Educ. 2011;3:176–
81. https://doi.org/10.4300/JGME-D-10-00184.1.
Yao DC, Wright SM. National survey of internal medicine program directors regarding problem residents. JAMA. 2000;284:1099–104. https://doi.
org/10.1001/jama.284.9.1099.
Reamy BV, Harmann JH. Residents in trouble: an in-depth assessment of
the 25-year experience of a single family medicine residency. Fam Med.
2006;38:252–7.
Jennings ML, Slavin SJ. Resident wellness matters: optimizing resident
education and wellness through the learning environment. Acad Med.
2015;90:1246–50. https://doi.org/10.1097/ACM.0000000000000842.
Daskivich TJ, Jardine DA, Tseng J, Correa R, Stagg BC, Kristin M, et al.
Promotion of wellness and mental health awareness among physicians
in training: perspective of a national, multispecialty panel of residents

Aono et al. BMC Medical Education

31.
32.

33.

34.
35.

36.

37.

(2022) 22:381

Page 10 of 10

and fellows. J Grad Med Educ. 2015;7:143–7. https://doi.org/10.4300/
JGME-07-01-42.
Hofstede G, Hofstede GJ, Minkov M. Cultures and organizations: software
of the mind. 3rd ed. New York: McGraw-Hill; 2010.
Obara H, Saiki T, Imafuku R, Fujisaki K, Suzuki Y. Influence of national
culture on mentoring relationship: a qualitative study of Japanese
physician-scientists. BMC Med Educ. 2021;21:300. https://doi.org/10.
1186/s12909-021-02744-2.
Papadakis MA, Teherani A, Banach MA, Knettler TR, Rattner SL, Stern DT,
et al. Disciplinary action by medical boards and prior behavior in medical
school. N Engl J Med. 2005;353:2673–82. https://doi.org/10.1056/NEJMs
a052596.
Nishiya K, Sekiguchi S, Yoshimura H, Takamura A, Wada H, Konishi E, et al.
Good clinical teachers in pediatrics: the perspective of pediatricians in
Japan. Pediatr Intl. 2020;62:549–55. https://doi.org/10.1111/ped.14095.
Ogawa R, Seo E, Maeno T, Ito M, Sanuki M, Maeno T. The relationship between long working hours and depression among first-year
residents in Japan. BMC Med Educ. 2018;18:50. https://doi.org/10.1186/
s12909-018-1171-9.
Riesenberg LA, Berg K, Berg D, Morgan CJ, Davis J, Davis R, et al. Resident
and attending physician perception of maladaptive response to stress in
residents. Med Educ Online. 2014;19:25041. https://doi.org/10.3402/meo.
v19.25041.
Flynn E, Woodward-Kron R, Hu W. Training for staff who support students.
Clin Teach. 2016;13:63–8. https://doi.org/10.1111/tct.12392.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

