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Abstract

Background A train-the-trainer approach can effectively support the integration of new practice standards for
health and social services professionals. This study describes the effects of an enhanced train-the-trainer program
to support registered nurses and social workers working in primary care clinics in their understanding of the
fundamental principles of primary care.

Methods We implemented an enhanced train-the-trainer program for registered nurses and social workers in six
primary care clinics. We conducted a pre-post study using quantitative and qualitative data to assess trainers'and
trainees’intention, commitment, and confidence in applying acquired knowledge.

Results We trained 11 trainers and 33 trainees. All the trainers and trainees were satisfied with the program. Trainers
were less confident in their abilities as trainers following the training, especially regarding tailored coaching (p=0.03).
Trainees’commitment to becoming familiar with the functioning of their clinic (p=0.05) and becoming part of the
team increased significantly (p=0.01); however, their intention to use their knowledge decreased (p=0.02). Trainers
and trainees identified organizational and professional barriers that may explain the observed decrease.

Conclusion An enhanced train-the-trainer program positively impacted registered nurses'and social workers'
assimilation of the fundamental principles of primary care. Further research is needed to understand the long-term
effects of train-the-trainer programs on primary care trainees and how these effects translate into patient care.
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Background

It is widely recognized that primary healthcare is the
foundation of the healthcare system [1] and that its per-
formance should be closely monitored. In Canada, most
primary care clinics (PCCs) are based on the Patient
Medical Home model and must offer comprehensive,
interdisciplinary care [2]. PCCs are medical clinics group-
ing physicians collaborating with other healthcare profes-
sionals to improve access and quality of care [1]. Despite
this interdisciplinary structure and the apparent direc-
tion of comprehensive care promoted by this new struc-
ture, the Canada Foundation for Innovation reported
that, in Canada, access to care, integration and coordi-
nation of services, interprofessional collaboration and
patient engagement [1] are not meeting targets. Failure
to implement comprehensive and interdisciplinary care
in primary care results from various barriers, including a
lack of understanding of professionals’ roles, which limits
the scope of practice, suboptimal work in interdisciplin-
ary teams, and low application of best practices related
to patient engagement. Furthermore, many professionals
working in primary care clinics need to be trained in an
interdisciplinary and patient-centred approach includ-
ing close collaboration with family physicians. Registered
nurses and social workers are professionals who lack
training in a PCC context, which needs to be improved
and included in their initial training [3-6].

Several Canadian provinces, professional associations,
and primary care networks have tried to support integrat-
ing comprehensive and interprofessional care in PCCs.
For example, guidelines and recommendations were
published and distributed to primary care professionals
[7-9]. In 2019, the Quebec Ministry of Health and Social
Services collaborated with various experts to develop
guidelines [10, 11], one for registered nurses and one for
social workers working with family physicians in PCCs.
Those guidelines outlined the fundamental principles of
comprehensive care in primary care: interdisciplinary
collaboration, patient engagement, and the importance of
practising a full scope to provide high-quality care. Those
guidelines are for nursing and social services profession-
als new to primary care or wanting to improve their prac-
tice in line with primary care principles.

Guidelines are an effective knowledge transfer tool
for disseminating information to various professionals.
Guidelines ensure a common understanding of the vision
and approach that needs to be operationalized in clini-
cal practice. However, various implementation strategies,
including training, are required to optimize guidelines’
reach and use. These strategies should also consider the
specific contexts of PCCs, which are often geographically
delocalized entities, including rural and remote ones,
with an interprofessional dynamic based on patient needs
[12-18]. The spread of clinical sites requires a teaching
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approach that can serve several professionals simultane-
ously [18]. Furthermore, including patient partners in
training courses, mainly when intended for improving
patient care practices, is also essential [19].

Among the educational interventions that enable sev-
eral professionals to be trained on the same topic, includ-
ing guidelines content, train-the-trainer (T'TT) programs
have shown effectiveness [20—23]. Pearce and collabora-
tors (2012) [24] showed that TTT programs that com-
bine different andragogical strategies promote knowledge
acquisition and clinicians learning. However, how this
approach must be used to support the appropriation of
knowledge by registered nurses and social workers work-
ing in PCCs is still being determined [25]. It also needs
to be clarified how sustained and high-intensity coach-
ing during training affects knowledge acquisition. Addi-
tionally, patient engagement is a fundamental aspect of
comprehensive care [26], but it needs to be adequately
covered in the continuing education of primary care pro-
fessionals [27, 28].

Current literature fails to document the development,
implementation, and effects of enhanced training for
PCC professionals, which integrates patients as train-
ers training alongside clinical trainers and is not lim-
ited to a testimonial role. Therefore, evaluating a TTT
program that incorporates patient engagement is cru-
cial [12, 16, 20, 21, 29]. This article evaluates the effect
of an enhanced TTT program promoting primary care’s
founding principles on the knowledge, intention, com-
mitment, and confidence of registered nurses and social
workers working in PCCs.

Methods

We implemented an enhanced TTT program for regis-
tered nurses and social workers in six PCCs located in
three various regions. Two PCCs were in an urban area,
two in a suburban area, and two in a remote area. We
conducted a pre-post study [30] to assess trainers’ and
trainees’ intention, commitment and confidence in apply-
ing acquired knowledge. We used a qualitative approach
to describe how the enhanced train-the-trainer program
impacted trainees’ disciplinary, interprofessional, and
patient engagement. The study’s design and protocol
were co-created with stakeholders based on an integrated
knowledge approach and are published elsewhere [31].

Sample

Trainers and trainees

Through each area’s governance representatives, we
recruited at least one social worker and one registered
nurse with a clinical coaching position. Three social
workers and four registered nurses were recruited,
hereafter referred to as clinical trainers. To avoid a
power imbalance between clinical and patient trainers,
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we recruited two patient trainers for each area (1=6)
through healthcare organizations’ patient partnership
offices or patient associations. Through each PCC’s
governance representatives, we recruited 25 registered
nurses and eight social workers to be trained by the clini-
cal trainers, hereafter referred to as trainees.

Enhanced train-the-trainer intervention

To optimize the success of our intervention, we used the
Knowledge-to-Action framework [32], which recom-
mends involving relevant stakeholders in the creation
process, adapting to the local context, and implement-
ing a tailored intervention. A training development com-
mittee consisting of four principal investigators (two
researchers (YC, MEP) and two patient partners (GG,
MDP)) and three content experts (VTV, ED, LP) co-
created the enhanced TTT program through an iterative
process with stakeholders (patient partners, clinicians,
decision-makers). The committee developed training
content to support the development of knowledge of the
four founding principles of primary care found in the
guidelines: Role of PCCs in primary care trajectories,
interdisciplinary collaboration, patient engagement, and
the importance of occupying the full scope of practice to
provide high-quality care. They also developed additional
training content about andragogy and tailored coach-
ing to support clinical and patient trainers in training
trainees.

The development committee provided the trainers
with two days (14 h) of in-person training that covered
the role of PCCs in primary care trajectories, registered
nurses’ scope of practice, social workers’ scope of prac-
tice, interprofessional collaboration in PCC, and patient

Table 1 Enhanced TTT intervention program overview
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engagement. Each trainer received a toolkit contain-
ing educational activities and a copy of both registered
nurses’ and social workers’ guidelines as a reference
during training. The development committee used sev-
eral andragogical strategies during training: lectures,
discussions, interactive quizzes using Poll Everywere
software, reflexive exercise, association games, clinical
cases, unguided/guided group discussions, myth buster
game, testimonials, hands-on session videos of clinical
vignettes, and role playing. Table 1 overviews the inter-
disciplinary and patient-oriented enhanced TTT pro-
gram and post-training coaching [22].

The development committee organized monthly and
on-demand professional co-development sessions to sup-
port trainers in developing and mastering their roles.
For example, clinical trainers received additional cus-
tomized training related to partnering with patients to
better understand patients’ roles and the value of their
experiential knowledge. The patient partners who co-lead
this study provided one-on-one support to some patient
trainers who had faced challenges fulfilling their roles.
The development committee also met with trainers from
each area one-on-one to support them with their prepa-
ration to train trainees. Finally, trainers continuously
communicated with each other and research team mem-
bers via an online community, email, or telephone.

After being trained by the development committee,
the trainers from each area trained the recruited trainees
for 4 to 6 h, according to the needs and characteristics of
each PCC. To do so, the trainers from each area mapped
out characteristics, services, and staff for each partici-
pating PCC. They also identified specific training needs
through discussions with managers and clinicians. The

Module Overview?

Introduction Module

Welcome and introduction of participants and trainers. Presentation of the context that led to the de-

ployment of the clinical practice guidelines in Quebec. Objectives of the guides and contextualization
of the training of trainers in a perspective of interprofessional collaboration and patient engagement.

Module 1: Andragogy and clinical coaching
in the context of PCCs

Module 2.1: Primary care and role of PCCs in
care service trajectories

Module 2.2: Scope of practice of the family
practice nurse and social worker in PCCs

gogical strategies.

Module 2.3: Interprofessional collaboration
in PCCs

Module 2.4: The patient engagement
riential knowledge.

Module 3: Hands-on application

Development of skills and confidence to train and coach clinicians. Presentation of different andra-

Acquisition of knowledge about front-line services and PCCs to better support clinicians in the
change in practice proposed by the guidelines.

Improved knowledge of the field of practice of clinical nurses and social workers to better support
clinicians in the development of expected professional practices.

Acquisition of strategies to accompany professionals in the development of collaborative practices.
Explanation of benefits and added value.

Presentation of the approach in partnership with patients and relatives and valorizing patients’ expe-

Presentation of the multi-level approach, easy manipulation of the proposed teaching material, and

practical application of teaching strategies.

Conclusion Module

the training.
Ad hoc co-development meetings and
coaching

A reminder of the essential elements, roundtable discussion to gather impressions and comments on

Individual or team meetings aiming to consolidate learnings or to address emerging themes of need
that have yet to be explored in the training.

@For more details on the training program'’s content, please contact the corresponding author
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trainers could tailor training duration, emphasize certain
parts, and select appropriate andragogic strategies. How-
ever, they were not allowed to modify training content.
Following training, the teams of trainers conducted tai-
lored clinical coaching activities over a 6-month period
to support the trainees in assimilating the clinical prac-
tice guidelines and implementing expected practices.

Training evaluation

We used the New World Kirkpatrick Model (Fig. 1) to
evaluate the training program [33]. This model, com-
posed of four levels of training measures (Reaction,
Learning, Behavior and Results), is widely used to assess
training programs and to maximize the transfer of learn-
ings into behaviours and subsequent organizational or
patient-oriented results [23, 34, 35]. For this study, we
evaluated items related to level 1-Reaction, which refers
to the degree to which participants find the training
favorable, engaging, and relevant to their job, and level
2-Learning, which refers to the degree to which partici-
pants acquire the intended skills, confidence and com-
mitment [33]. We also measured intention because it is
a strong predictor of behaviour [36, 37]. Intention corre-
sponds to the degree to which a person has formulated
conscious plans to perform or not perform a specific
future behaviour [38]. Four methods of data collection
were used to inform the evaluation.

First, we collected quantitative pre and post-training
data with Survey Monkey (California, United States of
America) self-administrated questionnaires composed
of modified items from Kirkpatrick [39, 40] (available
in Additional file 1). Trainers answered multiple choice
questions describing their satisfaction regarding the
enhanced training with 16 items formatted as a 5-point

TRAINERS

Confidence: 25 items with 5-points Likert scale
Confidence and commitment level : 10 items
Commitment to apply knowledge: 10 points scale item
Intention to apply knowledge: 10 points scale item
Open-ended questions and logbooks

Focus groups

X X X XI[ ]I
EPPIEEIEE TRAINEES

16 items with 5-points Likert scale
Open-ended questions

Logbooks
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Likert scale (Level 1Reaction). They also expressed their
confidence level (Level 2-Learning) for 25 items related
to implementing the enhanced TTT program or the
research project, training and coaching of trainees,
and communication with stakeholders by completing
a 5-point Likert scale. Trainees assessed their satisfac-
tion with the training with a 16-item 5-point Likert scale
(Level 1-Reaction), their confidence and commitment
level (Level 2-Learning) for ten items related to their
scope of practice, interprofessional collaboration, and
patient engagement. Trainers’ and trainees’ intention to
apply knowledge was assessed with a 10-point scale item
[33, 41, 42].

Second, we collected qualitative data. Each trainer and
trainee answered post-training open-ended questions to
identify training strengths, opportunities for improve-
ment, and elements that could impede the application of
training knowledge. They also completed a sociodemo-
graphic questionnaire.

Third, we conducted post-training focus groups with
trainees to gain an in-depth understanding of Level
2-Learning and how the enhanced TTT program has
affected their intention, confidence, and commitment to
integrate the content of the clinical practice guidelines in
their practice, especially interprofessional collaboration
and patient engagement.

Lastly, we documented the development of the
enhanced TTT program and its effects by collecting
qualitative data through logbooks. Trainers and develop-
ment committee members noted their observations and
thoughts during the project (e.g., the impact of the train-
ing and elements that enable or restrain assimilation of
the trainer’s role).

LEVEL 4

LEVEL 3

LEVEL 2: LEARNING
The degree to which participants
acquire the intended skills,
confidence and commitment based
on their participation in
the training.

LEVEL 1: REACTION
How participants find the
training favorable, engaging
and relevant to their job.

Fig. 1 Four levels of Kirkpatrick’s training evaluation model and data collection tools according to participant type
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Data analysis

First, we used descriptive statistics to present socio-
demographic data. To describe the effects of the edu-
cational intervention, continuous dependent variables
were analyzed using linear Mixed Models with SAS’s
PROC MIXED, a generalization of a paired data model
or more like a repeated measures ANOVA. Quantitative
data analyses were conducted with SAS version 9.4. Items
were considered as significant if<0.05.

Second, we used the NVivo software to manage quali-
tative data (logbooks, verbatim transcriptions from
interviews). Three concurrent streams of qualitative anal-
ysis were used: condensation (e.g., transformation of raw
data), presentation (e.g., narrative text) and verification
of conclusions (e.g., going back to field notes) [43]. Both
principal investigators, patient co-leads and two research
agents carried out data analysis by exploring themes
related to (1) Level 2 skills, confidence and commitment
to use clinical practice guidelines, interprofessional col-
laboration and patient engagement and elements that
enable or restrain it and (2) the perceived impacts of the
education intervention on trainers and trainees. Finally,
a sixth team member validated the emerging themes and
final propositions.

Table 2 Characteristics of participating trainers and trainees

Participant Number of participants
characteristics n (%)
Clinical trainers  Patient Train-
n=7 trainers ees
n=6 n=33
Gender
Male 1(14) 3(50) 0(0)
Female 6 (86) 3 (50) 33(100)
Age
20-39 3(43) (0)
40-59 4(57) (50)
60-79 0(0) 3 (50)
Highest academic level
College 0(0) 1(17) 13)
Undergraduate 7 (100) (50) 30 91)
Graduate 0(0) (33) 2(6)
Background
Nursing 4 (57) NA
Social work 3(43) NA
Language
French 7 (100) 6 (100) 31 (94)
English 0(0) 0(0) 103)
Other 0(0) (0) 103)
Country of birth
Canada 7 (100) 7 (100) 31 (94)

Other 0(0) 0(0) 2(6)
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Mixed data integration

The principal investigators (researchers and patient part-
ners) presented the qualitative and quantitative data to
the co-investigators of this study. We used qualitative
data to interpret quantitative data. We also identified dis-
crepancies or convergences between the data sources to
understand the impacts of the enhanced TTT program
on trainers and trainees.

Results

Of the 13 trainers recruited, 11 were trained in October
2019 by the development committee. Two trainers did
not receive the enhanced training and were removed
from the study; one was given only three hours of train-
ing, while the other could not attend due to a health con-
dition. Four men and nine women aged 51+13 years were
trained, including four registered nurses, three social
workers, and six patient trainers. Trainers trained a total
of 33 trainees between November 2019 and January 2020.
Twenty-five registered nurses and eight social workers
were trained. Table 2 shows the sociodemographic char-
acteristics of the 11 trainers.

Level 1 - reaction

Trainers

Table 3 presents the 16 items used to assess Level 1-Reac-
tion (did the participant enjoy the training). Trainers
were highly satisfied with the training (4.27/5+0.79
(mean score)). They positively noted every item related
to development committee skills (range of 4.27 to 4.64/5);
the highest-rated item was their level of knowledge
(4.64/5%0.50). The qualitative data validated this as train-
ers identified dynamic delivery and ability to communi-
cate as a strength of the training program as expressed
by some:

The trainers are dynamic and friendly. While mas-
tering their subject very well, they remain humble
and listen to group participants (Patient trainer 2).
[referring to what he liked] Diversity in the deliv-
ery formats and ways of dealing with the [training]
content. The dynamism of the trainers. Exchanges
between the participants. Equipment planning
(including accommodation and others) (Social
worker 2).

The lowest rated item was « I feel able to apply what I
have learned » (3.91/5%0.51), and trainers did identify
some potential improvements. For example, many felt
that the training was too short:

[We would have needed] more time for group discus-
sions... (Patient trainer 1).
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Table 3 Trainers'and trainees'reactions to training content assessed immediately after the training
Level of satisfaction Mean+SD
Trainers Trainees
Difficulty level® 3.00+0.89 4.17+0.83
Duration of‘[ramingb 391+1.70 6.45+1.53
How would you rate the trainers in terms of the following
Their ability to keep the training interesting and dynamic® 445+0.52 3.66+0.72
Their ability to communicate® 445+0.52 390+0.77
The use of pedagogical material® 427+0.79 359+0.78
Their level of preparation® 4.55+0.52 3624073
Their ability to maintain an adequate level of interactivity® 4.55+0.52 390+0.77
Their level of knowledge® 4.64+0.50 3.72+0.70
How much do you agree with the following
This training will help me to be a better trainer® 4451052 NA
This training was a success? 4.55+052 3.55+091
I clearly understood the objectives presented at the beginning of the training course® 4.73+£0.65 424+0.87
The materials provided during the training were appropriate and useful® 4.82+040 4.14+0.88
Audiovisual tools were adequate and useful® 4.64+0.50 3.93+0.75
Several andragogical approaches were used to satisfy all learning stylesd 4.64+0.67 4.24+0.69
| feel able to apply what | have learned? 3914051 393+1.03
The training met my expectations® 4.27+0.79 3.14+0.95

Evaluated on a 5-point Likert scale from very difficult (1) to very easy (5)

PEvaluated on a 0 to 10 scale from short (1) to long (10) and where (5) is adequate

“Evaluated on a 5-point Likert scale from very low (1) to excellent (5)

dEvaluated on a 5-point Likert scale from strongly disagree (1) to strongly agree (5)

The section on interprofessional collaboration is too
heavy for the time available; the content could have
been more focused and presented dynamically and
interactively to provide stronger anchors. (Social
worker 1)

Trainees

The trainees were satisfied with both the training
(3.14/5+0.95 (mean rating)) and the competencies of
the trainers (range of 3.66 to 3.9/5). Trainees appreci-
ated the ability of trainers to keep the training inter-
active (3.90£0.77) and to communicate (mean rating
3.9010.77). Trainees also enjoyed the multiple andragog-
ical approaches used.

[One of the strong points was] the diversity of teach-
ing methods making the training more dynamic
(Nurse 18).

Several trainees appreciated the richness of the discus-
sions and the sharing with other trainees and trainers.
Regarding the module on primary care and the roles of
PCCs in the care service trajectories, one trainee also
appreciated learning about the realities of other profes-
sionals from different backgrounds and regions.

It was interesting to get together and learn about
what is being done elsewhere in Quebec (Nurse 5).

The qualitative data indicated that trainees felt the train-
ing did not focus enough on the clinical practice guide-
lines and how to use them to support their practice
development. Some participants reported that these
guidelines introduced new concepts, and they would
have benefited if trainers had referred to the guide more
often.

There was much time [during the training] to intro-
duce what a PCC is, much time for the nurses,
and there wasn’t enough time at the end to discuss
the points I had read in the [practice] guidelines. I
would have liked more hands-on time on the action
plan than on things we're already doing that are not
new concepts to us. (Nurse 10)

Finally, some trainees reported that the enhanced TTT
program met a need for interprofessional team support
to resolve specific issues already known in the PCCs, as
explained by one of them:

We have key resources to help us address issues we've
been trying to work on for years. The fact that it gives
us a common language. (Nurse 14)
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Level 2 - learning (intention, confidence, and commitment)
Trainers
We used 26 items to assess Level 2-Learning (did trainers
acquire the intended intention, confidence, and commit-
ment) of the New World Kirkpatrick Model.

Overall, analyses revealed that trainers were less con-
fident in their abilities as trainers for almost every item
related to implementing the enhanced TTT program or
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allowed us to identify elements that explain this result.
Organizational challenges concerning the application of
the training content persist despite the training and the
various appropriation activities, as expressed by some
trainers:

Lack of openness and reluctance to change opera-
tions to adhere to best practices (Trainer-Social

the research project itself, training and coaching of train- worker 1),

ees, and communication with stakeholders (Table 4).
Indeed, only one significant difference between pre- and
post-training was observed, and it was related to their
ability to tailor coaching (p=0.03). The qualitative data

Table 4 Trainers'intention, confidence, and commitment pre-post training

[in terms of his ability to train] It all depends on the
physicians’ requests [their willingness to collaborate
on the project] (Trainer-Nurse 4).

Items assessed Pre- Mean Post-Mean p-
+SD +SD val-
ue
Intent to apply the knowledge learned in the training course® 964+050  9.18+060 020
Currently, what is your level of confidence in your abilities as a trainer to:
Make optimal use of the time allotted for learning about the guidelines® 291+083  245+069 030
Maintain a high level of engagement of healthcare professionals in the application of the practices contained in  2.82+0.60 2.73+0.65 1.00
the guidelines®
Maintain a climate of respect and openness with healthcare professionals 3.55+0.52 345+0.52 0.68
Communicate the objectives of the research project® 3.27+0.90 3.27+0.79 0.57
Clearly communicate expectations to healthcare professionals at the outset of training® 318+098  3.09+0.70 060
Use different andragogic strategies adapted to meet different learning styles® 2.73+0.75 2914094 054
Use the training materials provided® 3.00+0.77 3.00+0.77 0.22
Convey knowledge related to the use of the guidelines® 300+089  264+067 021
Clarify the misunderstandings and difficulties health professionals have in understanding the practices de- 291+£070  264+050  0.09
scribed in the guidelines?
Provide constructive feedback to healthcare professionals regarding the application of the practices included in  2.64+0.67  2.64+0.67 1.00
the guidelines®
Provide advice to healthcare professionals to facilitate the implementation of the practices in the guidelines® 255+052  236+067 019
Actively involve healthcare professionals in the analysis and resolution of problems related to the application of  2.55+0.69  2.64+0.50 1.00
the guidelines®
Adjust the intensity of support offered according to the needs of each healthcare professional in implementing 291+083  256+069 003
the content of the guidelines®
Enhance the skills of healthcare professionals to apply the content of guidelines® 2.55+0.69 264+067 0.52
Motivate healthcare professionals to integrate the new practices in the guidelines and maintain a positive 300+063  291+0.70 1.00
influence®
Carry out adapted clinical support sessions to accompany healthcare professionals in complex situations® 2644092 2.36+0.50 0.33
Meet with managers, physicians and decision-makers to disseminate information related to the project” 282+0.75 255+069 008
Support managers, physicians and decision-makers in carrying out the research project® 291+£054  273+£079 035
Understand the dynamics of PCCs, the professionals practicing in them, and the organizational structure, and 273+079  2.55+0.59 1.00
adapt training according to needs®
Currently, what is your level of confidence in training healthcare professionals related to the following
themes?
The functioning of primary care, family medicine groups, and PCCs and their position in the trajectories of care  2.36+0.81 2731065 067
and services?
The scope of practice of clinical nurse practitioners in PCC® 236+1.12 264+103 072
The scope of practice of social workers in PCC° 2.00+0.77 2.55+0.82 0.62
Interprofessional collaboration in PCCP 291+083  3.00+0.77 1.00
The care experience of people attending PCC® 264+092  300+063 062
The training sequence and the multi-level approach® 2.00£0.77 2.55+£0.69 0.28

?Evaluated on a 0 to 10 scale from low intention (1) to strong intention (10)

PEvaluated on a 4-point Likert scale from low (1) to very high (4)
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I am concerned that I will not have enough time [to
Sfulfill my role as a trainer within my current tasks]
(Trainer-Nurse 2).

As reported in Table 4, an increase for every item related
to trainers’ level of confidence to train nurses and social
workers in PCCs was observed post-training.

Trainees

Table 5 shows the pre-post evaluation of trainees’ con-
fidence and demonstrated a general increasing trend
for each item measured except regarding management
modalities of PCCs, which decreased (p=0.03). The most
significant trends were observed for the following items:
integrating into the team (p=0.08), exercising collab-
orative leadership (p=0.06), and actively participating in
analysis and problem-solving regarding the application
of the guidelines (»p=0.09). Qualitative data highlighted
some elements that hindered the improvement of their
confidence. Four trainees justified their decreased level of
confidence by the misunderstanding of their role, while
others raised that suboptimal collaboration with gover-
nance hinders their confidence:
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We need support [from managers] to bring changes
in the vision of medical delegation about the fields of
practice of nurses (Nurse 4).

Some collaborative relationships will need to be
improved to implement the strategies [promoted
through training] (Social Worker 2).

Every item evaluated in regard to trainees’ commitment
to applying knowledge increased (Table 5). Trainees
demonstrated a significant increase in their commit-
ment to familiarizing themselves with the processes in
their PCCs (p=0.05) and integrating themselves into the
team (p=0.01). Trends also showed that they were more
committed to taking on their role in the PCCs (p=0.07)
and actively participating in analyzing and resolving
problems related to applying the new clinical practice
guidelines (p=0.08). Trainees identified some barriers to
committing to applying knowledge, such as prioritization
of clinical activities:

[My commitment] depends on my workload and the
support [of my manager] to do it. (Nurse 4)

Table 5 Trainees'intention to apply knowledge and level of confidence to abilities assessed before and after the training

Item assessed Pre- Mean Post-Mean p-
+SD +SD val-
ue
Intent to apply the knowledge learned in the training course® 876+132 786+162 002
Currently, what is your level of confidence in your abilities to apply the following content:
Become familiar with the operations of my PCC® 328+065  352+057 014
Understand the management process® 283+085 328+065 003
Clarify the modalities of clinical support and supervision® 3.00+0.71 307+080 073
To appropriate my role in PCC® 348+051  366+048  0.19
Updating the clinical approach® 328+059 3524057 012
Integrating into the team® 3.52+051 3.76+0.51 0.08
Provide collaborative leadership® 3244069  359+068  0.06
To actively participate in the analysis and resolution of problems related to the application of the new 317+080 352+074  0.09
guidelines®
Attend appropriate clinical support sessions to be better accompanied in complex situations® 3214068 3341081 049
To understand the dynamics of the PCC, the professionals practicing there and the organizational structure® 3174085 348+0.78 0.15
Currently, to what extent am | willing to commit to the following training content:
Become familiar with the operations of my PCC® 3314066  365+067  0.05
Understand the management process® 3244069 3384073 046
Clarify the modalities of clinical support and supervision® 3244070 3524074 015
To appropriate my role in pCCP 3414063 3.72+0.65 0.07
Updating the clinical approach® 341+£057 3661061 0.13
Integrating into the teamP 345+0.57 383+054 001
Provide collaborative leadership® 338+062 366+072 0.2
To actively participate in the analysis and resolution of problems related to the application of the guidelines? 328+065 359+068  0.08
Attend appropriate clinical support sessions to be better accompanied in complex situations® 328+0.70 3481069 026
To understand the dynamics of the PCC, the professionals practicing there and the organizational structure® 328+0.75 3554074 0.6

?Evaluated on a 0 to 10 scale from low intention (1) to strong intention (10)

PEvaluated on a 4-point Likert scale from low (1) to very high (4)
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Qualitative data were inconsistent regarding trainees’
commitment in interprofessional collaborative practices,
as evidenced by these excerpts:

To our surprise, the PCC nurses regularly meet
to discuss various topics, including more complex
patient cases. They spontaneously included the
social worker and perhaps will include the nutri-
tionist in their next meetings. This reaction demon-
Strates that they understand the principle of putting
the patient at the center and working in an inter-
disciplinary manner. So, for me, it’s mission accom-
plished! (Patient trainer 2)

The process of referring patients to nurses and social
workers is an issue. Physicians and nurse practitio-
ners do not know when or why to refer patients to
nurses and social workers (Patient trainers).

Despite their high commitment, trainees reported
decreased intention to apply the knowledge learned in
the enhanced TTT program (p=0.02) (Table 5). Two
trainees reported priorities other than enhancing their
professional practice, collaboration, and patient engage-
ment, which influenced their intention.

Discussion

This study, combining quantitative and qualitative
pre- and post-data, aimed to evaluate the effect of an
enhanced TTT program to increase the knowledge,
intention, commitment, and confidence of trainers and
trainees (registered nurses and social workers) working
in PCCs in applying primary care founding principles
in their practice. To our knowledge, this study is one of
the first to describe the effects of an enhanced TTT pro-
gram on registered nurses and social workers in primary
care. The data presented shows that the enhanced TTT
program is an effective way to improve knowledge but,
according to Kirkpatrick’s level of learning, has more
mixed effects on some items related to the intention and
confidence of clinical trainers. The inclusion of patients
as trainers, although essential, may be perceived at least
as a barrier to be anticipated. These results lead us to the
following observations.

First, the training seemed to improve future clinical
trainers’ knowledge of working in primary care with reg-
istered nurses and social workers in PCCs, which is con-
sistent with the literature [23, 44]. Indeed, items related
to the confidence level about the topics presented in the
training increased (even if not significantly). However,
the study described that evaluated items that decreased
are related to the operationalization of the training and
coaching or the research project itself.

We found that two elements could negatively influence
trainers’ confidence in their roles. The first element is
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the discomfort of meeting medical and clinical manag-
ers to explain their role and the enhanced TTT program.
This discomfort may be explained by the fact that this
was a task that the clinical trainers and patient trainers
had never done. The silo-based and medico-administra-
tive views of the clinical support structure in PCCs may
have influenced trainers’ perception of the importance
of meeting with decision-making actors. However, these
meetings are essential to promote adequate knowledge
transfer and effectively initiate change using an integrated
approach [32, 45, 46]. The innovators can anticipate this
reluctance by offering direct support for these meetings
and making them a specific training focus (how to deal
with medical decision-makers). It remains essential, how-
ever, that trainers [47] become these vectors of change
and promoters of innovation [44] and become visible to
the clinicians in the settings in which they intervene. This
presence legitimizes the role they play and facilitates the
management of change, especially in geographically-dis-
persed or large-scale organizations [18].

The second element that could have negatively
impacted the effectiveness of training is the inability of
trainers to adequately tailor the intervention to the needs
of the trainees and PCCs. Trainers must be aware of
the unique context of each PCC and refrain from offer-
ing generic training, which would remove the innovative
power of the intervention. Because we underestimated
the skills needed to accomplish this task, the training
offered did not adequately prepare trainers to adapt the
training to variable contexts across PCCs [5, 48-53] in an
effective and tailored way. This tailoring requires a high
level of competence and an excellent knowledge of the
clinical settings [35, 54], which may vary across trainers
[35]. This could also explain the discrepancy between
PCCs regarding trainee’s engagement. To address this
issue, any primary care TTT program must include lon-
gitudinal activities to foster the development of trainers’
knowledge and confidence in applying their knowledge.
These activities also prepare trainers to exercise leader-
ship with clinical and decision-making stakeholders to
improve learning outcomes [55]. We then could conclude
that the training for trainers was appreciated and was
appropriate for the content related to the four primary
care founding principles but might not be appropriate for
the one related to the implementation of the enhanced
TTT program or the research project itself.

Second, at the beginning of this project, the clinical
trainers proved that they needed to familiarize them-
selves with the role of patient trainers. Indeed, the active
involvement of patients as trainers, and not just as wit-
nesses of their life experiences, is infrequent and repre-
sents an innovation [56]. This ambitious collaborative
vision requires an openness and a deep understanding
of experiential knowledge [19], which characterizes a
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real integration of patient expertise as its knowledge. It
positions the patient not as a recipient of care nor as a
witness but as a full partner who contributes to improv-
ing the skills of professionals in clinical settings. Some
authors also point out that clinical and patient trainers
need support to integrate the patient trainers adequately
to assume their full role [57]. Data collected from the
clinical trainers, however, describe that their sense of
discomfort faded when they observed the added value of
the patient’s presence during their training and the train-
ing of trainees. However, despite the perceived added
value of the patient trainer’s role in training clinicians, we
found this alliance challenging to operationalize in PCCs.
Combining clinical trainers’ schedules with patients’
schedules is a challenge, as the pace of work and avail-
ability are different. Including a new trainer in a team
requires time to get to know and recognize each other
[58-60], a key principle of interprofessional collabora-
tion. Moreover, including a trainer from outside health-
care institutions may represent a culture shock for some
clinical trainers. Therefore, it seems essential to prepare
clinical trainers to collaborate with patient trainers and
provide them with strategies to overcome the potential
barriers.

Thirdly, for trainees, all items increased significantly
(except for one) or with a trend. Trainees’ training
appeared to be adequate despite being less appreciated.
Although trainees obtained acceptable scores at levels 1
and 2 of Kirkpatrick’s model, these results do not indi-
cate a long-term change in practice. Indeed, many studies
show favorable results following TTT programs without
observing sustainable changes in practice [22, 23]. This
is partly because changes are operationalized longitudi-
nally, and ongoing support that extends beyond the train-
ing is needed. As training alone is not enough, trainers
must be able to support trainees in making the training
content their own. This support is more important in
PCCs, where professionals feel professionally isolated
from their peers for various reasons [18, 44, 61].

Strengths and limitations

This study is one of the first to include an enhanced TTT
program provided by a team composed of clinicians and
patients to support integrating new practice standards
for health and social services professionals. Although
the COVID-19 period delayed data collection up to six
months after the intervention as planned, the presence of
both quantitative and qualitative data allows us to make
some suggestions. The triangulation of data sources and
points of view brings richness and clarifications that
explain the results.
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Conclusions

The enhanced TTT program in a PCC, including patient
trainers, is an innovative intervention centered on the
very perspective of the Patient’s Medical Home and com-
prehensive care [2] promoted by many healthcare organi-
zations. Our evaluation process supported our enhanced
TTT program’s success as the initial goal was to help clin-
ical trainees become more familiar with the four found-
ing principles of primary care. The process used to create
the enhanced TTT program, structure, and evaluation
method can be used in other contexts. The crucial aspect
is not the training content but how the TTT enables mul-
tiple professionals to receive training on different topics
[24]. However, further work is needed to understand the
long-term effects of enhanced TTT programs on primary
care trainees and how these effects concretely translate
into PCCs’ performance and patient care.
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