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I came in from the wilderness, a creature void of form.

Bob Dylan
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Chapter 1

General introduction
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Sketches of PIF

The developmental stages of Homo Medicalis

When | arrived in Leiden in 1996 as a first-year medical student, my image of what | would
become wasn’t much more concrete than a copper plate (polished by me every Saturday
morning) on the door of a stately mansion, somewhere in Friesland, with my name on it,
stating | was a general practitioner, in ornamental letters.

Ten years later | made my first home visit as a General Practice (GP) resident. | searched my
way through a village that | did not know and that did not know me. When | had found the
right address, | rang the bell and through the intercom | heard: “Who’s there?” | hesitated for
a moment what to say, but then, to my own surprise, | called out, "The doctor!” The door
buzzed open.

In the previous 10 years | had gone through all the prescribed developmental stages of Homo
Medicalis. From student, through intern and ward doctor, to general practitioner in training.
From the lecture theatre to the consulting room. From theory to practice. From watching
others to doing the job by myself. But it wasn't until | was asked, "Who's there?" that | realised
the journey | had taken.

Another 10 years later, | began a PhD in Professional Identity Formation (PIF). Through that
frame of mind, | now view that long journey as an intensive socialisation process, influenced
by all kinds of factors. Most prominent, of course, were the role models | encountered along
the way, the clinical experiences and stories of patients. These and other factors formed my

professional identity(1).

Professional Identity Formation and its precursors at a glance

Supporting the development of a professional identity is a primary objective of medical
education(2-6). Our identity - who we are - guides our behaviour. Our professional identity -
who we are as professionals - guides our behaviour as professionals and is the cornerstone of
professionalism(2, 7). PIF is a relatively new framework in which physicians’ professionalism
can be discussed. It is about the socialisation process through which residents
become professionals who think, act, and feel like a physician(5). The personal example
above, illustrates PIF as a dynamic process achieved through socialisation(3). Where we used

to discuss professionalism in terms of virtues (the good physician as a person of character) or
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behaviour (the good physician as a person who demonstrates competence), medical
education research now focuses on identity and its formation (the good physician as a person
who integrates into his or her identity a set of values corresponding with the physician
community with the result to think, act, and feel like a physician)(8). However, an emphasis
on professional behaviour will remain important, not least because unprofessional behaviour
can be seen as a signal indicating the derailment or stagnation of PIF. Therefore, in this thesis
PIF is unravelled in the context of GP residency using the findings from four studies, following
two lines of thought: 1. from unprofessional behaviour to PIF and 2. from GP practice to GP

training.

A sneak preview
Below, we present illustrative quotes from the 4 studies we have undertaken, which aim to

give the reader a preview into the empirical studies on which this thesis is based.

Complainant (male, 53) and his wife complain about the care provided at the out-of-hours
general practice (OOH GP) because of a missed diagnosis combined with not being taken

seriously by the GP (quote from Study 1) :

“What we want is this situation not to recur, not with another patient. Let it be a learning
experience. Fortunately, it ended well, but it could have gone differently. Had we followed that

GP's advice, the consequences might have been incalculable.”

Designated professionalism faculty member (male) answering the question: “What kind of

unprofessional behaviour is seen among GP residents?” (quote from Study 2):
“Being unteachable, that's a very strong synopsis ... so someone who is not teachable in any
way. Not giving insight, not communicating, not giving insight in things that have gone wrong,

especially mistakes that have been made.”

Resident (female, third-year) in a focus group conversation discussing the question: “How do

residents become good GPs?” (quote from Study 3):
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“I think that the bond you have with your supervisor is very important for your own
development. Because [a poor bond] can really hinder your own development and cause
insecurity. ... it’s very important in how you can learn. And whether you get the space to learn
and whether the supervisor suits you. And | think that also partly determines how you are

formed as a GP. So, how you develop.”

Clinical supervisor (female) in a focus group discussion discussing the question: “What is your

role in supporting residents toward becoming GPs?” (quote from Study 4):

“I especially like the fact that you can support a resident through personal growth to become
a GP. So, that's what | really like to see when you ‘deliver’ them. That you think: gosh, he really

has become a GP.”

We start our study into PIF in the context of GP residency by studying the public’s
expectations of GPs. We do this by means of a focus on GPs’ unprofessional behaviours as
vented in patient complaints. The reason for beginning our research from the viewpoint of
the patient is eloquently summarised by the American physician and abdominal surgeon John
Benjamin Murphy (1857-1916): “The patient is the centre of the medical universe around
which all our works revolve and towards which all our efforts tend.”(9, 10). Moreover,
research has shown that lapses in physicians’ professionalism may affect health outcomes,
therapeutic relationships and the public’s perception and trust in the medical profession(11-
18). Patient complaints provide unique and important insights into people’s expectations.
Unsolicited complaints do this par excellence as they contain spontaneously provided
information reflecting issues that are of high importance to patients, which would otherwise
remain uncaptured(14, 15, 19, 20). Most research on what is perceived as (un)professional
behaviour has hitherto been conducted in a hospital setting(11-16, 21). Therefore we chose
the GP context for this study, and more specifically the OOH GP context, as we expected
lapses in professionalism that may go unnoticed in regular GP care to emerge more clearly in
OOH GP, the context which asks the utmost of a GP(22-25). Quote 1 illustrates that the GP
care provided is sometimes suboptimal. Moreover, GPs sometimes display unprofessional

behaviour.
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Studying patient complaints and especially the burden physicians’ unprofessional behaviour
imposes on patients, raises the question how unprofessional behaviour and its remediation
are addressed in GP training. Moreover, research has revealed a clear association between
the unprofessional behaviour of physicians and unprofessional behaviour during
undergraduate and postgraduate training(26-30). However, the literature reveals that there
is a lack of appropriate language to describe unprofessional behaviour and its remediation(31,
32). This contributes to identifying of lapses in professionalism either too late, or not at all.
This is often termed as ‘failure to fail’. To overcome this problem, the Four I’'s model for
describing unprofessional behaviours was recently developed, consisting of descriptors for
unprofessional behaviour, classified into four distinct categories; lack of Involvement (failure
to engage); lack of Integrity (dishonest behaviour); lack of Interaction (disrespectful
behaviour); and lack of Introspection (poor self-awareness)(31, 33). This model originated
from research in undergraduate medical education (UGME). Thorough research into
unprofessional behaviour and its remediation in the postgraduate medical education (PGME)
setting, including the application of the Four I's model, was thus far absent(34, 35). Therefore,
in our second study we investigated which unprofessional behaviours of GP residents GP
clinical supervisors and faculty were confronted with, and how they remediated these
unprofessional behaviours. Quote 2 illustrates that unprofessional behaviour is indeed a
thorny problem in GP training and begs the question how residents are formed into
professional GPs. A behaviour-based perspective on professionalism focussing on
(un)professional behaviour and remediation indeed remains indispensable(36, 37). However,
it was felt that a broader view on the process of developing into a professional - beyond
professionalism as a measurable competency - was needed(38). Therefore, in medical
education research the focus shifted to the perspective of ‘Professional Identity Formation’
(PIF)(6). The fact that residency - although sparsely studied with regard to PIF - has often been
identified as a key stage in PIF and the GP context is unique on i which to study PIF, is why
subsequently we delve into PIF itself; first from the viewpoint of residents; and then from the
viewpoint of their supervisors.

Quotes 3 and 4 illustrate aspects of the development of GP residents into professional GPs.
With these studies we aim to understand the complexity of PIF and the role of influencing
factors on PIF, as this can add to a more purposeful approach to the subject(2, 5, 39, 40). An

approach in which resident’s need for support in PIF is acknowledged: this approach must
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also allow supervisors and faculty members to acquire adequate tools to intervene in the

process of PIF where necessary.

Rationale

Social contract

Physicians’ professionalism is a core factor in providing high-quality patient care(41, 42). The
unprofessional behaviour by physicians on the other hand, compromises patient-physician
relationships, patient safety and quality of care. It can also harm patients’ trust in the medical
profession(43-48). However, not all doctors seem to have a clear understanding of what the
public expects from them. Numerous recent national and international high-profile media
cases questioned doctors professionalism and consequently led to the belief that medicine’s

professionalism is under threat(49, 50).

The relationship medicine holds with society can be described as a ‘social contract’, detailing
the obligations, rights and expectations of society and medicine toward one other(51, 52).
Although parts of this social contract are written down in laws and guidelines, other important
parts, relating to medicine’s moral basis, are difficult to pin down in rules and regulations.
Caring, compassion and commitment, for instance, are fundamental to the social
contract(52). Individual patients and society as a whole expect physicians to reflect these
values in their daily practice(52). Responding effectively to societal expectations and
obligations is thus necessary for the maintenance of medicine as a profession(53).
Professionalism can consequently be seen as the profession’s contribution to the social

contract(54).

Differing frameworks

There are differing frameworks that can be used to address professionalism. These differing
frameworks are reflected in the many definitions on professionalism and made Erde state: “I
do not strive for a clear and unambiguous definition of ‘professionalism’ because | do not
believe one is possible”(55). The dominant professionalism frameworks, however, can be
distinguished from one another and either focus on professionalism as attitude, as behaviour

Or as a process.
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Until recently, two lines of thought on professionalism could be distinguished in the medical
education literature; on one hand professionalism can be viewed as an abstract, theoretical
construct; and on the other a more practical one, namely professionalism as a behaviour(8,
56). In the first approach, professionalism is described in idealistic terms (e.g. altruism,
accountability, integrity etc.) which often mirror attitude, virtues, values or character traits,
but which are difficult to assess(8, 56). In the second approach, professionalism is perceived
as behaviours, which are observable and can be assessed, and for which expectations can
relatively easily be set. Improvements in the professional behaviour of doctors are closely
associated with improvements in healthcare outcomes(41). Unprofessional behaviour among
doctors is a recurring theme in patient complaints about doctors(41, 57). Unprofessional
behaviour of doctors not only negatively affects the patient-doctor relationship(47) but also
compromises patient safety and quality of care(41, 58). Moreover, the unprofessional
behaviour of doctors can harm patients indirectly by endangering the ‘social contract’ doctors
have with society(41, 51).

The foundation for future professional behaviour is laid during the educational years. In the
current era of competency-based medical education, professional behaviour is an elaboration
of the ‘Professional role’, as is in the widely adopted CanMEDS framework(59). Interest in this
role in medical education gained momentum when research showed a clear association
between unprofessional behaviour in both undergraduate and postgraduate medical school,
and unprofessional behaviour in later clinical practice. These recent developments have
caused professionalism to become a key element in medical education and postgraduate
training(59-62).

To address the concern that professionalism education would be seen as merely completing
a list of values and desired behaviours, the concept of PIF has been added to the discourse.

We will discuss this in more detail in the next paragraph(8).

Professional Identity Formation

Central to the perspective of PIF is the focus on the process by which a doctor becomes a
professional within the professional community(63). PIF, defined as the development of
professional values, actions and aspirations(64), happens at two levels: (1) at the individual
level, involving the psychological development of a person and (2) at the collective level,

involving a socialisation process(65). Socialisation can be defined as the process by which an
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individual learns to function within a particular group or society by internalising its values and
norms(52).

Developing the identity of a doctor, i.e., learning to think, feel, and act as a physician is a
perspective that is becoming increasingly influential in medical education(3, 5, 8). This change
in focus is compatible with the perspectives of moral psychologists who studied the gap
between knowing and doing. They state that beliefs and values alone are insufficient to
ensure professional behaviour; they need to be deeply rooted in one’s identity(66).
However, exactly what happens to individuals during this process as they move from lay
outsiders to skilled professionals and full members of the medical community is to great
extent, unknown.

Understanding the process involved in the development of a resident’s professional identity
and the roles of influencing factors, could add to a more purposeful approach to PIF(2, 5, 39,
40).

Whereas many studies have explored PIF in undergraduate medical education (UGME) (67-
76), only a few empirical studies have explored PIF in postgraduate medical education
(PGME)(40, 77-81). This is even more true for research on PIF in GP residency. This is striking
as residency in general is identified as a key stage in PIF because it forms the physician-to-

be(64, 78, 79).

Nevertheless, General Practice is a unique niche in which PIF can be studied because in GP
training the relationship between resident and supervisor is relatively long-term and
personal. The supervisor witnesses the unfolding of residents’ PIF, which can yield valuable
insights into this process.

Aims

This thesis presents a series of studies aimed to unravel Professional Identity Formation in the

context of GP residency. The following research questions will be addressed:

How can patient complaints in the GP setting be characterised and what elements of

physicians’ professionalism are addressed in these complaints? (Study 1)
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2. Which behaviours of GP residents are considered unprofessional according to their
supervisors and faculty and how is remediation applied? (Study 2)

3. How do residents perceive their PIF process during GP residency and what factors are
perceived to be influential? (Study 3)

4. How do supervisors perceive their role in the PIF of residents? (Study 4)

Context

The studies presented in this thesis were conducted at the eight GP training centres in the
Netherlands, with the exception of study 1, which was conducted at an out-of-hours general

practice cooperative (GP Services Rijnland).

Postgraduate training for general practice in the Netherlands is offered by the Departments
of Family Medicine at eight university medical centres. They offer highly comparable
programmes, which last approximately three years, depending on the trainee’s prior
experience and personal circumstances. Years one and three consist of providing patient care
under the supervision of a single designated supervisor. Year two consists of rotations in
Accident and Emergency, nursing homes and psychiatric outpatient clinics, with different
supervisors. Throughout the training programme, four days of practice are complemented by
a day-release program at the university, staffed by GP and behavioural science teachers,
designed to deepen learning from experiences in practice. The days in GP practice expose
residents to clinical experiences with increasing complexity over time and allow them to
consult their GP-supervisors as needed. In years one and three, residents also have two
‘independent clinical weeks’, in which GP-supervisors leave the practice entirely to the

resident.

Because the quality of research is defined by, amongst other things, the integrity and
transparency of the research philosophy of the researchers(82), we want to acknowledge our
view on the nature of reality (ontology) and the nature knowledge (epistemology)(82, 83).
Our ontological and epistemological assumptions are grounded in a constructivist paradigm.

This means we see reality as subjective and changeable and knowledge as based upon diverse
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interpretations of reality(83). As a consequence of our constructivist stance our methods are

qualitative(82, 83).

Thesis overview and methodology

In Chapter 1, we present a short introduction in which we guide our readers into the research

field of PIF and its precursors and describe the research aims and context of our studies.

In Chapter 2, we present a retrospective observational study in which all unsolicited patient
complaints to a representative out-of-hours general practice service provider over a 10-year
period, were analysed. In this study, we aimed to characterise the patient complaints as well
as to illuminate what elements of physicians’ professionalism were addressed in these

complaints.

In Chapter 3, we present an exploratory study applying thematic analysis of data derived from
semi-structured focus group interviews with supervisors from four Dutch GP training
institutes and individual semi-structured interviews with all eight designated professionalism
faculty members. In this study we aimed to investigate which behaviours of GP residents are
considered unprofessional according to supervisors and faculty, and how remediation is

applied.

In Chapter 4, we present a qualitative descriptive study using semi-structured focus group
interviews with residents from four Dutch GP training institutes. We conducted this study
with the objective to gain insight into the process of PIF during GP residency from the

perspective of residents themselves and to assess which factors they perceived as influential.

In Chapter 5, we present a qualitative study based on qualitative description, in which we
conducted semi-structured focus group interviews with supervisors from four Dutch GP
training institutes. In this study we sought to understand how supervisors perceive their role

in the PIF of their residents.
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In Chapter 6, the results of the previous chapters are aggregated and synthesised into a set
of conclusions and discussed in relation to the literature. In addition, we consider the
strengths and weaknesses of our research. We conclude with implications for both GP

practice as well as medical education and research.

Chapter 7, contains a summary in English and in Dutch as well as some information about the

author.
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