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CONTEXT Social support helps prevent burn-
out and promotes its positive opposite, work
engagement. With higher work engagement
performance increases. The context-specific
aspects of social support for medical educa-
tors, in their educator role, are unknown. To
help facilitate social support our study
describes the essential elements of social
support and their meaning for medical
educators.

METHODS We held interviews with medical
educators purposefully sampled for diverse
backgrounds and working circumstances and
who spent a considerable amount of time on
education. Both clinicians and basic scientists
participated. The Pictor technique guided the
interviews. Participants were invited to talk
about the breadth of social support and elabo-
rate on meaningful experiences. Template
analysis was used for a descriptive phe-
nomenological approach.

RESULTS Thirteen medical educators were
interviewed. We identified four themes: (i)
sources of support and their intent (e.g. a

superior with the intent to stimulate personal
growth); (ii) the materialisation of support
(e.g. sought or offered); (iii) its manifestation
(e.g. the act of providing protected time); and
(iv) the overarching effect of social support,
both in terms of practical effects and the
meaning of support. We identified three sorts
of meanings of social support for educators.
Receiving support could lead to (i) feeling
reassured and confident; (ii) feeling encour-
aged and determined and (iii) a sense of relat-
edness and acknowledgement of the educator
role.

CONCLUSION Support for education comes
from a wide range of sources because it is
both sought and offered beyond the bound-
aries of the educational role. The resulting dif-
ferences in support provided necessitate that
educational leaders and policymakers consider
the sources available to each educator, con-
necting educators where necessary. When
facilitating or designing social support it is
important that the need to feel reassured,
encouraged or related is met.
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INTRODUCTION

Social support is essential in becoming and being a
medical educator and for creating a sense of com-
munity.1–4 It is also an important factor in work-
related well-being: a lack of social support has been
linked to an increased risk for burnout,5 whereas a
high level of perceived social support drives work
engagement.6 Research from other fields provides
leads for the facilitation of social support that tran-
scend context, but also indicates that context-speci-
fic aspects are important.7–9 The current gap in the
literature is what social support is, what it means
and how it comes about in the daily practice of
medical educators. To facilitate social support, we
need to know what happens in current daily prac-
tice both formally and informally. This knowledge
may ultimately contribute to the prevention of burn-
out, fuel work engagement and thus improve the
performance of medical educators.5,10

Social support is a generic term covering a variety
of definitions and operationalisations and used dif-
ferently throughout studies, settings and measures.7–
9 A common way of describing social support is by
the types of support provided. These include emo-
tional support, such as showing empathy, instrumen-
tal support, such as tangible aid, and informational
support, such as in problem-solving.7–9 Further-
more, companionate support and supporting
esteem are known types of support.9 In relation to
burnout and work engagement specifically, social
support is defined as a job resource.11 In general,
job resources are aspects of work that help reduce
demands that arise from work, are functional in
achieving work goals, and stimulate personal
growth, learning and development.12 Social support
is a versatile job resource that can fulfill all three
functions and this conceptualisation was followed
for this study. Social support can help cope with
demands because of its positive effect on stress.13,14

Social support can either prevent stressful events
occurring or alter the perception of such events, so
that they become less stressful.7 Social support can
be an extrinsic motivator in relation to achieving
work goals when others provide information or tan-
gible help with work. Furthermore, social support
can be an intrinsic motivator for personal growth
when it provides a sense of relatedness.6 Social sup-
port is not solely positive, however. When the pro-
vided support does not match the recipient’s needs,
it can harm self-esteem9,15 and autonomy9. Further-
more, the absence or perceived absence of social
support are distressing factors in themselves.7

Conceptualising social support as a job resource
emphasises that the social network at work provides
support. Social support can additionally be provided
by people from outside of work (e.g. family).16 What
may differ is how the support is provided. Providers
from outside of work may focus more on emotional
support, whereas colleagues may be better equipped
for providing support in the form of helpful infor-
mation.16 This suggests that it is important to take
into account the context in which the provider
offers support and the relationship between the sup-
port provider and support receiver when studying
social support.

Medical educators often fulfill multiple, comple-
mentary, academic roles and for each role they may
belong to communities that exist within and outside
of institutions.17 Consider, for example, a surgeon
educator who is a member of the national associa-
tion of surgeons, deputy editor for a surgical journal
and who also visits educational conferences as pro-
gramme director of surgical residency training. It is
unknown how support for education specifically is
experienced in this context of such different roles
and communities. Understanding the essential ele-
ments of social support experiences and the mean-
ing of social support for the educator role, may give
insight into the leads that can be pursued for the
facilitation of social support, tailored to this com-
plexity in overlapping and sometimes competing
roles and communities.

We conducted an in-depth qualitative analysis of
experiences of social support reported by medical
educators to answer our two research questions.
What are the essential elements of experiences of
social support reported by medical educators? What
do these experiences mean to medical educators?

METHODS

Design

We followed the contextual-constructionist para-
digm.18 Similar to social constructionism, we
acknowledged that there is no single observable
truth that can be revealed in research. In social con-
structionism, the main premise is that people create
multiple truths by interacting with other individu-
als.19 Within contextualism, the position is that all
knowledge is local, provisional and situation depen-
dent.18 As such, we specifically took into account
the context of the study and local culture in our
analysis. Being interested in describing the lived
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experience of social support and the meaning of
social support, we chose a descriptive phenomeno-
logical approach.20–22 We held individual interviews
to focus on in-depth exploration, allowing the par-
ticipants to talk freely without interference from
others. To stimulate the recall of instances of social
support we used the Pictor technique.23 This
method helps participants visualise their social con-
text and gives insight into their social network and
possible sources of support. This method has been
used with complex social phenomena in health
care, such as collaborative working23 and lay-care
systems.24 Participants are given a blank sheet,
arrow-shaped post-its in (three) different colours
and a pen. They were instructed to use these to
depict which people or elements play a role in their
social network, with a focus on individuals or
groups. We asked them to focus on the social net-
work affecting their educational roles. The partici-
pants were instructed to take as much time as they
needed and to use a post-it per person or group.
They were free to use position, direction and colour
as they saw fit. The ensuing Pictor chart directed
further interview questions, whereby participants
were asked to elaborate on their choices and reason-
ing for placing (or not placing) specific post-its.

Sample and participants

This study was conducted at an academic medical
centre in the Netherlands, which offers medical
education along the entire continuum. We drew
our sample from a programme set up there, which
aims to connect and advance medical educators.
This programme includes educators from different
scientific backgrounds and departments and who
are involved with coordination, administration or
leadership within medical education. They work in
both undergraduate and postgraduate education
and bring a varied set of educational interests (such
as curriculum development, faculty development or
professionalism). Many have continued their own
development by entering university-led leadership
programmes, by obtaining senior university teaching
qualifications or by conducting medical education-
related research. Most are also extensively involved
in care provision, research or both. Programme par-
ticipants are appointed as medical educators for
20% of their time, excluding time spent on teaching
and additional time allotted by departmental heads.
The general profile of the programme participants
matched our aim to include experienced educators,
who teach and were from different backgrounds
and departments. We invited all 23 educators from
this programme through a direct e-mail invitation

because within this group we had no reason to fur-
ther specify our sample.

Data collection

To practice the Pictor technique we held a test
interview. One researcher (JvdB, a PhD-student, MD
and first author of this study) conducted all inter-
views, which lasted between 45 and 70 minutes. The
interviews consisted of four parts. We first asked par-
ticipants to tell us about their work in education,
how long they had worked at our institution and to
list any other tasks. Second, we introduced the Pic-
tor technique.23 At this point we reiterated that we
were interested in how social support occurs and is
experienced in daily work and explained the objec-
tive of the Pictor technique. A definition and under-
lying concepts of social support were not presented
to the participant at this point, to allow the partici-
pant to focus freely on persons they felt supported
or unsupported by and incidences during which
they felt supported or unsupported. Third, they
were asked to elaborate on their entire Pictor chart
and reflect on whether their current, displayed situ-
ation was an ideal one. Lastly, the participants were
asked to elaborate in depth on one to three exam-
ples provided during their elaboration of the Pictor
chart to fully explore lived experiences of social sup-
port beyond mere factual explanations as given dur-
ing the earlier interview stages. Afterwards the
participants were e-mailed a photo of their Pictor
chart and asked if new topics or examples had
arisen and if they had any other comments and
additions. No one wished to make any comments or
additions.

Data analysis

Each interview was audio-recorded, transcribed ver-
batim and anonymised. The qualitative data analysis
software MaxQDA Version 11 (Verbi GmbH, Berlin,
Germany) was used to support the template analysis
stage. Notations additionally were made with a pen
on paper manuscripts and if necessary transferred
to the analysis software. Analysis started directly
after the first interview and continued simultane-
ously with data collection. The analyses did not have
an effect on participant selection or the content of
subsequent interviews.

We used the template analysis method25 to apply
descriptive phenomenology.20–22 There are several
core steps. First is to (try to) set aside one’s precon-
ceptions – bracketing. Second is to identify and
analyse those parts of the interview wherein the
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participants speak about their experiences. The
third step involves finding commonalities between
participants and intuiting the findings. The fourth
step is describing the findings.21,22 After attaching
meanings to participants’ statements about their
experiences, these are clustered into themes. At this
stage the template analysis was most prominently
used. Table 1 provides a brief summary of the dif-
ferent steps in the data collection and the analysis
conducted on each step. We chose a broad set of
distinguishable support types for our initial template
to ensure many variations in support were acknowl-
edged during analysis, while remaining open to new
themes if these five did not suit an experience. The
initial analysis was carried out on segments of sev-
eral lines covering the participant’s description of a
situation, person or perception of support. First, the
type of support was identified by seeking indicative
words and expressions and subsequently characteris-
tics would be coded. The first three interviews were
independently analysed by two authors (JvdB and
CV).

During the initial analyses JvdB found the second-
level codes more informative than applying type of
support as a label, in understanding the essence of
support in general. The recurring second-level
codes were: (i) source of support and aim of the
provider, (ii) characteristics of support, (iii) the
manner in which the support was provided and (iv)
adequacy and effect of support. One author (CV)
then independently coded the first three interviews
based on these codes. To further develop the tem-
plate, the fourth to the seventh interviews were dis-
cussed based on the first-level codes by the entire
research team. The first-level codes were slightly
renamed to better fit underlying codes, but the
structure remained the same. Through further dis-
cussion only minor changes were made to the sec-
ond and third-level codes in the current template.
After the eighth interview no more changes were
made to the template and the resultant template
was used to help identify surprising and exemplary
occurrences of social support. All participants were
sent our final results section and were asked to trace
the results back to their own experiences. Some
made minor suggestions regarding our choice of
words, which were incorporated in the description
of the results.

Ethical considerations

Ethical approval was obtained through the Nether-
lands Association for Medical Education Ethical
Review Board under dossier number 540.

RESULTS

We held 13 interviews; the participant details are
listed in Table 2. To ensure anonymity, the partici-
pant details are presented as approximations. The
career phase may differ from employment at the
current institution when participants recently joined
the institution.

We were able to identify four themes: three cover-
ing the essential elements of social support and the
fourth covering the overarching effect and adequacy

Table 1 Summary of data collection and data analysis;
regular text describes the steps of the interview and analysis
and italics indicate the content of each step

Data collection/

Interview set up Data analysis

Introduction Transcribed without additional

analysis

Background, roles

and tasks

Pictor chart creation Template analysis

Explanation and

creation of

overview without

interference

Specific coding on Pictor chart as

part of (i) source of support

(see below)

Elaboration of Pictor

chart

Template analysis

Insight into breadth of

social support and

brief examples

Initial coding of support type:

emotional, instrumental,

informational, companionate and

supporting esteem

Final first-level codes: (i) source of

support and aim of the provider,

(ii) characteristics of support,

(iii) the manner in which the

support was provided and

(iv) adequacy and effect of

support

In-depth elaboration Template analysis and collection of

rich descriptions

Detailed description of

one or more

occurrences of social

support

Included in the template analysis

and additional collection and

analysis of significant statements

on the meaning of social support

for the participant
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Table 2 Participant details

No.

Pseudonym

(gender) Background

Career phase

(including at

any other

institutions)

Employment at

current

institution Overall task profile

1 Charles (M) Basic science Mid–late More than

20 years

A full-time educator. Chair of several educational committees

and projects as well as member of several other committees,

both within and outside of the institution. Provides around

100 hours yearly of undergraduate teaching

2 Annie* (F) Medicine Early–mid More than

5 years

Primarily works in patient care, including administrative tasks

and projects related to patient care, in addition to the

educational work. Recently more directly involved with

residency training and involved with undergraduate teaching

for somewhat longer

3 Diane (F) Medicine Mid Approximately

10 years

Described an equal amount of time spent in care, research and

education (which previously was primarily patient care).

Described diverse tasks, including teaching outside of the

institution, and leads multiple projects

4 Ellen (F) Basic science Mid Approximately

15 years

Equal combination of laboratory work and education in the

broadest sense. Regular teaching of a wide range of students

from different institutions as well as leadership and

administrative positions

7 Florence (F) Medicine Mid–late More than

15 years

Spends time mostly in education with some time in research.

Many administrative tasks in education as well as member of

several committees. Also involved in undergraduate teaching

5 Gemma (F) Basic science Mid More than

15 years

Described some administrative tasks, but mostly teaching and

education. Membership of several projects, including leadership

positions. Estimated about 1 day per week on average spent on

undergraduate teaching

6 Harold (M) Medicine Mid–late More than

25 years

Is not employed at the institution full time, but that time is

mostly spent on education. Involved with teaching,

development of education and research in education

8 Ivan (M) Medicine Mid–late More than

25 years

Combines patient care with research and several educational

projects as well as undergraduate teaching and clinical

teaching. Several leadership positions and administrative roles

9 Bob* (M) Medicine Mid Approximately

15 years

Describes an equal division of time between patient care,

teaching and clinical teaching, with a minor involvement in

research. Teaching within and outside of institution. Member

of several projects and in leadership positions

10 Joanna (F) Medicine Mid More than

5 years

Primarily works in patient care, with half her time divided

between education and research. Involved in undergraduate

teaching and in residency training. Is in leadership positions

and member of several committees

11 Kyle (M) Basic science Late More than

10 years

Almost full-time in education, with some administrative tasks.

Involved in both undergraduate teaching and residency

training. Member or chair of several committees and projects,

both within and outside of the institution
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of social support. The three essential elements were:
(i) the source of support and intent of the provider,
(ii) the materialisation of support and (iii) the man-
ifestation of support. The overarching effect and
adequacy, the fourth theme, encompasses both the
practical and tangible effects as well as the meaning
of support to medical educators. In the results sec-
tion we will describe the relation between these four
themes by first describing the Pictor charts and
sources, then the materialisation and manifestation
of support, and we end the results section by
describing the tangible effects and different mean-
ings of social support.

To illustrate our findings with citations, we drew
from all interviews but did not necessarily include
all participants. In addition, we use the Pictor charts
from two participants to illustrate the breadth of
sources of support and perceptions on overall sup-
port. We chose these participants because both par-
ticipants gave examples illustrating multiple themes,
and the Pictor charts show contrasting examples of
overall perceptions of social support. For ease of
reading, all cases were given fictionalised names.

General findings and commonalities among Pictor
charts

The common way for participants to create their
Pictor chart was to use directionality of arrows and

distance between arrows to visualise their support
systems. Colour was rarely used as an indicator. We
observed differences between charts in the extent to
which arrows were connected with other arrows. On
one end of the spectrum is extensive connectedness
(Fig. 1), containing few unrelated elements. The
other end of this spectrum would be absence of
connectedness (Fig. 2). Bob explained this as: ‘The
problem is of course, and that’s sort of how doctors
arrange their education, we do a lot of it alone and
that is what we are used to when we work with
patients, as then we are also alone and only when
[we face problems] do we consult others’. However,
no particular relationship between connectedness
on the chart and experiences with support arose
from our analyses. Figure 2 represents the only par-
ticipant, Bob, who chose to elaborate on a negative
experience at the end of the interview. Because his
other experiences included positive experiences and
other participants with relatively unconnected sys-
tems also spoke of positive experiences, we found
no reason to assume a relationship between support
experiences and interconnectedness of the system at
large.

Sources of support

Several recurring sources of support were identified;
these are listed in Table 3 and include examples
used by multiple participants. We grouped the

Table 2 (Continued)

No.

Pseudonym

(gender) Background

Career phase

(including at

any other

institutions)

Employment at

current

institution Overall task profile

12 Leo (M) Basic science Mid Approximately

10 years

Mostly education with only minor administrative tasks. Has

leadership positions within education as well as membership

of several committees. Involved in undergraduate teaching

13 Mary (F) Medicine Mid More than

5 years

Combines patient care with research and education, with

patient care taking priority. Involved with both undergraduate

education and residency training.

Has leadership positions as well as committee and project

membership, within and outside of the institution

Pseudonyms were assigned to each participant and will be used to reference participant citations in the results section. Time of
employment at the current institution provides a sense of how long the participant has had to build up a social network within the
institution. The overall task profile provides a sense of what their full workload looks like. There is some lack of detail in both columns
and we do not list specific departments in order to ensure anonymity is retained.
*Annie and Bob, whose Pictor charts are shown.
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sources based on their physical location during anal-
ysis, in line with how most participants grouped the
sources on their charts where applicable. Apart from
the direct superior, often the head of the depart-
ment, no other specific person or group was men-
tioned as crucial overall. The importance of
particular sources was both individual as well as situ-
ational. An example of the individuality is ‘home’
(e.g. partner or children): indispensable to some;
others mentioned receiving no specific support for
their educational work from outside of work. The
situation often relates to support for specific tasks:
if a course was co-directed with another educator,
this co-director could be indispensable in the case
of marking the course exams. However, this
distinction is mostly related to the tangible effects
of support. For the eventual meaning of support, all
of the sources appeared equal.

Intent of the support provider

The perceived intent of the provider affects the per-
ception of the support. One participant, Mary,
specifically stated that it was her belief that support
is only provided if it also benefits the provider but
that such acts are not true support. She concluded

that she rarely received support, making education
to her something of a lonely business. Mary illus-
trated her feeling by saying: ‘It almost never hap-
pens that someone walks up to you to say “How
great of you to give four lectures this year”. She
then explained that this never happens because the
provider doesn’t have anything to gain by showing
such recognition. For others, the supportive effect
would remain but the intent of the provider could
lessen or strengthen the effect. For example, a deci-
sion of the departmental head to allocate protected
time for education was perceived as less supportive
when this was primarily done for the greater good
of the department (e.g. the educational obligations)
rather than so the educator could use such time for
personal growth. Annie had experiences with both
such occasions and therefore listed the head of the
department twice and ambiguously.

Materialisation of support

How support was provided varied from only when
perceived as available, to sought support, to offered
and even imposed support. The materialisation of
support affects the perception of support. An exam-
ple of sought support was illustrated by Annie. She

Figure 1 Annie’s social network. She reflected: ‘Indirectly, there are things behind [other things] which affect you, but you
can’t get a grip on [. . .] It feels like a circle from which I receive and to which I give’
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had had multiple experiences with social support
from the head of her department. She once was in
acute need of advice after having denied a candi-
date residency training in an interview. She needed

help with handling the candidate’s reaction and lit-
erally found an open door and immediate support
when she sought it. This had a very strong and posi-
tive effect on her, which she described as feeling
‘personal growth’ in that role. In Bob’s example,
the co-director for the course within the medical
curriculum is an example of support perceived as
available: ‘He is not going to come to me and [say]
what can I do now and how can I help, but I can
always call on him’. Knowing the co-director was
available thus reassured him.

Adverse effects

When support was imposed or when support was
sought but denied the effect could be adverse. As
Gemma explained:

‘Those two individuals are really adverse. [. . .]
They don’t stand by agreements, aren’t honest, I
don’t perceive them as honest to say so. You
agree to something together and then they don’t

Figure 2 Bob’s social network. Halfway through the interview, Bob reflected: ‘Actually, this also shows nicely how it is with
education because all the [post-its] are [put down] randomly and that’s real life for me. I have all these actors who all want
something and there’s no structure at all’

Table 3 Examples of recurring sources of support

Group Subgroup Examples

Within

work

Within primary

department

Head of department, colleagues,

secretariats, residents

Within the

institution at

large

Board of directors, other

educators, educational experts,

students

Outside the

institution

Members of national

committees, other universities

Outside

of work

Home, family, friends, others

such as sports
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stick to their words and then they pass the buck
and I perceive that as annoying’.

For Gemma, the broken promises evoked negative
feelings, rather than feeling impartial. The ambigu-
ity of imposed support was described by Annie
through how directions and guidelines helped her
find her way in a new educational task at first,
whereas later she would find such support restric-
tive. The person who handed her these guidelines
was perceived as supportive at first, but eventually
she felt her autonomy was curbed.

Manifestation of support

Social support manifested itself in a variety of
ways. Through verbal support, acts (including deci-
sions and orders) and as an atmosphere. Continu-
ing the earlier example in which Annie sought
(and found) support, the manifestation of the
support was helpful advice that she could then
apply to the problem at hand. By contrast, an
example of verbal support, without practical impli-
cations, was given by Ivan (elaborating on an e-
mail conversation): ‘I received an email from him:
“totally agree, I stand behind you, you’re doing
enough already”’. This was said without further
action taken by the provider or receiver. However,
especially when verbal support should lead to an
act or decision but did not, the verbal support
would lose its positive effect. As Diane explained:
‘And that has been promised for three years now
and for three years nothing happened. [. . .] I do
not find that supportive’.

Support from groups was often described in terms
of the – supportive – atmosphere created by col-
leagues and not by acts or verbal support.

Effect and adequacy

The effect of receiving support is twofold. First, the
supportive act could lead to changes (or perceived
changes) in the task and work environment and,
second, it could affect the support receiver person-
ally by having a meaning to the receiver. The follow-
ing quote highlights the duality of the effects. This
physician-educator, Joanna, is a member of an edu-
cational committee, from which she occasionally
receives support. Both the practical information she
receives and a certain amount of respect, simply
help her to do her work, the practical effect. In
addition, she also related the perceived respect as
acknowledgement and justification of her work, the
meaning.

‘[The educational committee] makes my work at
my department much easier, because I now
understand better what is expected from a clini-
cal teacher and I can implement initiatives with
more ease [. . .] but it is not only the knowledge I
gather there, which is easy to get by, and the
background information, but also . . . I wouldn’t
exactly call it prestige, it’s the respect I receive at
my department that [makes] my work [easier to
do].’

However, some support is just helpful and nothing
more.

Florence: ‘They helped bring some structure to
our quality assurance, something we already did
but not so. . . explicitly. Well, this just helps, a
lot [. . .] in making our education better’.

The participant did not attach any meaning to this
particular instance of support. However, all sorts of
support could carry a deeper meaning for our par-
ticipants.

Meaning of social support for medical educators

We found three types of meaning of social support
for medical educators: (i) reassurance and confi-
dence, (ii) encouragement and determination and
(iii) relatedness and acknowledgement of educa-
tional work.

Reassurance and confidence

In Dutch, the word used for both ‘trust’ and ‘confi-
dence’ is the same (‘vertrouwen’). The use of this
word occurred often in reaction to an event or issue
for which support was received and participants sub-
sequently felt reassured. In other words, a suboptimal
situation was improved by the support. When partici-
pants talked about receiving such support, it would
often mean that they felt everything would be alright.

Returning to the advice Annie received on handling
the candidate’s reaction to her rejection:

‘He said: “Yes, I’ve had that happen to me once.
It usually helps to arrange a second interview”
[. . .] and [then] the second interview was fine,
there was nothing wrong. [. . .] And now I’ll say
to myself [if it happens] next time: “Ah yes, well,
everything will run well”’.

The first part of this quotation is about reassurance.
The second part of the citation carries a more long-
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term meaning and the participant concluded she
had grown as an educator after this had happened.

Another example was when someone from a differ-
ent educational department offered to take over a
chore from Diane: ‘That kind of support from peo-
ple . . . that one, indeed, can delegate things with
confidence. That is very pleasant’. In her words, this
was a minor thing, yet it still carried a lingering
effect as a meaningful act of support.

Encouragement and determination

Characteristic of encouragement is that partici-
pants were not simply being inspired but they
were subsequently also acting upon this. This
more often represented a fine situation made
even better through the support. During some
interviews, participants would intensively use posi-
tive words like ‘enthusiasm’, ‘positive’, ‘inspiring’
and ‘stimulating’. Gemma even remarked on work-
ing with a few enthusiastic educationalists from
another department: ‘The recognition, knowing
you’re being listened to, humor, everyone bring-
ing something of their own. That makes you grow
wings’. She continued by saying that this feeling
enabled her to work on ideas even outside regular
working hours.

Several examples within this theme were from par-
ticipants who had held an idea for an educational
innovation for months or years. Only once they
had talked to someone who was a role model or
new at the institute would the enthusiastic reaction
be the final push towards activation. Often, this
support was only verbal and not related to tangible
support. To illustrate, Harold said about being
given the feeling he had a promising idea:

‘That he supports . . . your own desire to apply
and that he says: do it! Do it. I think that, had he
been entirely negative, if I had been given a neg-
ative feeling I would have reconsidered. I might
still have applied [for the position] but it
would’ve been more difficult.’

This last example is about a conversation between
someone higher up in the hierarchy who had no
say in this particular application, yet his positive
reaction enabled the participant to move on.

We found that tangible supportive acts can be espe-
cially encouraging in addition to being practically
helpful. Acts or events such as arranging regular
meetings, being introduced to other people or

regular feedback would both enable and encourage
participants to carry out ideas.

Relatedness and acknowledgement of educational
work

Relatedness includes both short-term feelings and a
more overall feeling (e.g. an overall sense of pur-
pose). This overall feeling includes examples where
the participant would explicitly attach the meaning
of ‘not feeling alone’ to the support, which we inter-
preted as being about ‘relatedness’ and a ‘sense of
belonging’.

Examples of feeling connected, rather than related,
in the short term included expressions from the sup-
port provider such as ‘I agree with you, I’m with you
on this’, which Ivan received in an e-mail. The mean-
ing attached by the participant was literally that he
felt he wasn’t left on his own: ‘they immediately help
me take a stance and then I feel I’m not on my own
in this issue’. In addition to verbal support, several
participants noted that they had persons around
them they could (strongly) rely on when something
needed to get done. Ellen: ‘She always pulls me up
when I sort of [laughs] had enough or whatever, you
know? Well, sometimes it isn’t so bad but at other
times it’s a big job. One that takes two to do’. This last
example was about a single point in time, relating to
the task of marking exams.

Similar expressions were used to indicate a more
overall feeling as well. These were characterised by
‘together’ in addition to the meaning of ‘not feeling
alone’. Many participants would use words like ‘to-
gether’ and ‘cooperation’ repeatedly within an
example. One particular meaning was attached by
multiple participants, which referred to ‘becoming
human to each other’ rather than just colleagues.
This evoked a sense of solidarity and lowered the
barrier to approaching someone for help.

As Gemma explained what this meant, she told
about regularly commuting with someone from the
educational department (not her own). This had
led at first to discussing work-related issues but later
also to sharing personal information.

‘I find it so nice that we also talk what one could
call personal matters. Indeed. You get to know
someone on a different level. [. . .] It makes
everything so much more accessible. [. . .] What
that means? Well, a bit of accessibility, you know,
becoming, simply, human to each other. I find
that very important, [. . .] You know, when it rains
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that [he] says “leave your bike, I’ll drop you off
at home”.’

Furthermore, this theme is not only about related-
ness to others but also the acknowledgement of the
educational role, a feeling their work in education
matters. In addition to the example about feeling
respected, under ‘Effect and adequacy’, Gemma sta-
ted this meaning matter-of-factly, when asked about
being able to drop in on short notice and being lis-
tened to, as: ‘You feel taken seriously. Period. [. . .]
You matter and that you are able to, simply, con-
tribute to what happens here.’

Whereas all other participants chose to elaborate on
a positive experience with social support, Bob spoke
about lack of support. By contrast with the positive
experiences, the word that characterised his elabora-
tion was ‘alone’. He often felt ‘alone’ in education
and in solving issues related to his educational task.

DISCUSSION

This study sought to answer two research questions.
What are the essential elements of experiences of
social support reported by medical educators? What
do these experiences mean to medical educators?
There are three essential elements of support: (i)
the source of support and intent of the provider,
(ii) the materialisation of support and (iii) the man-
ifestation of support. Sources are reported from
across roles and tasks. Being a medical educator is
thus not a lonely business per se, as some partici-
pants, such as Mary and Bob, did experience at
times. Receiving support, in answer to the second
question, could lead to feeling reassured and confi-
dent, encouraged and determined and to a sense of
relatedness and acknowledgement of working in
medical education.

In our introduction we described that medical edu-
cators are at risk of not feeling part of any commu-
nity – the clinical, research or educational
community.17 Yet, our results suggest medical edu-
cators may still find support in education from
members of all these communities. There are two
explanations for this finding, relating to the impor-
tance of specific relationships and to the theory of
communities of practice.

One specific and important relationship, unrelated
to any community, is that with the heads of depart-
ments. Their importance probably arises from their
departmental responsibility for patient care,

research and education; therefore they often pro-
vide support for all roles. That additional sources of
support were equally sought and found beyond the
boundaries of the educational task resonates with
previous research showing antecedents of work
engagement may overlap between roles.26 This over-
lap appears positive for receiving social support.

Communities of Practice have surfaced in faculty
development literature as something to pursue.27–30

Although it was not our intention to evaluate the pro-
gramme from which we drew our sample, as a context
it may help explain our findings related to communi-
ties. A community (of practice) requires a common
goal and is often bound by informal relationships.31

As we described, our participants came from different
departments, each bringing their own interest, and
thus may not share the necessary meaningful activi-
ties.32 ‘Medical education’ as a broad topic appar-
ently is an insufficient common goal to form a
community around. Our results suggest the opposite.
By seeking or finding support from specific individu-
als for their particular work in education, as opposed
to their general work in education, medical educators
each form the centre of their own (small) community
of practice and draw from their network across roles
and tasks. Social support is then not a result of a com-
munity, but the start.

We add to the literature on well-being in several
ways. Seeking support is a strategy within job craft-
ing, the act of making changes in the work envi-
ronment and part of the work engagement
literature.33 Our results suggest that educators may
seek support beyond the boundaries of their roles,
which has not previously been described. Perhaps
unsurprisingly, the qualitative descriptions of our
participants align with the previously quantified
positive effect on perceived well-being and the pos-
sible negative effect of absence of support.6 The
finding that imposed support may lead to negative
effects on self-esteem and perceived autonomy is
reiterated.9,15 However, we also show that imposed
support may be especially helpful for new tasks.
Our last addition is to the mechanism through
which social support functions as a job resource,
until now described in terms of its effect on feel-
ing related,6 based on the self-determination the-
ory.34 The self-determination theory (SDT)
additionally describes the feelings of competence
and autonomy as the basic psychological needs that
drive motivation. Our finding that social support
may also lead to feeling reassured and confident
and to feeling encouraged and determined may be
explained by the competence component of the
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SDT: restoration or strengthening of the feeling of
competence makes an act supportive.

Strengths, limitations, reflexivity and transferability

This study builds upon previous applications of the
Pictor technique in research on collaborative work-
ing and social connections in health care23,24 by
focusing on educational work in health care specifi-
cally. It invited the participants to elaborate on the
full breadth of support rather than what comes to
mind first. This helped gain insight into a wide vari-
ety of supportive experiences and was found to be
beneficial to answering both research questions.
Additionally, our participants noted it was a fun
exercise to conduct. Although this study provides a
general overview of social support for education, we
feel our results provide suggestions for practice for
both individual educators and leaders and policy-
makers in other fields as well.

The author who conducted the interviews (JvdB)
was well embedded in the local situation, allowing
for quick understanding of the context by the par-
ticipants. This is both a strong point and a pitfall.
We attempted to avoid jumping to conclusions by
checking any interpretations regularly with partici-
pants during the interview. Although we had no
assumptions on the satisfaction of participants with
the level of support received, field notes made by
JvdB indicate a positive atmosphere during most
interviews.

This study made us reflect on to what extent we stud-
ied leadership or social interactions in general, rather
than social support. Our participants clearly spoke of
support and supportive acts rather than ‘interaction’.
They distinguished between administrative decisions
and support and were able to explain when such
occurrences felt supportive. We feel it could be con-
sidered a limitation that we did not more strongly
pursue the distinction between leadership and sup-
port. Our results suggest there is an overlap, but
studying leadership was not part of our aim.

The main author (JvdB) of this study was trained as
an MD and before commencing his PhD had only
learned the positivist perspective on research. Dur-
ing his PhD he familiarised himself with the differ-
ent paradigms, epistemologies and qualitative
research methods. He believes one can choose a
paradigm and apply an epistemology, but it takes
effort to conduct research from such a chosen
stance. For this particular study we presumed there
is no single observable truth when it comes to

human interaction, but setting aside preconceptions
is not easily done. An important preconception that
did not arise from the literature was that people are
naturally inclined towards helpful behaviour and
this was indeed challenged by some participants’
expressions. The research team consisted of
researchers from various backgrounds, including
medicine and educational sciences. However, all
have long worked and published within the (medi-
cal) educational field and were familiar with this
type of research.

The struggle between acknowledging what one’s
preconceptions are and, by contrast, trying to set
them aside, is prominent in our research. As we
tried to attach meaning to the participants’ state-
ments in an open way, we subsequently felt uncom-
fortable with the a priori themes we had defined for
clustering the statements and meanings. When we
let go of these a priori themes and moved the
attached meanings to prominence, the analysis felt
more natural and closer to the data at hand.

Lastly, we feel our findings are transferable to other
contexts but culture should be taken into account.
The difficulty of dividing time between patient care,
education and research appears universal. However,
the Netherlands has been described as an individu-
alistic society.35 Our participants appeared to have
many sources of support and to receive support ade-
quately, but in less individualistic cultures the provi-
sion of support may be even more common.

Implications for practice and future research

Superiors, directors and deans should actively use
their powerful positions in providing support. Seem-
ingly little things, such as paying attention and show-
ing enthusiasm, are important in feeling supported.
More than words, promises of taking action need to
be kept where possible. It does seem necessary that
the support provider and receiver share some com-
mon ground, whether it is through their clinical or
research work, their educational task or just shared
interests. This common ground must be more specific
than medical education at large and may thus involve
smaller topics such as undergraduate or postgraduate
training, assessment or professionalism. This addition-
ally raises the question of whether, within one medical
or research department, an educational community
can arise if the educators there do not share common
goals within education.

For individual educators, it is important to take the
matter into one’s own hands. Actively shaping one’s
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work has been associated with increased well-being
and performance and seeking support may be a first
step.36,37

The concept of mentorship might be explored both
by institutions, by setting up mentorship pro-
grammes, and individuals, by seeking a mentor
themselves. Mentorship has been found to increase
personal and professional growth38 and could pro-
vide a reliable and continuous source of support,
especially when the mentor shares an interest in
education with the mentee.

We suggest that future research should focus on two
topics regarding providing support. First, investigat-
ing the optimal circumstances for others to provide
support. Second, our participants very rarely
described occurrences of giving support or reciproc-
ity in support, but providing support is known to be
beneficial to well-being.39 Future research could
thus provide a more detailed description of what it
means to provide support.

Our study indicates that social support is an individ-
ual matter. However, there appeared to be com-
monality in the importance of some sources. To
find out whether this finding is generalisable and to
identify truly crucial providers of support, a quanti-
tative approach may be necessary.

Although recent studies have shown that seeking
social resources benefits performance in health care,37

it remains to be studied whether seeking social sup-
port directly increases performance in education.

CONCLUSIONS

In considering or facilitating social support, the
source, manifestation and materialisation of support
should be kept in mind to understand the effect of
instances of social support. For overall perceptions
of support, it appears more important that medical
educators find supportive individuals rather than an
institute-wide educational community. Support for
education is both offered and sought beyond the
boundaries of the educational role. Meaningful sup-
port may lead to feeling reassured, encouraged and
connected.
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