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ABSTRACT 

Introduction: Clinical teachers perform multiple and overlapping tasks in clinical work and 

education. They are therefore expected to juggle many professional identities such as educator and 

clinician. While professional identity has attracted much attention from medical education scholars 

over the past two decades, little is still known about how clinical teachers manage and make sense 

of their multiple professional identities. The present research explores the lived experiences of 

clinical teachers as they negotiate their professional identities in the context of a faculty 

development program. 

Methodology and methods: The present study is an interpretative phenomenological 

analysis (IPA), which is a methodological approach that enables a detailed explanation of how 

people conceptualize their personal and social worlds while adopting an insider’s perspective. Six 

teachers in family medicine attending an international faculty development program were 

purposively sampled. In-depth semi-structured individual interviews were conducted and were 

analyzed using the thematic analysis approach of IPA studies. 

Results: Although each participant had a unique lived experience and sense-making process, 

commonalities across the cases were identified. All participants made sense of their multiple 

professional identities by identifying a single identity embedding others. Participants developed 

and integrated their professional identities in agreement with their personal identities, values, and 

beliefs, striving thus for identity consonance. Participants understood their craft as a relational 

process by which they weave themselves into their context and intertwine their experience with 

that of others. For some, the faculty development program was an opportunity to understand a 

collective identity and recognize a community of practice. Participants, however, diverged when 

recognizing their peers; while some named a single group (family physicians), others had a more 

comprehensive view and included healthcare professionals, students, and even patients.   

Discussion: Clinical teachers in this research negotiated their multifaceted identities by 

recognizing an ‘embedding identity,’ which allowed them to have a certain unity or harmony in 

their daily practice. Participants also made sense of their professional identities by looking for 

common points between their demands. At the same time, the ways in which participants saw 

themselves influenced how they behaved and related to others accordingly. Understanding these 

endeavours enriches current perspectives of what it is like to be a teacher in family medicine. 
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Faculty development leaders ought to consider these perspectives so that they can tailor these 

programs and thus contribute to better quality medical training and clinical practice. 
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RÉSUMÉ 

Introduction: Les enseignants cliniciens effectuent des tâches multiples qui se chevauchent dans 

le travail clinique et l'éducation. Ils sont donc censés jongler avec de nombreuses identités 

professionnelles telles qu'éducateur et clinicien. Alors que l'identité professionnelle a beaucoup 

attiré l'attention des chercheurs en éducation médicale au cours des deux dernières décennies, on 

en sait encore peu sur la façon dont les enseignants cliniciens gèrent et donnent un sens à leurs 

multiples identités professionnelles. La présente étude explore les expériences vécues par les 

enseignants cliniciens lorsqu'ils négocient leurs identités professionnelles dans le contexte d'un 

programme de développement du corps professoral. 

Méthodologie et méthodes : La présente étude est une analyse phénoménologique 

interprétative (API), qui constitue une approche méthodologique permettant d’expliquer en détail 

la façon dont les gens conceptualisent leur monde personnel et social tout en adoptant la 

perspective d’un initié. Un échantillonnage par choix raisonnée a permis de sélectionner six 

enseignants en médecine familiale participant à un programme international de développement du 

corps professoral. Des entretiens individuels semi-structurés approfondis ont été menés et analysés 

à l'aide de l'approche d'analyse thématique des études API. 

Résultats : Bien que chaque participant ait eu une expérience de vie et un processus de 

création de sens uniques, des points communs ont été identifiés. Tous les participants ont donné 

un sens à leurs multiples identités professionnelles en identifiant une identité unique qui intègre 

d’autres. Les participants ont développé et intégré leurs identités professionnelles en accord avec 

leurs identités personnelles, leurs valeurs et leurs croyances, s'efforçant ainsi d’atteindre une 

consonance identitaire. Les participants ont conçu leur métier comme un processus relationnel par 

lequel ils s'insèrent dans leur contexte et mêlent leur expérience à celle des autres. Pour certains, 

le programme de développement du corps professoral a été l’occasion de comprendre une identité 

collective et de reconnaître une communauté de pratique. Cependant, les participants ont divergé 

quant à l'identification de leurs pairs; alors que certains ont nommé un seul groupe (médecins de 

famille), d'autres ont eu une vision plus complète en incluant des professionnels de la santé, des 

étudiants et même des patients. 

Discussion : Les professeurs cliniques participant à cette recherche ont négocié leurs 

identités aux multiples facettes en reconnaissant une « identité embrassante » (embedding identity) 

qui leur a permis d’obtenir une certaine unité ou harmonie dans leur pratique quotidienne. Les 
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participants ont également donné un sens à leurs identités professionnelles en recherchant des 

points communs entre leurs demandes. Parallèlement, la façon dont les participants se voyaient 

avait une influence sur leur comportement et leur relation avec les autres. La compréhension de 

ces efforts enrichit les perspectives actuelles sur la vie d'un enseignant en médecine familiale. Les 

responsables du développement du corps professoral doivent prendre en compte ces perspectives 

pour pouvoir adapter ces programmes et ainsi contribuer une meilleure qualité de la formation 

médicale et de la pratique clinique. 
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1 INTRODUCTION 

‘Who are you?’ is a question that often raises discussions around identity. Identity is a complex 

concept which can be generally understood as the co-constructed meanings that people give to 

themselves and others through interactions in social contexts (Monrouxe & Poole, 2013; Stryker 

& Burke, 2000). This research aims to understand what is like to be a teacher in family medicine 

as well as the meanings that such professionals give to their multifaceted identities in the context 

of a faculty development program.  

Globalization, migration, increased diversity, and cultural mixing, among other societal 

changes, have led to a widespread interest in the construct of identity (Cheon, 2019; Gençer, 2019). 

Medical education has not missed this trend. Identity, and more specifically, professional identity, 

have attracted the attention of medical education researchers over the past two decades. Goldie 

(2012) illustrates this well: “education in its broadest sense is about the transformation of the self 

into new ways of thinking and relating. Helping students form, and successfully integrate their 

professional selves into their multiple identities, is a fundamental of medical education” (p. e647).  

Professional identity is that part of the self-meaning which allows an understanding of 

oneself as part of something bigger – in the case of physicians, the medical profession. For Cruess, 

Cruess, Boudreau, Snell, and Steinert (2014), medical identity entails “an individual thinking, 

acting, and feeling like a physician” (p. 1447). According to Monrouxe (2010), the way physicians 

see themselves influences their sense of wellbeing and enjoyment of the craft, as well as on the 

relationships they form with colleagues and patients.  

In the medical education field of inquiry, current literature on this topic mostly focuses on 

the professional identity formation of medical students and residents (Sundberg, 2017). Little is 

known about the process of professional identity construction and reconstruction of physicians 

already in professional practice, and even less for medical educators (Cantillon, Dornan, & De 

Grave, 2018; Van Lankveld, Schoonenboom, Kusurkar, et al., 2017). Such understanding is 

needed to inform the continuing professional development of physicians and clinical teachers in 

the constantly changing social, economic, regulatory, and technological context of medical work 

and care. 

Clinical teachers – also known as preceptors in some contexts – are physicians whose daily 

activities involve both clinical practice and educational tasks such as “teaching, supervision, 

transmitting knowledge, giving feedback and role modelling values, competence, professionalism, 
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and enthusiasm related to medicine” (Royal College of Physicians and Surgeons of Canada, 2012, 

p. 3). Indeed, some clinicians find teaching gratifying as they are contributing to the development 

of future physicians (Steinert & Macdonald, 2015). Thus, the meaning of teaching in the academic 

in-patient clinical setting is “strongly linked to physicians’ sense of identity” (Steinert & 

Macdonald, 2015, p. 779).  

However, being a clinical teacher does not come without challenges. In the context of 

academic medicine, teaching is "commonly perceived as a low-status occupation and as an add-

on to research and clinical practice" (Kumar, Roberts, & Thistlethwaite, 2011, p. 500). Hu et al. 

(2015a) found that universities tend to measure the success of clinical teachers by their research 

productivity rather than by the quality of their teaching. Education careers are relatively 

undervalued as they tend to have lower prestige and therefore lower salaries (Sethi, Ajjawi, 

McAleer, & Schofield, 2017). Clinical teachers, therefore, face what Jauregui, O'Sullivan, 

Kalishman, Nishimura, and Robins (2018) call an “identity crisis” (p. 5). That is, these 

professionals may not self-identify as educators even if they have educational responsibilities, 

given the secondary position of education in the clinical setting as well as the often competing 

demands attached to pedagogy and patient care (Jauregui et al., 2018).   

At the individual level, clinical teachers also face challenges when finding a work-life 

balance, or more specifically a ‘work-work balance,’ as described by Snell (2012) and Maniate et 

al. (2016). They work in complex contexts and have multifaceted tasks. Being a clinical teacher 

supposes both clinical competence in medicine and teaching skills; hence, they have to balance 

and integrate their professional identities as physician and educator into their daily practice. 

Clinical teachers have to learn how to juggle the intersecting identities of clinician and educator 

(Sethi et al., 2017) to find the “equilibrium between their education and scholarly endeavours and 

the obligations of clinical practice” (Maniate et al., 2016, p. 115). The exploration of the tensions 

between clinical and teaching roles remain, nevertheless, rather unexplored (Cantillon et al., 2018).  

For its part, family medicine as a discipline faces challenges. For instance, current medical 

culture tends to value more specialized knowledge, which is reflected in the remuneration gap that 

exists between family physicians and specialists (Rodriguez, Tellier, & Belanger, 2012). In 

Quebec, for instance, generalists receive, on average, 60% of what specialists earn per year (Hébert 

& Institut de recherche et d'informations socio-économiques, 2016). Additionally, in some 

countries, family physicians and medical graduates without residency coexist, especially at the 
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primary care level, and may end up performing similar clinical tasks (Falavigna, Canabarro, & 

Medeiros, 2013; Reussi, 2018). These are, among others, contributing factors for the devaluing of 

family medicine’s reputation, which means that medical students are less likely to select this 

discipline as a career choice (Lopez-Roig, Pastor, & Rodriguez, 2010; Rodriguez et al., 2015). 

With this context in mind, one might ask: what does it mean to be a family physician? And more 

specifically, what does it mean to be a clinical teacher in family medicine? 

In addition to the above-mentioned issues, most medical educators are undertrained for 

teaching, with only a few having received formal training in education (Starr, Ferguson, Haley, & 

Quirk, 2003; Stenfors-Hayes, Hult, & Dahlgren, 2012). As a consequence, several medical schools 

are designing faculty development programs, which are formal activities that aim to assist and 

prepare faculty members for their roles as academics (Bland, Schmitz, Stritter, Henry, & Alusie, 

1990). This type of continuing education has, nevertheless, struggled to attract participants. Indeed, 

the tensions of being a clinical teacher may decrease the motivation to become involved in formal 

faculty development activities (Sethi et al., 2017).  

The learning format also comes into play when engaging medical educators in faculty 

development. Especially when presented in a traditional classroom format, faculty development 

programs tend to be “undermined by poor attendance and inadequate learning transfer” (Cantillon, 

D'Eath, De Grave, & Dornan, 2016, p. 991). Therefore, new teaching approaches such as blended 

learning (that is, a combination of e-learning and face-to-face teaching) are being increasingly used 

to make faculty development more attractive, enhance the learning process, and bring together the 

strengths of online learning and traditional teaching (Cook & Steinert, 2013; Tolks et al., 2014).  

However, such blended learning programs are being implemented with neither a clear 

understanding of how clinical teachers develop and balance their identities as physicians, teachers, 

and learners during these programs (Hand, 2006; Stenfors-Hayes et al., 2012), nor of the influence 

that these processes may have on their practice as medical educators and physicians. The purpose 

of this research is therefore to understand the lived experiences of clinical teachers in family 

medicine who are participating as learners in an international blended education program on 

faculty development, as well as to understand how they relate their involvement to their identities 

as family physicians and teachers. The following chapters include a detailed review of the concept 

of professional identity in medical education and education literature, culminating in the research 
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question, an overview of the methodological approach used to answer that question, the research 

findings, a scholarly discussion, and the conclusion.   
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2 LITERATURE REVIEW 

The present chapter discusses, firstly, the constructs of identity and professional identity, the main 

theories around professional identity in medical education, as well as current frameworks and 

perspectives of the central identities at stake: physician and educator. This review will also 

describe what faculty development is, and its relationship with teachers’ professional identity. This 

discussion will lead to a summary highlighting identified knowledge gaps and the proposed 

research question.  

2.1 Identity 

Identity is a complex term to define; so complex that Lawler (2008) argues that it is not possible 

to reach a consensus or overarching definition. Yet Trede, Macklin, and Bridges (2012) suggest 

that rather than debating a meaning of identity, “it is more productive to let its definition appear 

self-evident” (p. 380). In general, identity is individuals’ subjective understandings and meanings 

of themselves which enables them to comprehend who they are (Brown, 2015). Indeed, identity 

can be understood as people’s responses to the question: Who are you? We can ask this of 

ourselves (i.e., who am I?), our peers (i.e., who are we?), or to strangers. We can also consider the 

‘you’ as singular to explore some personal self-definitions and obtain answers such as “I am a 

family physician.” On the other hand, the ‘you’ may be plural, to explore communities and social 

categories – “We are healthcare professionals” (Vignoles, Schwartz, & Luyckx, 2011).  

Identity and the question of ‘who are you?’ also encompass behavioural dimensions. Identity 

is not only how individuals and collectives make sense of themselves, but also how they act 

accordingly and interact with others, as well as how, in turn, such actions are acknowledged 

(Vignoles et al., 2011). It has been argued that identity influences individual and organizational 

performance, motivation, communication, leadership, and change. Indeed, organizational scholars 

affirm that identity and identification levels affect decision-making and behaviour (Alvesson, Lee 

Ashcraft, & Thomas, 2008). Actions can be understood as a tangible expression of identity. 

Identity, in turn, results from the consolidation of experiences and the meanings we give to them. 

We can think of this phenomenon as a reinforcing cycle. That is, how people see themselves 

influences their actions, and then, those actions are the building blocks of experiences. Next, 

experiences are interpreted by each individual to rebuild the conceptions of themselves as they 

attempt to answer the question: “Who am I at this moment?” (Beijaard, Meijer, & Verloop, 2004; 

Jarvis-Selinger, Pratt, & Regehr, 2012). In short, identity is the personal and social meanings that 
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both individuals and collectives give to their characteristics to firstly define themselves while 

answering the question ‘who are you?’ and secondly behave accordingly in social interactions.  

Identity overlaps with the concept of role, adding an extra layer of complexity. However, 

there are nuances in the definition of role that differentiate it from identity. Role is a concept that 

comes from dramaturgy (the study of social interactions through the analogy of theatre) and refers 

to the set of behaviours and socially constructed expectations of a social position at a particular 

context (e.g., organization, institution, society). Unlike identity, this concept does not imply 

internalization, self-reflection and meaning but rather how an individual’s holding of a given role 

regulate their behaviours in accordance with the part they play in a given setting (American 

Psychology Association, 2018; Scott, 2015). 

Identity can be conceptualized from a positivistic stance, where it is seen as a rather static, 

distinct, and even measurable construct. Scholars from organizational studies (Albert & Whetten, 

1985) and medical education (Cruess et al., 2014; Cruess, Cruess, Boudreau, Snell, & Steinert, 

2015; Cruess, Cruess, & Steinert, 2018) have adopted this view. Thus, for them, acquiring the 

professional identity of a ‘good physician’ is an outcome of the socialization of medical trainees 

and should be the goal of medical education (Cruess et al., 2015).    

Conversely, a constructivist position understands identity as a fluid and dynamic process of 

constant reconstruction which allows people to make sense of themselves. Monrouxe and Poole 

(2013) contrast the notion of identity as “a measurable and known entity” against the idea of it as 

being co-constructed in social interactions and therefore dynamic, changeable and contextual (p. 

425). Further, for constructivists, identity is not something people have, but something people use 

to make sense of themselves in relation to others (Coldron & Smith, 1999). Brown (2015) notes 

that in the past years, scholars seem to recognize identity more and more as a fluid, unstable and 

rarely static concept. Taking into account my own ontological and epistemological positions, I will 

consider identity from a constructivist posture.  

Regardless of epistemological and ontological discussions, identity has been understood as 

the degree to which individuals perceive themselves to be similar to other people. Identity is the 

meaning that people give to themselves and others (Stryker & Burke, 2000). However, at the same 

time, identity is about differentiation from others, since “every person has unique aspects that make 

them to varying degrees different from everyone else: we each have an individual identity” (Trede 

et al., 2012, p. 380). Besides, identity is the “individuals’ conceptions and expressions of their 
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individuality and group affiliations” (Monrouxe & Poole, 2013, p. 425). Identity encompasses not 

only making sense of oneself as a certain type of person, but also involves presenting oneself as 

that person and, moreover, being recognized as such in a given context (Lieff et al., 2012).  

Hence, identity involves, on the one hand, an individual component which relates to the 

internal aspects of identity, and on the other, a societal element covering the influence of social 

interaction and cultural contexts (Cantillon et al., 2018). The interaction between individual and 

societal dimensions underpins the definition of identity.  

Identity also entails identification, which is a cognitive and social process whereby people 

make sense of their personal and social worlds. It involves the creation of “multidimensional 

classifications of our places in the world as individuals and members of collectives” (Monrouxe, 

2010, p. 42). From a psychological point of view, people organize and make sense of their 

experiences into meaningful selves such as personal, public, and professional selves (Kegan, 1982; 

Vignoles et al., 2011). This self-categorization takes places in the context of social institutions and 

is enriched by interactional relationships with the members of those institutions (Jenkins, 2008). 

While any process of identification will require a complex interrelation of both cognitive and social 

dimensions, the study of this phenomenon has been classically approached by studying three 

separate areas and their influences: the individual, interactional, and institutional aspects 

(Monrouxe, 2009, 2010).  

2.1.1 Primary identification and identity formation 

Individuals have what we might call as primary identities (e.g., gender, ethnicity, social class) and 

secondary identities (e.g., professional identity). Primary identities usually develop early in life 

and are less malleable (Jenkins, 2008; Monrouxe, 2010). The formation of such identities occurs 

during childhood when an individual begins to recognize a separation between themselves and 

others. This phase is mostly dominated by external factors (e.g., clothes and toys as artifacts of 

gender identity), even if identification is a two-way internal–external process (Jenkins, 2008; 

Monrouxe, 2010). As we begin to develop our multiple identities, the unique combination of our 

primary identities may either facilitate or hinder the development of new identities (Costello, 

2005). Hence, the management and alignment of our identities has implications for how we feel, 

think, act, and relate with others (Monrouxe, 2010).  
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2.2 Professional identity 

Trede et al. (2012) conducted a systematic review of 20 articles from the higher education literature 

exploring the notion of professional identity and found a somewhat convergent definition of the 

concept. Trede and colleagues described professional identity as the sense of being a professional, 

which emerges with the internalization of certain attitudes, beliefs, and standards. It is a self-image 

which allows an understanding of the responsibilities, feelings of personal competence, and 

satisfaction while performing a given role, as well as the sense of belonging to a profession. 

Professional identity construction has been conceived as the journey of becoming a critical learner, 

which is grounded in experiential learning and leads to personal meaning (Peel, 2005; Trede et al., 

2012). Further, Cruess et al. (2015) argue that professional identity involves a unique and 

individual journey from layperson to a skilled professional, which is influenced by who the person 

is at the beginning and whom they wish to become.   

Professional identity formation concerns primarily fitting oneself into a pre-established 

social category: “We are no longer born into a place, but there are nevertheless places that we can 

assign ourselves to” (Trede et al., 2012, p. 381). This process has the same foundations of identity 

development described above. Learners become professionals with the acquisition of knowledge, 

skills, behaviours, and values, which are the same as those held by other members of the profession 

they wish to join. At the same time, these processes differentiate the future professional from other 

people. Thus, people identify with their profession, and so this membership becomes part of self.  

Professional identity formation is promoted by learning experiences which take place in the 

workplace (Trede et al., 2012). Hence, context is key during the process of professional identity 

formation. Coldron and Smith (1999) point out the need to consider the influence of context on 

professional identity formation, which they understand from a constructivist stance as a 

transformation of learners’ knowledge, skills, and attitudes. Further, professional identity 

represents the meeting point between personal and professional values, which is a complex 

equilibrium (Beijaard et al., 2004; Trede et al., 2012). 

Socialization is a central concept of professional identity development. Socialization has 

been conceptualized as a process “by which we learn to become members of society, both by 

internalizing the norms and values of society and also by learning to perform our social roles” 

(Scott, 2015). This process occurs in the context of a community of practice through the 

interactions between members of that community and those who are yet-to-become members. Lave 
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and Wenger (1991) conceive of this process as a transition from what they call ‘legitimate 

peripheral participation’ to full and central participation in the community of practice.  

It is important to keep in mind that the yet-to-become members have their own personal 

(primary) identities. As such, socialization into a new community of practice implies that some 

might have to negotiate or even restrain certain traits of their primary identities (Cruess et al., 

2014).   

2.2.1 Identity consonance and dissonance 

Professional identity construction takes place alongside personal identity development (Cruess et 

al., 2014). The interaction between personal and professional identity development amid a learning 

endeavour enriches individuals’ sense-making (Peel, 2005). Nevertheless, there is a dearth of 

research exploring the tensions between primary and professional identities (Trede et al., 2012).  

 Developing and integrating new secondary identities and, more specifically, new 

professional identities can either be a somewhat easy, challenging, or even traumatic – process. 

The degree of difficulty will depend on the alignment between personal identities and the 

aspirational identity. Processes of identity construction and reconstruction, while not stress-free, 

are expected to be smoother and even unconscious for those whose personal identities align with 

the demands and traits of the new identity. This is what Costello (2005) calls ‘identity consonance.’  

On the other hand, when primary identities and the new identity are discordant, the 

integration of the new role will be more difficult. The individual will have to make concessions 

and negotiate or even suppress certain features of their personal identities. Nonetheless, as 

mentioned above, primary identities are relatively less malleable, meaning the integration of the 

new role might be unsuccessful. This is so-called ‘identity dissonance’ (Costello, 2005).  

Costello (2005) found that identity dissonance is particularly important in the educational 

context and could entail what she called a professional identity crisis. She found that identity-

dissonant students endure emotional disruptions while integrating a new professional identity. 

According to her, these students “feel uncertain about their values, ambitions, abilities, affinities, 

and their very self-worth” (p. 26). As a result, such students end up rejecting the professional 

identity and withdrawing from the educational program.  

Identity dissonance has also been discussed in the context of medical education (Cruess et 

al., 2014, 2015). At the core of identity formation of the medical profession lays socialization, 

whose outcome might be the rejection of the new identity (see Figure 2 on page 38). Therefore, 
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Cruess et al. (2014, 2015) suggest that to prevent identity dissonance and withdrawal, institutions 

should examine admission criteria for medical schools. The idea, they argue, would be to select 

those applicants who possess many of the qualities of a medical professional or, as they state, the 

attributes of the “good physician” (Cruess et al., 2014, p. 1449; 2015, p. 724).Some of these 

qualities include being: “caring, compassion, [having] the ability to listen, and communication 

skills” (Cruess et al., 2015, p. 724). However, this strategy may be challenged, especially because 

it is based on the underlying belief that homogeneity among medical students is desirable, which 

may in turn have a detrimental effect on the sought healthcare workforce diversity (Glazer, Tobias, 

& Mentzel, 2018).  

2.2.2 Why research professional identity? Arguments from education and medical education  

In spite of the complexity of the construct of identity and its theorization, scholars from education 

and medical education propose practical and concrete implications of studying professional 

identity. Education researchers have highlighted the link between identity development and self-

esteem. They have gone further, claiming an “inextricable link” between identity and agency, 

viewing agency as a sense of empowerment to move ideas, reach goals, and even transform the 

context (Beauchamp & Thomas, 2009, p. 183). Thus, in addition to the internalization of 

knowledge and skills, being a professional may entail holding a professional identity, and in turn, 

achieving a sensitive awareness of one’s identity may relate to a strong sense of agency. 

Monrouxe (2010) believes that every professional should develop a professional identity and 

describes both ethical and practical implications for this. She states that “internalising professional 

ethics through the process of identification facilitates the internal regulation of professionals” (p. 

41). Developing a professional identity is thus seen to be part of procuring professionals’ 

commitment to their work and obedience to professional rules (Beauchamp & Thomas, 2009). 

This scholar also claims that individuals who have a “strong professional identity” will be more 

confident in their skills, allowing others to trust them (Monrouxe, 2010, p. 41).  

The processes of identification have been considered when designing and developing both 

curricula, as has also been the case in medical education research. According to Monrouxe (2010), 

identification processes influence students’ relations with others, and in the case of medical 

trainees, this influences their encounters with patients and other healthcare professionals as well 

as their enjoyment of the craft. She also argues:  
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The deeper understanding that this work [professional identity] will bring will provide 

better insight into how we might develop aspects of our students’ learning experiences and 

better facilitate their development of doctor identities that are more in line with policy 

requirements, thus developing our doctors of tomorrow. (Monrouxe, 2010, p. 48)  

2.3 Theories around identity and professional identity formation in medical education 

Scholars from disciplines such as psychology, sociology, and anthropology have contributed 

several theories for the understanding of identity and professional identity which are particularly 

relevant for health professions education. This section contains an overview of some identity 

theories. It is organized into a ‘spectrum,’ beginning with those that have a focus on the individual 

identity and gradually presenting those with a more social emphasis. However, it is important to 

note that this is a rather arbitrary classification, and thus a theory with a personal focus may have 

a social component in it and vice versa. This section also introduces key concepts that have been 

employed to explore the construct of professional identity. This is not an exhaustive list; instead, 

I consider these to be either influencing or recurrent theoretical lenses that medical education 

scholars have used to shed light on the construct of identity. 

2.3.1 Theories with an individual perspective 

2.3.1.1 Ego identity and the Ericksonian identity theory 

The concept of ego identity was first introduced by Erik Erikson (1963), a developmental 

psychologist, psychoanalyst, and theorist (Friedman, 1999). Eriksonian identity theory can be 

placed in the so-called ‘ego psychology,’ which is a subfield of psychoanalysis (Kroger & Marcia, 

2011).  

Ego identity is an abstraction that allows individuals to experience a sense of who they are; 

it offers a sense of identity (Levesque, 2011). Additionally, according to Erikson, ego identity 

protects individuals from the stress that may arise from changes in a personal or contextual 

situation by regulating and delaying certain behaviours on the basis of an individual’s self-concept 

(Erikson, 1963; Kroger & Marcia, 2011; Levesque, 2011). Hence, ego identity is influenced by 

intra-physic factors (Goldie, 2012).  

For Erikson, the relationship between a person and the social setting he/she is in is a synergic 

one. That is, person and society form a unity of mutual regulation. As Kroger and Marcia (2011) 

state, “neither does the individual adapt to society nor does society mold him [sic]” (p. 32). Based 
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on this premise, Erikson described eight ego identity development stages which follow a 

chronological order, each of which has what he called a psychological ‘identity crisis’ (Erikson, 

1963, 1968). Each stage involves the development of the individual as well as his/her social context 

and the settlement of those crises.  

Late adolescence is a relevant period of life wherein Erikson’s view on identity and 

professional identity development converge. Erikson (1963) considers late adolescence to be a 

period in life in which people must change their worldview from one of being ‘given to’ to 

becoming ‘the giver;’ a transition from childhood into adulthood. Further, late adolescence 

confronts people with the choice of an occupation and the formation of an ideology. This crisis 

ultimately leads to a strengthened ego identity which is capable of delaying impulses and adapting 

to societal demands.  

According to Erikson, choosing an occupation and forming an ideology are considered to be 

criteria for identity development in late adolescence. Individuals can commit to these two areas 

with reflection and exploration as well as trial and error (Kroger & Marcia, 2011). For Erikson, 

the purpose of these two commitments would be the emergence of a new fixed integrated identity 

that dominates past identities: 

The final identity, then, as fixed at the end of adolescence is superordinated to any single 

identification with individuals of the past: it includes all significant identifications, but it 

also alters them in order to make a unique and reasonably coherent whole of them. 

(Erikson, 1968, p. 161)    

Finally, one feature that differentiates Erikson’s identity theory is that he considers 

occupation and other aspects such as political views to be domains of a whole overarching identity. 

That is, he conceives the profession as one of the building blocks of a person’s identity structure 

rather than a separate (professional) identity (Kroger & Marcia, 2011).  

2.3.1.2 Identity Statuses 

James E. Marcia is a psychologist who understands identity from a positivistic stance. He considers 

ego identity development to be the excepted outcome of the adolescence period. Inspired by 

Erikson’s positions, he sees exploration and commitment as criteria for ego identity formation 

(Kroger & Marcia, 2011). On the one hand, exploration corresponds to a period of trial and error; 

a period of reflection and trying out a variety of roles while considering their implications for the 
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future. On the other hand, commitment concerns “the degree of personal investment the individual 

expressed in a course of action or belief” (Kroger & Marcia, 2011, pp. 33-34). 

Marcia (1966) considers exploration and commitment as components that can be used to 

measure the presence of identity development. As such, he developed the Ego Identity Incomplete 

Sentence Blank (EI-ISB), a tool for measuring ego identity as per Erikson’s ideas on commitment 

and reflection. Then, Marcia went on to develop and validate another tool, the Identity Status 

Interview (ISI), the purpose of which is to assess a person’s exploration and commitment in the 

components of occupation and ideology and so infer their identity status.  

ISI classifies individuals in four identity statuses: identity achievement, foreclosure, 

moratorium, and identify diffusion.  First, identity achievement implies high commitment, guided 

by an exploratory process. External forces do not easily persuaded individuals who are in this 

status, yet these people have the capacity to reflect on others’ opinions and understand their 

experiences. Second, foreclosure is a status of commitment which has little or no exploration. 

People who fit into this status (i.e., foreclosures) are as self-directed as those in the previous status, 

but they find it difficult to consider others’ perceptions, especially when they feel confronted or 

questioned. Hence, they prefer to distance themselves from these situations. Third, moratorium 

status is an exploratory period which comprises a struggle to commit. Therefore, individuals under 

this status find hard to define who they are and will use any conversation as a means to find 

themselves. Fourth, identity diffusion is a status of no commitment and little or no exploration, 

which is why people in this status are flexible and can adapt well. However, they need external 

influences to find themselves (Kroger & Marcia, 2011; Marcia, 1966).   

Marcia’s (1966) Identity Status Interview and identity statuses are, in sum, a construct for 

understanding people’s individual psychological strategies for forming an ego identity. These 

constructs view identity as a fixed, well-defined outcome that can be measured.  

2.3.1.3 Developmental identity theory (Kegan, 1982) 

Developmental identity theorist understand identity formation as a movement through a continuum 

of distinct stages, each of which has implications for how individuals understand themselves and 

their places in the world (Jarvis-Selinger et al., 2012).  In his book The evolving self: Problem and 

process in human development, the American developmental psychologist Robert Kegan describes 

six developmental stages of identity formation: stage 0 or incorporative, stage 1 or impulsive, stage 

2 or imperial, stage 3 or interpersonal, stage 4 institutional, and stage 5 or inter-individual (Kegan, 
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1982). It has been argued, that when studying professional identity formation, phases two through 

four seem to be of particular interest (Cruess et al., 2015; Jarvis-Selinger et al., 2012).  

In the imperial stage, the individual has a rather superficial understanding of the profession; 

they are motivated by rules. While they have a professional role, this role is acted and so is not 

fully integrated into one’s identity. Following this, the interpersonal stage is characterized by a 

better comprehension of the attitudes, beliefs, values, and expectations of the profession. At this 

stage, the individual also seeks peers to imitate and is sensitive to others’ perceptions. Finally, 

during the institutional stage, people can build a personal system of values that they use in their 

daily professional experiences. This system may support them making sense of themselves and 

their places in a working context. Lastly, at the institutional stage, people are argued to be self-

defining professionals, since they see themselves and are seen as such. They no longer act the role; 

they are professionals (Jarvis-Selinger et al., 2012; Kegan, 1982).  

2.3.1.4 Narrative identity theory 

During the 1980s, psychologists and social thinkers began to discuss narrative identity. However, 

it was American psychologist Dan P. McAdams who, in 1985 in his book Power, intimacy, and 

the life story: Personological inquiries into identity, first outlined the theoretical framework for 

narrative identity (McAdams, 2011).   

This theory argues that there is a point between late adolescence and early-adulthood during 

which people reflect on their life stories as a means to give sense and direction to their lives. People 

thus internalize and reconstruct their past with an imagined future, which results in a subjective 

historical account telling of their development, who they were, are, and will be (McAdams, 2011). 

“Narrative identity is an internalized and evolving story of the self that provides a person’s life 

with some semblance of unity, purpose, and meaning” (McAdams, 2011, p. 100).  

When individuals tell their personal story, they are recreating their autobiographical past and 

potential future scenarios. The result is a ‘subjective storied’ explanation for who individuals are 

and how they get there which tends to be full of events, examples, images and metaphors. Narrative 

identity is foremost a process that helps people to find meaning and purpose; a process that once 

started continues throughout the course of life (McAdams, 2011). 

People’s narratives have an intimate relationship with the context in which they live in. “A 

person’s life story says as much about the culture wherein a person’s life finds its constituent 

meanings as it does about the person’s life itself” (McAdams, 2011, p. 100). Hence, the individual 
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and his/her context write and mould this narrative identity, which is ultimately a psychological 

product (McAdams, 2011).  

2.3.2 Transition: theories with an individual and social perspective 

2.3.2.1 Optimal distinctiveness theory (Brewer, 1991) 

Optimal distinctiveness theory was proposed by American social psychologist Marilynn B. 

Brewer. This theory emerges from a need to expand the focus of the study of identity from the 

individual to how membership of a social group influences the self-concept.  

In general, Brewer (1991) argues that social identity results from two forms of opposing 

human needs. On the one hand, the needs for validation, inclusion, and a sense of belonging that 

stimulate immersion in social groups. On the other, conflicting needs for uniqueness, 

individuation, and differentiation from others. According to this theory, high levels of 

inclusiveness entail a depersonalized self-concept; conversely, being highly unique and different 

results in vulnerability to isolation. We tend to feel uncomfortable when we feel either too 

distinctive or too undistinctive.  As Brewer adds, “group identities allow us to be the same and 

different at the same time” (Brewer, 1991, p. 477). 

Individuals maintain their group identity by balancing assimilation and differentiation from 

others. This equilibrium is what Brewer (1991) calls ‘optimal distinctiveness,’ which is “achieved 

through identification with [social] categories at that level of inclusiveness where the degrees of 

activation of the need from differentiation and of the need for assimilation are exactly equal” (p. 

478).  

This theory offers a framework for analyzing how membership of a social group influences 

the cognitive processes of self. However, one must keep in mind that there might be certain 

situations in which distinctiveness is optimal even though the opposing needs for differentiation 

and assimilation are not exactly equal. For instance, a person – usually a newcomer – who is aiming 

to belong to a social group might wish for validation and inclusion but at the expense of losing, to 

a certain degree, individuation. This might depend on the value attached to obtaining that 

membership.   

2.3.2.2 Social identity complexity (Roccas & Brewer, 2002) 

A decade later, Sonia Roccas – also a social psychologist – joined Brewer. Together, the two 

proposed a theoretical construct known as social identity complexity. This refers to the subjective 
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representation of interrelationships between an individual’s multiple group identities. More 

specifically, social identity complexity denotes “the degree of overlap between the groups of which 

a person is simultaneously a member;” that is, their in-groups (Roccas & Brewer, 2002, p. 88). 

Social identity complexity originates from the principle that people have multiple identities. 

Thus, it is a framework aimed at understanding the subjective representation individuals make of 

their own multi-memberships which, according to Roccas and Brewer (2002), has implications not 

only for the individual but also for the relationships that they form with others (whether in-group 

or out-group members). 

Social identity complexity proposes four models in which the relationships and degree of 

overlap between multiple identities can be represented: intersection, dominance, 

compartmentalization, and merging. These models represent “different ways in which the 

individual may structure his or her perception of the in-groups to reconcile the potentially 

competing implications for defining the social self” (Roccas & Brewer, 2002, p. 89). However, 

just like identity, social identity complexity is a rather dynamic concept, which means that these 

models are not static. “Individuals may adopt different modes of identity representation at different 

times, either during different periods of life or under different conditions or mental or emotional 

states” (Roccas & Brewer, 2002, p. 92).  

In the following paragraphs, the hypothetical example of an individual having multiple 

identities as mother and family physician will illustrate the four models of the structure of multiple 

in-group representations.  

a) Intersection. In this model, a person can recognize more than one social identity and, at the 

same time, preserve a unique and single in-group identity, defining this in-group as the 

intersection of multiple social categories. Under this model, the individual in the example 

would represent herself in a single social identity representing the consolidated in-group of 

mother family physicians. “Only the conjunction of two group identities constitutes the 

perceiver’s in-group; any other combination of category memberships are treated as 

outgroups” (Roccas & Brewer, 2002, p. 90). 

b) Dominance. In the second model, the person adopts only one primary group and creates a 

hierarchy of identities in which all other group identities are subordinated. Hence, members 

of the in-group are those who share the primary identity. The remaining social categories 

are not identities as such; instead, they are aspects of self that are embedded within the 
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primary group. A mother family physician who gives prevalence to her professional 

identity as a family physician will only regard other family physicians as in-group members 

while, on the other hand, being a mother would be a characteristic that would define what 

kind of family doctor she is.  

c) Compartmentalization. A third way to represent multiple identities is through 

differentiation and isolation of each one. Each identity would emerge depending on the 

situation the person is in, therefore leading to context-specific identities. In the example of 

a mother working as a family physician, under certain conditions (e.g., at the clinic, during 

a patient encounter), her social identity would be that of family doctor, whereas in other 

contexts (e.g., at home), her dominant identity would be that of mother. As her identities 

are in constant shift, the in-group/out-group members also vary.     

d) Merging. In the final model, the individual recognizes and embraces different and even 

conflicting identities in an inclusive form creating a merged identity. Hence, anyone who 

shares any of the self’s identifications will be part of the in-group. In other words, “social 

identity is the sum of one’s combined group identifications” (Roccas & Brewer, 2002, p. 

91). For the family physician who is also a mother, her identification with her profession 

would go beyond the differentiation between mother and non-mother. Similarly, her 

identification with the social category of mother goes beyond the divide between family 

doctors and non-family doctors. Regardless of context and situation multiple identities are 

salient, meaning a merged identity is both inclusive and diverse.   

The concept of complexity used by Roccas and Brewer (2002) is derived from the previous 

work of other cognitive psychologists (Abelson, 1959, 1968; Kelman & Baron, 1968; Tetlock, 

1986). In general, complexity refers to different strategies that are used to resolve tensions between 

potentially conflicting sets of beliefs and attitudes, which may be related to different social groups. 

Thus, out the four models, intersection is the least complex one as it reduces multiple social 

categories into a single social identity, which is highly exclusive. Dominance would also be 

considered a low-complexity model as it negotiates conflicts between groups through a single in-

group/out-group dichotomization. Compartmentalization has a higher level of complexity in which 

two or more identities are fully recognized, and yet there is not an attempt to reconcile them. 

Finally, merging is the highest level of complexity as there is both recognition and integration 

between potentially conflicting social identities, making this model the most inclusive.  
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The importance of social identity complexity lays in its consequences. The ways in which 

individuals relate to others might depend on their subjective representation of the in-groups to 

which they belong. According to Roccas and Brewer (2002), social identity complexity has 

profound implications for intergroup relations and therefore tolerance of out-group members. 

“Social identity complexity is based on chronic awareness of cross-categorization in one's own 

social group memberships and those of others” (p. 102). 

Roccas and Brewer (2002) argue that social identity complexity is related to out-group 

tolerance, which reduces bias and discrimination. Having a complex social identity would signify 

reducing distinctions between in-group and out-group; differences between groups are lessened, 

thereby reducing intergroup discrimination. In conclusion, social identity complexity offers a 

theoretical framework for understanding how people make sense of the social categories to which 

they belong, how they manage their multiple identities, including their professional ones, and how 

these processes influence the way in which they relate with others.   

2.3.3 Theories with a social or collective perspective 

2.3.3.1 Us and Them: Social identity theory  

Social identity theory, as described by Henry Tajfel and John Turner (1986) crosses the 

conventional limits of social psychology. It has influenced different disciplines such as political 

science and organizational behaviour as well as language and communication studies (Spears, 

2011). Social identity theory is based on the assumption that identity is formed through a two-way 

process that involves an internal conversation defining ourselves (i.e., who I think I am), in relation 

with how I am perceived by others, in other words, who I think that you think I am (Jenkins, 2008). 

As Monrouxe (2009) claims, “identities are negotiated as we interact with others, and with 

ourselves, through sense-making activities” (p. 42).  

Social identity theory considers social self-concept to be an extension of personal identity. 

It is more than just a domain of the individual self-reflection (Tajfel & Turner, 1986; Turner, Hogg, 

Oakes, Reicher, & Wetherell, 1987). To further understand this, one must first have in mind that 

the set of characteristics that differentiates a person in a social context is what shapes the personal 

identity. Social identities, on the other hand, “are categorizations of the self into more inclusive 

social units that depersonalize the self-concept, where I becomes we.” (Brewer, 1991, p. 476).  

Brewer (1991) graphically depicted the social identity theory (Figure 1) as a representation 

of the interrelation between personal and social selves which symbolizes the paramount influence 
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of context in our self-reflection. The centre of the bullseye corresponds to the personal identity, 

whereas the concentric circles are different settings in which the individual is immersed in a 

constant process of social comparison. Under this model the definition of identity changes 

according to the frame and, therefore, the self-concept is extended or compressed.  

The model can be applied to the case of a family physician working at a given hospital (see 

Figure 1). At the individual level, the physician will conceptualize his/her personal identity by 

carrying out an exercise of social comparison with the first frame; their partners. During this 

exercise, characteristics that will emerge are those which make this person different from the 

others, such as accomplishments, ideas, clinical interests, and professional expertise. 

At the social level, there are also several frames for analyzing the social identity of this 

family physician. Firstly, the doctor is a member of the department of family medicine. In this 

context, the social comparison is made by contrasting the department as a group to other medical 

units at the same hospital. In this case, the emerging features of the physician’s self-concept are 

those which he/she has in common with fellow family doctors.  Secondly, a broader level of 

identification is the hospital as an organization, meaning other hospitals become the comparison 

points. Finally, at a more general level, there is the medical institution which is contrasted against 

other professions.  

 

Figure 1. Personal and social identities of a family physician. Adapted from Brewer (1991) 

 Therefore, social identity is “that part of an individual’s self-concept which derives from his 

[sic] knowledge of his [sic] membership of a social group” (Tajfel, 1981, p. 255). The sense of 

belonging to a group has both value and emotional meaning. Social identification is a process 
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“whereby people come to perceive themselves more as the interchangeable exemplars of a social 

category than as unique personalities” (Turner et al., 1987, p. 50). 

This theory is the meeting point of two sociological concepts: social categorization and 

social comparison. The former establishes that in order to understand the social world, individuals 

create categories (social groups) which “transform continuous variables into discrete classes” 

(Brewer, 2007, p. 732). As a consequence, differences between individuals belonging to the same 

group are reduced and, conversely, intergroup differences are stressed. In other words, social 

categorization has, as a result, in-group(we)/out-group(they) divisions, which carry an emotional 

value; this is the so-called social comparison (Brewer, 2007). Individuals become connected to 

others due to such collective identity and their common connection to the group (Roccas & Brewer, 

2002). 

2.3.3.2 Symbolic interactionism 

Symbolic interactionism is a theory which in general argues that symbols base and guide reality 

(Aksan, Kısac, Aydın, & Demirbuken, 2009). These symbols have meanings which emerge from 

human interaction in social contexts. Thus, this theory examines interactions between people as 

well as the symbols and meanings arising from them (Aksan et al., 2009).   

The philosopher-psychologist George H. Mead and philosopher Charles W. Morris defined 

some of the theoretical bases of symbolic interactionism. These scholars considered that symbols 

develop the mind and therefore, the ways in which people think of themselves (Mead & Morris, 

1962). Subsequently, sociologist Herbert Blumer (1969) introduced the term ‘symbolic 

interaction,’ and, as such, is considered to be the founder of the theory. Blumer claims three 

fundamental premises: people impose meaning – in the form of ‘physical attachment’ – to symbols 

(e.g., objects, events, phenomena); this meaning is a result of social interaction; and meaning is 

not an intrinsic feature of symbols (Aksan et al., 2009; Blumer, 1969).  

Symbolic interactionism relates to the concept of identity because, as Serpe and Stryker 

(2011) argue, human are social creatures by nature, and society, in turn, mirrors how people see 

themselves. In this sense, self – in particular the social self – becomes a core concept in symbolic 

interactionism. Self, is in turn, is composed of a variety of identities or internalized role 

expectations. Indeed, “self is defined and developed in interaction, a product of a looking glass 

process involving impressions of how we appear to others, impressions of others’ assessments of 

us, and our feelings of pride or shame deriving from these imaginations” (Serpe & Stryker, 2011, 
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p. 227). In other words, following symbolic interactionism principles, self and identity are products 

of individuals’ experiences and interactions in social contexts.  

2.3.3.3 Communities of practice and social learning theory 

Constructivism, as a learning paradigm, argues that individuals construct new knowledge through 

reflecting on their experiences (Steffe & Gale, 1995). The social learning theory of Jean Lave, 

social anthropologist, and Etienne Wenger, educational theorist, lies under the umbrella of 

constructivism. This theory argues that learning experiences take place within social groups or 

communities of practice, thus stressing thus the social nature of learning (Lave & Wenger, 1991).  

A community of practice is defined as “a persistent, sustaining social network of individuals 

who share and develop an overlapping knowledge base, set of beliefs, values, history and 

experiences focused on a common practice and/or mutual enterprise” (Barab, Barnett, & Squire, 

2002, p. 495). Three fundamental components outline a community of practice. Firstly, domain, 

which refers to a collective body of knowledge which has clear limits and promotes a common 

group identity (Snyder & Wenger, 2010).  Secondly, community, which refers to the social network 

where learning takes place (Snyder & Wenger, 2010). Finally, practice, which concerns a set of 

skills, tools, ideas, language, and frameworks that the community shares (Wenger, 1999). At the 

same time, communities have ‘regimes of competence;’ that is, norms, standards, and ways of 

being and acting (Wenger, 2010).  

Social learning theory depicts the idea of the learner as someone wishing to join a given 

community voluntarily. The individual becomes a member by moving from legitimate peripheral 

participation, in which he/she obtains the skills and learn the knowledge, and then, gradually 

moves to full participation. Thus, the community of practice framework implies that learners 

gradually become members of a profession by moving from activities such as observation and 

imitation to performing complex tasks without supervision (Cruess et al., 2015). This process 

results in the learner gaining recognition, acquiring a community member identity and, therefore, 

accepting its regime of competence (Cantillon et al., 2016; Cruess et al., 2018; Lave & Wenger, 

1991; Wenger, 2010).  

The concept of identity is indeed central in communities of practice theory. Members of a 

community – both newcomers and ‘old-timers’ – constantly regulate their ways of thinking and 

acting in relation to the evolution of the regime of competence (Wenger, 1999).  Thus, the 

communities of practice framework considers identity formation as a continuous process of 
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“interpreting and reinterpreting oneself as a certain kind of person in a given context” (Jarvis-

Selinger et al., 2012, p. 1188). 

2.3.3.4 Organizational identity 

Organizational theorists Stuart Albert and David A Whetten (1985) introduce the concept of 

organizational identity. These scholars consider “identity within an organizational setting (…) [as] 

clear, distinctive, important, useful and measurable” (p. 264). In general, organizational identity is 

the members’ shared beliefs which answer the questions: ‘who are we as an organization?’ and 

‘what do we want to be?’  

 Albert and Whetten (1985) define three criteria for defining identity. Firstly, the criterion 

of claimed central character. This states that identity is the features that are considered to be the 

‘essence of the organization.’ Secondly, the criterion of claimed distinctiveness. This refers to the 

characteristics of organizations that differentiate them from others. Thirdly, the criterion of 

claimed temporal continuity, which stands for those characteristics that remain the same over the 

time. Organizational identity is, according to these scholars, central, distinctive, and enduring. 

Thus, they present organizational identity as foremost a defined and static construct.  

The concept is later revised by Whetten (2006), who makes a parallel between organizational 

identity and individual identity by considering organizations as if they were individuals and not 

only as collectives. He also equates organizational identity with an individual’s sense of 

uniqueness and self-definition and argues that these concepts influence organizations’ actions and 

governance.   

Whetten (2006) builds on the work of Albert and Whetten (1985) by using the central, 

distinctive, and enduring characteristics of organizational identity. In this revision, he considers 

organizational identity as the “central and enduring attributes of an organization that [positively] 

distinguish it from other organizations” (p. 220). Those attributes are then reflected in an 

organization’s programs, policies, and values. This notion echoes the principles of the Optimal 

Distinctiveness theory (Brewer, 1991) which, when applied to organizations is called ‘strategic 

balance’ meaning that organizations “should be as different as legitimately possible” (Deephouse, 

1999, p. 148). 

Organizational identity can evolve. However, this evolution is usually slow because 

organizational discourse should be consistent and does not generally tolerate ambiguity; hence the 

Albert and Whetten’s criterion of claimed temporal continuity (1985). Thus, organizational 
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identity is represented in ‘categorical imperatives.’ That is, what the organization – and therefore 

its members – should do in order to present themselves as a particular kind of social actor (Whetten, 

2006). Therefore, organizational identity represents then, a distinctive set of functions taking place 

in a distinctive structure during a particular circumstance. Hence, Whetten (2006) conclude that 

organizational identity is a construct that “lends itself to model building, hypothesis testing, and 

empirical measurement” (p. 229), and so is a positivistic standpoint of a social perspective of 

identity.    

Although Albert and Whetten introduced organizational identity, there are other 

organizational scholars who have worked on this construct. Alvesson et al. (2008), for instance, 

conceptualize identity as an ongoing activity in which individuals and organizations engage to 

“reproduce or transform their sense of self” (p. 15), adopting a more constructivist approach.  

Identity, they add, is a product of self-narratives, memoirs, and cultural elements. For Fiol, Hatch, 

and Golden-Biddle (1998), organizational identity defines individuals according to the broader 

social groups to which they belong, such as organizations. Identity for them is “the aspect of 

culturally embedded sensemaking that is self-focused” (p. 56). Similarly to Alvesson et al. (2008), 

Fiol et al. (1998) highlight that organizational culture (e.g., values, place in community, size, 

reputation) shapes organizational identity.  

Hospitals, departments, faculties, and universities are organizations. Therefore, 

organizational identity has been considered as a pertinent lens for providing greater insight into 

the clinical teacher  and medical professional identity research  (Cantillon et al., 2018).  

2.4 Medical Professional Identity 

Medical educationalists have, for several years, debated the best strategies for training medical 

students and residents to become competent physicians. Early on, it became clear that in order to 

achieve this goal, in addition to biomedical knowledge, training future health professionals should 

include other dimensions aiming at shaping their behaviours and attitudes. In 1957, Merton stated 

that the goal of medical education should be twofold; to teach learners the knowledge and skills 

of the profession, on the one hand, and to promote professional behaviour, on the other.   

Thus, the concept of medical professionalism began to emerge. Professionalism is defined 

by the Working Party of the Royal College of Physicians (2005) as an array of “values, behaviours 

and relationships that underpins the trust the public has in doctors.” Professionalism is mostly 

concerned with how physicians do things; that is their behaviours. Hence, it was proposed that 
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professionalism should be actively taught at all levels of physicians’ training. By the end of the 

1990s, it was regarded as a central component of medical education and more significantly, one of 

the objectives for training future physicians (Cruess & Cruess, 1997). Later discussions focused 

on how to adapt medical curricula to teach and assess professionalism (Cruess, Cruess, & Johnston, 

2000; Cruess & Cruess, 1997).  

Professionalism has since been re-examined and expanded to include the notion of 

professional identity formation (Jarvis-Selinger et al., 2012). The purpose of teaching 

professionalism, according to Cruess et al. (2014), is to guide the development of professional 

identity among learners. These authors also claim two main points. First, supporting the 

professional identity development should be a core concept in medical education, which was a 

matter which has been previously tackled by other scholars (Cooke, Irby, & O'Brien, 2010; Goldie, 

2012; Jarvis-Selinger et al., 2012). Second, the purpose of teaching professionalism has implicitly 

been assisting the professional identity development of learners. Thus, for Cruess et al. (2014), 

teaching professionalism “is a means to achieve an end” (p. 1448). Indeed, this argument was a 

call to shift the focus of medical education from an understanding of the behaviours expected of a 

professional to examining its psychological and social bases. That is, a shift from professionalism 

to professional identity; from doing to being.  

For Cruess et al. (2014), the medical professional identity is “a representation of self, 

achieved in stages over time during which the characteristics, values, and norms of the medical 

profession are internalized, resulting in an individual thinking, acting, and feeling like a physician” 

(p. 1447). Therefore, to understand medical professional identity, we need to comprehend what is 

like to be a medical practitioner. These scholars also stress that the definition of ‘physician’ is not 

static; instead, it is socially reconstructed and varies depending on the context.  

Two frameworks have been particularly influential on professional identity research in 

medical education, which will be discussed below: professional identity formation (Cruess et al., 

2015) and identity formation and maintenance (Goldie, 2012). 

2.4.1 Medical professional identity formation as seen by Cruess et al. (2015) 

Cruess et al. (2015) propose a schematic representation which places professional identity 

formation in the medical education context (see Figure 2). This framework, they argue, might help 

medical educators support identity formation. They based this work on previous approaches 
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(Skorikov  & Vondracek 2011; Vignoles et al., 2011) which suggested that identity represents the 

sum of the influences of three domains: individual, relational, and collective.  

 Medical students enter medical school with their primary identity, which has been formed 

through the influences of many factors such as sex, race, culture, and previous experiences, among 

others (see Figure 2) (Cruess et al., 2015). During their training, medical students negotiate and 

hopefully accept the values of the medical profession (Cruess et al., 2014). This process comprises 

two levels: personal and collective. The personal level involves the psychological development of 

the individual, while the collective level refers to the socialization of the person “into appropriate 

roles and forms of participation in the community’s work” (Jarvis-Selinger et al., 2012, p. 1186). 

Figure 2 also highlights the fact that professional identity formation in medicine has a special 

feature; it has several stages of typically temporary and consecutive identities (i.e., student, 

resident) which leads to the physician identity (Cruess et al., 2015).  

 As described in previous sections, socialization is one of the key elements of identity 

development of the medical profession (Cruess et al., 2014; Monrouxe, 2010). Medicine is a 

community of practice that medical students wish to join (Cruess et al., 2018). Monrouxe (2010) 

highlights that the profession has rites of passage, which reflects identity development. That is, the 

transition from legitimate peripheral participation to full participation, authentic membership and 

more importantly, the acquisition of an identity related to the community of practice (Lave & 

Wenger, 1991). Some examples of these so-called rites of passages are formal, such as the white 

coat ceremony and graduation, while others are informal, such as contact with death, dissecting 

cadavers, or examining the first patient, among others (Monrouxe, 2010). These experiences shape 

the professional identity of medical students and residents. Cruess et al. (2014) argue that this 

process is not linear but rather cyclical and self-reinforcing, enhancing competence and 

confidence. They also add: “As the student, resident, or practitioner repeatedly plays a role, the 

role becomes internalized and a part of the self. The individual moves from ‘doing’ to ‘being’” (p. 

1448).  

Although the notion of making professional identity an objective or outcome of medical 

education might be valid, it may also seem like a simplification of the phenomenon itself. This 

rather positivistic approach might also raise questions such as how to assess professional identity 

in medical education? What happens if identity is not formed at the end of a particular physician 

training? What happens to the medical identity after residency? Cruess et al. (2015) recognize the 
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dynamic nature of identity, saying: “we emphasize that identity is not static and that the identity 

of a practicing physician will continue to evolve throughout his or her practice” (p. 720). 

Nevertheless, they do not discuss the professional identity construction of a practicing physician.  

 

 

 

Figure 2. Professional identity formation process. Adapted from Cruess et al. (2015) 

2.4.2 Medical professional identity formation and maintenance as seen by Goldie (2012) 

Goldie (2012) bases his framework on the Personality and Social Structure Perspective–PSSP 

(House, 1977). He claims this model is ideal for comprehending the phenomenon of identity 

formation as it considers three macro-structural levels of analysis and their interconnections, 

namely social structure, interaction, and personality. On the other hand, Goldie (2012) identifies 

social identity, personal identity, and ego identity as the micro-structural counterparts that 

respectively occur at the individual level (see Figure 3). 

Social structure concerns the general organization of society, where institutions are building 

blocks. Further, PSSP considers that this structure and its regulation, as well as the ways in which 

people interrelate to arrange social life all influence and regulate practices. At the individual level, 

people try to fit into the structure of the social categories in which belong, and thus social identity 
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emerges. In this case, Goldie (2012) considers the broad medical profession as a society including 

its traditions, rules, values, rites, and even hierarchy, in addition to customs and taken for granted 

presumptions.  

Social structure influences interactions between people, which is represented by arrow 

number 1 in Figure 3. Note that numbers are for reference and do not attempt to imply a specific 

order to the process. This influence has classically been understood as socialization, which 

provides the individual with the boundaries and possibilities of his/her identity. In turn, this process 

implies that the individual will have to negotiate a certain trait of his/her personality and, at the 

same time, that emerging identities might be validated or challenged by others (Goldie, 2012). It 

is here that identity dissonance might be an issue.  

The second level concerns interactions between members of society. These interactions are, 

according to the PSSP model, influenced by the roles and status that institutions assign to 

individuals. For instance, medical schools as institutions provide the role of ‘medical student,’ 

which impacts on these students’ day-to-day interactions with peers, clinical teachers, patients, 

and other healthcare professionals in their day-to-day relations. That said, if hierarchies also mould 

the social structure level, then these interactions take place within power relations. “Identities are 

therefore created within regimes of power” (Goldie, 2012, p. e642). At a personal level, 

interactions involve individuals’ personal identities, which results from a balance between their 

social identity and unique ways of being, echoing concepts from the previously discussed optimal 

distinctiveness theory (Brewer, 1991). Thanks to daily interactions and the ways in which others 

perceive us, social structure, values, norms, attitudes, and roles are internalized (see arrow 2 in 

Figure 3). This is what Goldie (2012) calls the “ego synthesis of self-representations and others’ 

appraisals” (p. e644).   

PSSP’s personality level refers to the cognitive structure (i.e., self, psyche) which has been 

mostly studied by developmental psychologists. Goldie (2012) calls this as the ‘Ego identity,’ a 

term previously coined by Erikson (1963). At this level, the ways in which intra-psychic factors 

deal with self-concept and its contextual situation regulate the behaviour. 

Individuals’ behaviours are a product of the internalization of their roles and places in a 

social category (Jenkins, 2008; Monrouxe, 2009; Tajfel, 1981). Arrow 3 (see Figure 3) represents 

the ways in which individuals produce representations of self, which are a result of the 
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internalization of social structures and roles in their ego identity. That is, they act as they are 

expected to do in a given interaction taking place at a specific context.  

Finally, daily interactions co-construct a social reality and multiple representations of 

individuals’ worlds (see arrow 4 in Figure 3). At the individual level, this arrow represents the 

interconnection between personal identity and social identity. Indeed, individuals initially portray 

certain social identity and so manage others’ perceptions about them, which in turn, shapes their 

personal identities. There is a behavioural element in identity development that “may become 

unconscious with continual role rehearsal” (Goldie, 2012, p. e645). 

Thus, Goldie (2012) offers a way of understanding identity co-construction as a dynamic 

and iterative process which stresses its relations with the macro aspects of society as well as how 

it can impact on social structures.  

  

 

Figure 3. Identity formation and maintenance. Adapted from Goldie (2012) 

2.4.3 Influences over medical professional identity formation 

Despite the differences between their frameworks, both Cruess et al. and Goldie seem to converge 

in terms of the elements that may influence professional identity formation process in the context 



 41 

of medical education. Although the socialization of future physicians is meant to be achieved 

through formal teaching, the hidden curriculum has been argued to have a more significant 

influence (Goldie, 2012). For instance, role models and mentors implicitly mould students’ 

identities, since they act as counsellors and points of reference for imitation during the clinical and 

nonclinical experiences. Other driving forces include learning environment, broader healthcare 

context, relationships with other members of the community (e.g., family, friends), feedback, and 

as discussed above, rituals (Cruess et al., 2015; Goldie, 2012).  

Despite professional identity being a complex concept to theorize, understanding the general 

outline of the process and its most relevant influences has been argued to have practical 

implications. If medical education is to be committed to promoting and supporting professional 

identity, then the strategy might be to ensure that those driving forces align with this propose. For 

instance, role models and mentors should be aware that they may influence the behaviour and even 

thoughts of the people with whom they interact (Goldie, 2012). Cruess, Cruess, and Steinert (2019) 

suggest that faculty development programs help clinical teachers to realize, for instance, their role 

as mentors and role models as well as to examine learning environments further. Institutions could 

also be proactive in supporting students and residents to integrate into their community of practice. 

Finally, it has been argued that motivating reflection among students could help them to become 

aware of the ways in which they are being changed, who they are, and whom they wish to become 

(Cruess et al., 2015; Cruess et al., 2019; Goldie, 2012).  

If one is to accept professional identity as a never-ending sense-making process, then we 

could argue that once in practice, professionals continue to mould his/her identities. However, 

medical education researchers tend to study identity among medical students and residents. 

Literature discussing professional identity formation for physicians already in practice is still 

scarce, and we know even less about that of clinical teachers. Nevertheless, this topic has interested 

education researchers and a handful of medical education researchers. The following section 

discusses teacher identity from the perspective of these scholars.  

2.5 Teacher and academic professional identities 

Education researchers seem to acknowledge the concept of professional identity as central to the 

teaching practice. Literature discussing teachers’ professional identity is emerging not only in 

primary and secondary education settings but also in higher education. It has been proposed that 

the formation of a teacher professional identity might be distinct for university teachers since they 
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have to combine the teaching role with other roles (Van Lankveld, Schoonenboom, Volman, 

Croiset, & Beishuizen, 2017). For instance, clinical teachers are expected to manage the roles of 

educator and medical practitioner and, depending on their situation, might also have other tasks.  

Lieff et al. (2012) introduce the concept of clinical teacher ‘academic identity,’ which 

encompasses the roles of educator, leader, scholar, teacher, and faculty developer. The process of 

academic identity development – and more broadly any identity – “involves interpreting oneself 

as a certain kind of person, presenting oneself as that person and being recognized as such in a 

given context”  (Lieff et al., 2012, p. 212). However, this process may trigger insecurity at both 

the individual level (i.e., clinical teacher) and the group level (i.e., medical education community) 

if there is neither a clear communication of the medical educator role nor clear expectations 

(Browne, Webb, & Bullock, 2018). Clinical teachers’ working context is complex. Cantillon et al. 

(2016) conducted a qualitative descriptive study and found that becoming a clinical teacher 

involves an identity negotiation between overlapping communities – clinical teams, teaching 

hospitals, and medical schools – each of which has its own its own regimes of competence (see 

communities of practice theory above). 

Teacher professional identity has been defined as a framework upon which teachers can 

build their teaching practice. Sachs (2005) argues that this professional identity guides educators 

to construct their ideas of how to act and understand their place in society; in other words, teacher 

identity influences both meaning making and decision making. Hence, she claims that “teacher 

professional identity stands at the core of the teaching profession” (p. 15). In addition, Beijaard et 

al. (2004) identify four features of the teachers’ professional identity: 

• First, professional identity is an ongoing process of meaning-making, interpretation and 

re-interpretation of experiences, a characteristic that was later mentioned by Sachs 

(2005). Identity formation never stops and is a lifelong process; it is not stable, fixed or 

imposed.  

• Second, professional identity emerges through the interaction of self and the social 

context. Thus, most scholars have adopted a socio-cultural perspective, which claims that 

identity does not develop in a vacuum; instead, it is formed in a context of social and 

cultural variables.  
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• Third, a teacher’s professional identity is multifaceted. It consists of a plurality of ‘sub-

identities’ that may either align or conflict. Ideally, a teacher should know how to manage 

these identities and deal with potential tensions.  

• Fourth, developing an identity should be explicit; it requires engagement. This means that 

teachers have to be active in their professional identity formation process. This feature 

resonates with the constructivist learning theory, which in general states that learning 

takes places through the activity of the learner. As Coldron and Smith (1999) claim, 

teachers should participate, recognize multiple ways of teaching, and share ideas so that 

they can locate themselves.   

2.5.1 A framework for understanding teacher identity formation 

Figure 4 represents the professional identity formation of a teacher, as proposed by Beijaard et al. 

(2004). In general, this graphic shows identity as a “process of practical knowledge-building 

characterized by an ongoing integration of what is individually and collectively seen as relevant 

to teaching” (p. 123). The professional self is formed by constantly moving into different 

dimensions: public-collective (quadrant 1), private-collective (quadrant 2), private-individual 

(quadrant 3), and public-individual (quadrant 4), as well as the interactions between them. Beijaard 

et al. (2004) add that current research on professional identity mostly focuses on the relationship 

between quadrants 2 and 3, and how this interaction has an effect on quadrant 4.  
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Figure 4. Teacher professional identity formation. Adapted from Beijaard et al. (2004). 

2.5.2 Influences over academic identity development 

As described previously, identity development encompasses interactions between individuals and 

their contexts. As such, scholars – both from education generally and medical education 

specifically – have focused on identifying influencing elements and examining how they facilitate 

or hinder the development of teacher identity. In general, one could classify these influences into 

two groups: those internal to each person, such as psychological processes, and emotions; and 

those external to the individual, such as working environment, experiences, relations, and staff 

development programs (Beauchamp & Thomas, 2009; Lieff et al., 2012; Van Lankveld, 

Schoonenboom, Volman, et al., 2017).  

2.5.2.1 Internal influences 

Psychological elements including emotions have been argued to influence how educators make 

sense of themselves (Beauchamp & Thomas, 2009; Van Lankveld, Schoonenboom, Volman, et 

al., 2017). Further, clinical teachers’ perceptions of their individual capabilities and self-
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confidence come into play (Lieff et al., 2012). As Van Lankveld, Schoonenboom, Volman, et al. 

(2017) argue, once teachers feel more confident in their role, they begin to develop a teacher 

identity.  

The juggling of multiple identities  is also an internal influence (Cantillon et al., 2018). 

Clinical teachers work in complex contexts and have multifaceted and overlapping tasks in clinical 

work and pedagogy (Steinert, Basi, & Nugus, 2017). In their daily practice, they are accountable 

to both patients and learners. Hence, they are expected to balance and integrate the professional 

identities of physician and educator to achieve what Steinert et al. (2017) call as ‘work-based 

teaching,’ such as finding educational strategies which allow for the embedded nature of pedagogy 

and clinical care. Clinical teachers have reported, nevertheless, that they are “concerned that their 

increasing commitment to their academic role might compromise their clinical competence” (Lieff 

et al., 2012, p. 211).  

Similarly, the plurality of demands has been reported to undermine the intrinsic satisfaction 

of clinical teaching (Starr et al., 2003). Teacher professional identity has sub-identities, which must 

be balanced to avoid conflict (Beauchamp & Thomas, 2009). Tensions may arise when integrating 

education worldviews into clinical practice. Maniate et al. (2016) report a series of strategies for 

dealing with multiple responsibilities that a handful of clinical teachers developed with during a 

conference. They call them ‘the four Ps:’ prioritize activities, plan ahead, persist with your 

passions, and partner with others.  

“We all have our story. Understanding and developing this story is essential to the successful 

development of our professional identity” (Monrouxe, 2010, p. 45). How a person enters into the 

teaching profession also seems to influence how their teaching identity is formed. Van Lankveld, 

Schoonenboom, Volman, et al. (2017) conducted a mixed studies review of university teacher 

identity. They reviewed 59 studies using a data-based convergent synthesis design by means of a 

qualitative thematic synthesis. They found that teachers who were practitioners before becoming 

educators tended to see themselves as professionals rather than teachers. Their credibility as 

teachers was due to their professional expertise. Nevertheless, this transition did not come without 

challenges, as they reported uncertainty and self-doubt when they realized that professional 

expertise was not sufficient to be a competent teacher. After some years working as teachers, some 

had acquired a teacher identity while others still considered themselves as professionals (Van 

Lankveld, Schoonenboom, Volman, et al., 2017). 
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2.5.2.2 External influences 

Work environments and, more specifically, institutions are the main locations in which 

identification occurs (Monrouxe, 2010). Indeed, several clinical teachers reported the importance 

of working in an environment that supports the formation of and transition to the educator identity 

(Browne et al., 2018; Lieff et al., 2012; Van Lankveld, Schoonenboom, Volman, et al., 2017). 

Similarly, the broader context of higher education – that is, the situation of education at both the 

national level and international level – influences beliefs around the teaching profession (Van 

Lankveld, Schoonenboom, Volman, et al., 2017). Those ideas inform the collective perception of 

teaching.  

Some clinical teachers have identified strategies that could improve their working 

environment so that it supports their educational roles. Networking opportunities, mentors and role 

models, sources of information, qualifications, and professional recognition are some of these 

strategies, all of which can be covered during a faculty development program (Browne et al., 2018; 

O'Sullivan, Niehaus, Lockspeiser, & Irby, 2009).  

Another external driving force influencing how teachers see themselves in their academic 

role is their professional experiences and interactions with students and fellow academics. On the 

one hand, contact with students strengthen university teachers’ professional identities, and on the 

other, colleagues serve as role models influencing teachers’ professional practice (Van Lankveld, 

Schoonenboom, Volman, et al., 2017). These interactions create a sense of belonging, thus 

fostering social comparison and ultimately creating a community of practice. One particular 

situation in which these communities of practice begin and new members are added is faculty 

development programs (Lieff et al., 2012; Van Lankveld, Schoonenboom, Kusurkar, et al., 2017). 

Participation in such activities improves self-confidence, fosters the internalization of a formal 

body of knowledge and skills, and offers networking opportunities with like-minded peers (Starr 

et al., 2003). Further, the discourses used in faculty development programs allows teachers to 

acquire educational vocabulary (Van Lankveld, Schoonenboom, Volman, et al., 2017). For 

instance, Lieff et al. (2012) state that the use of labels such as ‘educator’ and ‘scholar’ influenced 

how clinical teachers made sense of their academic role and their belonging to a group of 

academics.   
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2.6 Faculty Development 

Bland et al. (1990) define faculty development as formal activities that aim to assist and prepare 

faculty members for their roles as academics. Steinert (2014) highlights that faculty development 

emerges as a result of the need of having better prepared medical teachers since these professionals 

have complex and demanding roles that include teaching, leadership, and scholarship “in its 

broadest meaning” (p. 458).  

Faculty development literature mostly focusses on describing workshops, seminars, 

longitudinal programs, and degree programs; both formal and group approaches. However, 

Steinert (2011) argues that the scope of the concept of faculty development needs to be enlarged 

to include informal and individual approaches. Thus, she considers that self-directing learning 

activities, work-based learning, and peer mentoring should be considered as forms of clinical 

teacher training.  

To better understand the definition of faculty development, it is necessary to reflect on who 

should we consider as faculty. Sklar (2016) highlights that medical training is moving from 

traditional university hospitals to primary care and community health centers, therefore, creating 

an increasing need for better-prepared clinicians to deal with an academic role. Thus, Block, 

Sonnino, and Bellini (2015) argue that any person involved in an institution’s academic or 

scholarly activities could be considered faculty. These professionals would be involved at different 

levels in the roles of leadership, quality improvement, and teaching (Sklar, 2016), and therefore, 

would be potential participants of a faculty development program.   

2.6.1 Faculty development programs and teacher identity 

In general, education programs aim to produce graduates who are capable of dealing with 

theoretical ideas, competent in applying theory to complex work environments, and who possess 

professional attitudes which allow an ethical and reflective practice (Trede et al., 2012). In addition 

to this goal, education experiences have “a role in facilitating professional identity development 

by discussing transformative learning, reconciling personal and professional values, and by calling 

for increasing student participation and engagement” (Trede et al., 2012, p. 377). Beauchamp and 

Thomas (2009) explain that education programs seem to be an ideal starting point for instilling a 

sense of one’s identity and awareness of the changes that occur in that identity throughout time. 

Indeed, “preparation and training for a career is an important part of identity formation” (Cruess 

et al., 2015, p. 719).  
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Trede et al. (2012) analyze how an education program should be conceived to take into 

account identity development. These scholars argue that these learning experiences should be 

authentic, meaning that they should have a particular focus on behaviour and attitudes rather than 

theory. This emphasis may, in turn, encourage reflection since learners may question their self-

understanding and professional relations with others. After assuming and fulfilling that role, it is 

up to learners themselves to develop their professional identities. “Professional identity 

development requires students’ active engagement and agency in conjunction with appropriate 

support and mentorship from academics” (Trede et al., 2012, p. 378). 

Faculty development programs are therefore an occasion for clinical teachers to reflect on 

their identities, roles, and group dynamics. “Faculty development programs may want to include 

a menu of activities and resources that help preceptors define themselves as teachers” (Starr et al., 

2003, p. 825). Identity can be placed at the center of faculty development by giving educators an 

opportunity to reflect on their own identities, which would support their sense of self as 

professionals and make them aware of identity’s developmental process (Cruess et al., 2018; Sklar, 

2016). The notions of the academic identity are important because some authors claim that when 

faculty identify themselves as teachers, they will be more willing not only to teach but also to 

improve their teaching skills, and thus improve thus their satisfaction, and ultimately to have a 

positive influence on student learning (Stone et al., 2002).  

2.7 Summary of the Literature Review and identified knowledge gaps 

Identity and professional identity are complex concepts. Identity can be conceptualized from a 

positivistic stance, in which it is seen as a rather static and measurable construct – that is, as 

something that people have. Conversely, a constructivist position understands identity as a fluid 

and dynamic process which is in constant reconstruction – that is, as something that people use for 

making sense of themselves as well as behaving and interacting with others accordingly (Coldron 

& Smith, 1999). Further, identity involves both individual and societal dimensions. The former 

relates to internal aspects of identity, while the latter covers the influence of social interaction and 

cultural contexts (Cantillon et al., 2018).  

On the other hand, clinical teachers have multiple professional identities which they are 

expected to integrate in a meaningful way during their daily practice. Each of those identities is 

influenced by internal elements such as emotions and self-efficacy, and external forces such as the 

working context and the status of each identity. Numerous studies (e.g., Cantillon et al., 2018; 
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Lieff et al., 2012; Maniate et al., 2016; Steinert et al., 2017) report that one of the challenges 

clinical teachers face is finding the right balance between the multiple responsibilities they have 

in different domains, or as Snell (2012) defines it, achieving a “work-work balance” (p. 3). 

Although faculty development programs have been argued to support professional identity 

formation among such professionals, tensions between clinical and teaching roles remain rather 

unexplored (Cantillon et al., 2018).  

Professional identity has been given much attention by medical education researchers in 

recent years. They have focused on applying existing frameworks to study identity formation in 

the context of undergraduate and postgraduate medical education. As a consequence, there is a 

dearth of literature concerning professional identity research among practicing physicians and 

clinical teachers, and we know even less about this process for family medicine teachers. In short, 

there is a knowledge gap in medical education professional identity literature concerning how 

clinical teachers in family medicine see themselves, manage their overlapping roles, and how these 

processes influence their behaviour and interactions with others. Since faculty development 

programs are insightful opportunities in which clinical teachers may reflect on their professional 

identities, these educational activities are research opportunities to fulfill this knowledge gap. 

2.8 Research question 

The present research acknowledges the constant interplay between an identity’s individual and 

societal dimensions and examines in particular multiple identity management (individual 

dimension) among family medicine teachers in the context of a faculty development program 

(societal dimension). The research question that will guide the present study is as follows: How do 

clinical teachers in family medicine experience and make sense of their multiple professional 

identities in the context of a faculty development program? The following chapter describes the 

methodology used to answer this question. 
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3 METHODOLOGY 

3.1 Why Interpretative Phenomenological Analysis? 

As described at the end of the previous chapter, broad options for conceptualizing identity can be 

seen as a contrast between positivistic and constructivist views. Guided by my epistemological 

and ontological positions, in the present research, I adopted a constructivist stance. In addition to 

my theoretical stance, I believe that people are continually building the meanings of their identities 

by pondering their life experiences. Interpretative Phenomenological Analysis (IPA) uses a 

phenomenological approach framed in an interpretative paradigm which aims to explore lived 

experiences idiographically and inductively.  I decided to use IPA because, for me, there is a 

congruence between my conceptualization of identity, the identified knowledge gap, and the 

research question, on the one hand, and this qualitative methodology, on the other.  

3.2 Interpretative Phenomenological Analysis: theory and features 

IPA was the research methodology utilized in this research. IPA is engaged in comprehending the 

ways in which people conceptualize their personal and social world while acknowledging the 

researcher’s active role in this interpretation. This methodology originated from health psychology 

and was first introduced by Jonathan A. Smith (1996, 2004). It is appropriate for answering what 

and how questions. In general, it is a naturalistic strategy that aims to explore in-depth how people 

make sense of their personal and social worlds, and how participants respond to a specific 

phenomenon; in this case clinical teacher professional identity. The methodology adopts an 

insider’s perspective while acknowledging the researcher’s active role in this interpretation. 

Researchers should consider IPA when they are interested in understanding how people perceive 

the specific situations they face. Thus, by using IPA, scholars gain a richer picture of a person’s 

lived experience (Smith, 1996, 2004; Smith & Osborn, 2007).  

IPA considers that humans are cognitive, linguistic, affective, and physical beings. Thus, it 

presumes a link between what people say and what they think and feel. Indeed, Smith and Osborn 

(2007) assert that IPA’s analytical concern for cognition, sense-making, and mental processes, 

supposes a theoretical commonality with the cognitive paradigm, which is the prevailing approach 

in current psychological research. However, whereas most cognitive psychologists use quantitative 

methodologies, IPA uses in-depth qualitative methodologies (Smith & Osborn, 2007).  
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IPA is grounded in two philosophical schools: phenomenology and hermeneutics. In general, 

phenomenology seeks to identify – through people’s perceptions – the components which make a 

given phenomenon or experience unique (Pietkiewicz & Smith, 2012).  It is an inductive 

endeavour that requires researchers to bracket their preconceptions and so allow the phenomenon 

to speak for itself (Pietkiewicz & Smith, 2012). Hence, IPA is phenomenological in terms of its 

interest in the “individual’s perceptions of objects or events” (Smith, 2004, p. 279).  

The term hermeneutics derives from a Greek word meaning ‘to interpret’ or ‘to make clear.’ 

This philosophical school argues that “one needs to comprehend the mind-set of a person and 

language which mediates one’s experiences of the world, in order to translate his or her message” 

(Pietkiewicz & Smith, 2012, p. 2). IPA researchers should analyze participants’ accounts of 

personal experiences as if they were in those participants’ shoes.  Thus, IPA is also based on 

hermeneutics, recognizing the researcher’s role during this endeavour. Indeed, an IPA study 

employs double hermeneutics. As JA Smith (2004) explains, “the participant is trying to make 

sense of their personal and social world, [while] the researcher is trying to make sense of the 

participant trying to make sense of their personal and social world” (p. 279). Analysis therefore 

involves a two-stage interpretation process whereby the researcher moves between the emic 

position (i.e., the participant’s sense-making) and etic standpoint (i.e., the analyst’s sense-making) 

(Green & Thorogood, 2014; Pietkiewicz & Smith, 2012).   

In addition to the above-mentioned theoretical foundations, IPA has three characteristics: it 

is idiographic, inductive, and interrogative. First, it is idiographic because analysis begins with the 

independent, in-depth examination of the first case until the researcher arrives at a closure. The 

researcher will then ‘bracket’ this first analysis before moving to the second case, and so on 

throughout the group of cases (Smith, 2004). After analysing each case, there is one last cross-

analysis, looking for convergence and divergence across cases. In other words, the idiographic 

approach means that there is an exploration of single cases before arriving at general conclusions. 

Second, IPA is mostly inductive; while most research includes an interchange between induction 

and deduction, this research approach allows unexpected themes to emerge. In this study, there 

was no interest in verifying a specific hypothesis regarding the processes of identity formation 

among clinical teachers. Finally, IPA is characterized by being interrogative. As Smith (2004) 

argues “the results of the analysis do not stand on their own” (p. 283); they are analyzed in relation 

to the existing literature.  
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In conclusion, IPA is a systematic and rigorous qualitative methodology which demands that 

researchers be open “to see the world through someone else’s eyes and […] control a temptation 

to a priori impose conceptual categories” (Pietkiewicz & Smith, 2012, p. 9). Considering the 

characteristics and theoretical underpinnings that IPA encompasses, it appears to be the most 

appropriate and consistent design for answering the proposed research question. 

3.3 Research setting 

In 2016, the Department of Family Medicine at McGill University created the ‘Family Medicine 

Innovations in Learning’ (FMIL) unit to support the development of innovative blended education 

programs using online educational technology. The present research took place in one of these 

blended education programs which was developed with the division of Faculty Development in 

the Department of Family Medicine. More specifically, the program was implemented in a 

Brazilian Faculty of Medicine and so learners included thirty-five Brazilian clinical teachers whose 

daily activities comprised teaching and clinical practice. The program was divided into two 

components:  

1. Distance Learning Program – twelve asynchronous online modules with lectures, online 

discussions, readings, and assignments given by professors from the Department of Family 

Medicine, each of which was followed by synchronous face-to-face sessions using video 

conferencing among instructors and all the participants. 

2. Enrichment Program – consisting of onsite sessions in Brazil during one week with the aim 

of integrating and practicing concepts from the online component (Carver, Rodríguez, 

Simmons, & Bergman, 2017). 

3.3.1 Medical and family medicine education in Brazil   

In 1988, Brazil designed and implemented a universal health system (Sistema Único de Saúde – 

SUS). This was the starting point of a series of reforms that shaped the current Brazilian medical 

education model (Falavigna et al., 2013). The goals of such reforms were twofold. The first goal 

was to rethink the classic hospital-centred/Flexnerian education model and move towards a 

paradigm of integration between stakeholders, which would strengthen ties between the health 

system, the universities, and the community. The second goal was for “training a humanistic, 

generalist, ethical, critical, and reflexive professional, directed at the primary healthcare level” 

(Falavigna et al., 2013, p. 725). 



 53 

Medical students begin their training in a primary care setting close to the community and 

progressively move to secondary and tertiary levels. Undergraduate medical education has a 

duration of six years, which includes two years of internship. After completing this program, 

students are granted a medical degree and are able to enter the work market (Falavigna et al., 2013). 

Therefore, as in many other Latin-American countries (e.g., Argentina, Chile, Colombia, Mexico, 

Peru), in Brazil, it is not mandatory to undergo postgraduate medical education to practice 

medicine (Falavigna et al., 2013; Reussi, 2018). Ways to referring to these professionals vary 

greatly between contexts. I will refer to those physicians who have not undergone a medical 

residency as medical doctors.  

In 1986, following the resolutions nº 29/86 and nº 1232/86, the Brazilian Federal Council of 

Medicine recognized the specialty of medicina geral comunitária (general community medicine) 

(Monteiro de Souza Netto, 1986). Then, in 2002, this specialty’s name was changed to medicina 

de família e comunidade (family and community medicine) (Sociedade Brasileira de Medicina de 

Família e Comunidade, n.d.). This residency has a duration of two years, as it does in Canada 

(Comissão Nacional de Residência Médica, 2002). In this research, I will refer to this specialty 

using the term of family medicine and to the professionals practising this discipline as family 

physicians. 

In sum, one may find two types of medical professionals in the setting of the Brazilian 

primary care: medical doctors on the one hand, and family physicians, on the other. One example 

of this is the so-called Family Health Program (PSF, Portuguese for Programa de Saúde da 

Família), which refers to groups comprised of one family physician, one medical doctor, three 

nurses, and community health workers. Such interprofessional groups are responsible for 

preventive health activities for a geographically designated area homing between 600 and 1000 

families (Falavigna et al., 2013).       

3.4 Participants and sampling strategies 

IPA aims to analyze in-depth lived experiences, to understand how people make sense of their 

personal and social worlds. IPA entails an in-depth interpretation of the cases included. This level 

of examination is only possible through a small but appropriate sample size (Smith, 1996, 2004; 

Smith & Osborn, 2007). Regardless of the number of participants, however, one should be 

reflective and critical to ensure that the final sample allows for in-depth engagement with each 

participant and detailed examination of convergence and divergences across cases (Smith & 
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Osborn, 2007) as well as the ability to meet research timelines. IPA should also highlight both the 

unique individual characteristics and shared features of the group (Smith, Flowers, & Larkin, 

2009). 

 The one-year blended education program for faculty development offered by the McGill 

Department of Family Medicine offered an ideal opportunity for answering the current research 

question. Learners enrolled in this program worked in complex context and had responsibilities 

that involved patient care, teaching, and learning, and were therefore clinical teachers undergoing 

training and so could be presumed to be living with multiple professional identities. Therefore, all 

thirty-five clinical teachers were invited to participate in the investigation and were asked to fill 

an online form in which they provided their demographic data, information on their years of 

teaching and clinical experience, and language proficiency in both English and Spanish. In total, 

fourteen clinical teachers answered the invitation.  

According to those responses and the requirement for a minimum participation in the 

program of 80%, I selected a final sample of six participants, using maximum variation sampling 

as a variety of the general purposive strategy. This sample gave me the possibility of identifying 

similarities and differences across participants without having an overwhelming amount of 

qualitative data. Further, this sample size allowed me to focus on the “depth rather than breadth” 

(Pietkiewicz & Smith, 2012, p. 4).  

IPA studies aim for a fairly homogenous sample (Pietkiewicz & Smith, 2012; Smith & 

Osborn, 2007). The sample of participants was homogenous in the sense that the participants were 

all teachers in family medicine who worked at the same hospital and were enrolled in the same 

blended learning program for faculty development. However, when selecting the participants, I 

looked for different backgrounds in terms of sex, age, years of clinical experience, and years of 

teaching experience. Finally, I also took into account potential participants’ proficiency in either 

Spanish or English – my first and second languages respectively – since according to Smith, a 

“prerequisite” of conducting IPA studies is a concordance between researcher and participant 

language (Smith, 2004). Nevertheless, interviews were performed in the presence of a Portuguese-

speaking interpreter if the participant requested this via the online invitation. 

The chosen participants taking part in this study were given pseudonyms to protect their 

anonymity. These pseudonyms were Luiz Campos, Marcos Gonçalves, Aline Monteiro, Fernanda 
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Batista, Pedro Nascimento, and João Silva. Table 1 contains an overview of participants’ 

characteristics including age, current occupation, and years of clinical and teaching experience. 

Table 1. Participants characteristics 

 Age 

Years of 

clinical 

experience 

Years of 

teaching 

experience 

Occupation 

Luiz Campos 25 3 1.5 Family physician and preceptor 

Marcos 

Gonçalves 
32 9 2 

Second-year family medicine 

resident 

Aline Monteiro 33 10 6 Family physician and preceptor 

Fernanda 

Batista 
33 10 6 Family physician and preceptor 

Pedro 

Nascimento 
46 20 8 

Teacher and continuing 

education supervisor 

João Silva 54 28 5 

Teacher, family medicine 

residency and community 

health program coordinator, 

and health adviser 

 

3.5 Methods for generating data 

IPA was conceived as an approach that seeks to derive a detailed picture of the ways in which 

participants make sense of and perceive a personal lived experience. Therefore, in-depth semi-

structured individual interviews which focus on the exploration of a participant’s lived experience 

have been argued to be a flexible data collection instrument suitable for this kind of purposes 

(Pietkiewicz & Smith, 2012; Smith, 1996, 2004; Smith et al., 2009; Smith & Osborn, 2007). While 

structured interviews are similar to questionnaires, as the interviewer should strictly follow the 

interview guide, during a semi-structured interview, the guide is used as a flexible reference point.  

There are other advantages which additionally make this method an appropriate for the 

current study. First, semi-structured interviews facilitate the rapport as they are intended to be 

conversations with a purpose; participants relate their own experiences using their own words 

while the interviewer acts as an active and inquisitive listener (Smith et al., 2009). Moreover, these 

interviews may produce richer data as the participants have the chance of telling their experiences 

in a free and reflective manner (Smith et al., 2009). Last but not least, this method for collecting 

data allows the researcher to delve into interesting and relevant issues by modifying questions in 

the light of the participant’s responses (Smith, 2004; Smith et al., 2009; Smith & Osborn, 2007). 



 56 

To sum up, in-depth interviews facilitate obtaining rich, detailed, first-person accounts from the 

participants’ experiences (Smith et al., 2009).  

As such, I conducted in-depth semi-structured one-to-one interviews with the six chosen 

participants. The interviews took place and were video-recorded between the ‘Distance learning 

Program’ and the ‘Enrichment Program;’ that is, at a time when participants had been in the 

program for one year. Interviews lasted 1 hour and 26 minutes on average – the duration of each 

interview is provided in the Table 2 – and were video-recorded. For pragmatic reasons, interviews 

were held on the Zoom video-conferencing platform. Five of the interviews were conducted in the 

presence of a Portuguese-speaking interpreter.  

Table 2. Interviews’ duration 

Participant name Interview duration 

Luiz Campos 1 hour and 28 minutes 

Marcos Gonçalves 1 hour and 45 minutes 

Aline Monteiro 1 hour and 10 minutes 

Fernanda Batista 1 hour and 13 minutes 

Pedro Nascimiento 1 hour and 37 minutes 

João Silva 1 hour and 26 minutes 

 

Regarding the conversation language, three were conducted mainly in Portuguese, two in English 

and one in Spanish. Before each interview, I introduced myself, explained the purpose of the study, 

and clarified any concerns the participant might have.  

Semi-structured interviews demand that the interviewer achieves an appropriate balance 

between talking and listening. The interviewer is expected to facilitate rather than prescribe the 

order of the encounter (Smith & Osborn, 2007). Although the interview guide may appear 

structured (see Appendix 1), I designed it only for personal reference, and I did not necessarily 

raise the questions in order one by one. Conversely, I sought to ask broad questions, guiding the 

interviewee through five main topics. The first was an introduction, wherein the intention was to 

identify in an inductive manner the professional identity(ies) the participants perceived themselves 

as having. This was followed by an exploration of the participants’ lived experiences as 

professionals. The purpose here was to allow the interviewee to recognize additional professional 

identities and their management – this element was the bulk of the interview. The following section 

dealt with participants’ perceptions of their relations with in-group and out-group members. Next, 
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if not mentioned already, a question was posed concerning participants’ experiences in the faculty 

development program and its relationship with their professional identities.  

Identity and professional identity are complex concepts to define. At the same time IPA 

assumes that participants are cognitive beings who are able to make sense of their experiences 

(Smith & Osborn, 2007). Therefore, one of the questions required the participants to represent how 

they see themselves as professionals using just a piece of paper and a pen. It was up to each one 

of them to do this exercise through a drawing, a diagram, a phrase or any creative representation. 

This approach was a means to help them with the meaning-making process. The final 

representation was a metaphor or prompt to get closer to their experience as professionals and help 

the flow of the conversation. 

I hold a brief discussion with the Portuguese interpreter at the end of the interviews in which 

she participated. In these conversations, we discussed logistical matters, the interview guide and 

initial impressions about the interview. Afterwards, I transcribed verbatim those interviews 

conducted in English and Spanish, while the interpreter transcribed and translated into Spanish 

those in Portuguese. It is important to note, however, that the interpreter was not involved in the 

later stages of the study. Each transcript includes additional valuable information, for example 

silences, laughs, and non-verbal behaviour, which was accessible thanks to the video recording.  

3.5.1 Video-conference interviews as an interview format 

Video-conference interviews have several advantages over in-person interviews. According to 

Brown (2018), participants tend to feel less intimidated by these interviews than they would by 

conventional interviews since most interviewees have already had experience with such software, 

which they may be able to use from their homes while retaining control of how much of themselves 

or their private spaces they show. Video conference interviews offer convenience and safe distance 

to the participant (Longhurst, 2016). In my case, I felt that the interviews were intimate in the sense 

that all participants gave their interviews from their homes, so I felt close to them during the 

conversation. In addition, the option of recording video enriched the qualitative data adding body 

language and gestures to the analysis, a notion mention by Brown (2018).  

Video-conference interviews have, nevertheless, issues of which researchers should be 

aware so that they can address them adequately. Practically speaking, internet connection speeds 

from both interviewees and interviewer are a paramount concern and may affect the smooth 

progress of the conversation.  Methodologically speaking, researchers may feel the interviews to 
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be different and less authentic than traditional interviews as video-calls usually only show the face 

rather than the whole body of the participant. Similarly, limited senses are involved – “vision and 

aural not touch, smell, and taste” (Longhurst, 2016, p. 34). Finally, the lack of a shared physical 

space limits the use of other modes of sensorial interaction such as a handshake or simply sharing 

a cup of coffee.  

All my participants live in Brazil, while I live in Montreal, Canada. Conducting qualitative 

interviews using a video-conferencing software such as Zoom was, therefore, a reasonable option 

given this geographical spread, in order to achieve what Deakin and Wakefield (2014) refer to as 

“geographical proximity” (p. 607). However, I found that being there on camera having 

conversations with them and yet not being there for real was a challenge as interviewer. It 

demanded a reflective position on my part as I had to make a conscious effort to feel beside the 

person on the screen and ignore the screen itself.  

Finally, since participants might feel more comfortable in online interviews, they may over-

disclose private stories, leading to ethical concerns (Brown, 2018; Longhurst, 2016). For instance, 

one participant disclosed his sexual orientation, which led to an ethical concern as this meant he 

might be more easily identified. I discussed this situation with my thesis advisory committee, and 

we jointly decided to recontact the participant and ask him directly whether or not he wanted this 

information to appear. Once he agreed, I took the opportunity to ask some more questions to 

explore this information.  

3.6 Methods for analyzing data 

The qualitative data gathered through the semi-structured interviews were analyzed using the 

thematic analysis approach to IPA studies proposed by Smith, Flowers, and Larkin (2009). The 

primary purpose of this analysis was to enter each participant’s psychological world by stepping 

into his/her shoes as far as possible, therefore gaining the insider’s perspective (Pietkiewicz & 

Smith, 2012; Smith & Osborn, 2007). This goal supposed going beyond description to identify 

underlying beliefs and constructs in each interview. Thus, the focus of the analysis was on 

understanding the content and complexity of the data and examining the meanings each participant 

gave to their experiences (Smith et al., 2009). Therefore, there was an interpretative, iterative, and 

inductive engagement with the transcripts which was intended to capture the clinical teachers’ 

personal and social worlds.  
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I followed the steps suggested in Smith et al. (2009), namely: (1) reading and re-reading, (2) 

initial noting, (3) developing emergent themes, (4) searching for connection across emergent 

themes, (5) moving to the next case, and (6) looking for patterns across cases. This means there 

were two levels of analysis: within-case (steps 1 through 4) and across-cases (steps 5 and 6), each 

of which followed the aforementioned idiographic approach of IPA (Smith, 2004). At the same 

time, I tried to allow space for thinking, re-thinking, revision, creativity, and iteration, as I 

understood that the analysis in an IPA project is not unidirectional. Finally, this qualitative analysis 

was conducted with the aid of the qualitative data analysis software NVivo® 12 for Mac. The 

following section contains a description of the six steps of analysis and how I approached each 

one.   

3.6.1 Step one: Reading and re-reading 

The purpose of this initial stage was to immerse myself in the transcripts. I carefully read and re-

read the transcripts, and at the same time, I watched each interview video recording. This meant 

that I was able to ‘hear’ each participant’s voice in my head as I conducted subsequent steps of the 

analysis. Furthermore, this step allowed me to identify the richest sections of each interview and 

write initial impressions, always keeping in mind that the participant was the focus of the analysis.  

3.6.2 Step two: Initial noting 

This step was the most detailed and time-consuming one for each case. The purpose here was to 

write comprehensive notes or comments about everything of interest in the transcript by examining 

“semantic content and language use on a very exploratory level” (Smith et al., 2009, p. 83). 

Therefore, I had to read carefully in order to ensure I was not just commenting on what I expected 

to find; rather, I had to stay close to the participant’s own meanings.  

Following the suggestions of Smith et al. (2009), I noted three types of comments in each 

transcript: descriptive, linguistic, and conceptual comments (for an example see Appendix 2). 

First, descriptive comments included keywords, phrases, explanations, objects, events, and 

experiences shared by each participant. In other words, these initial comments described the 

content of the interview.  

Second, while producing linguistic comments, I examined the use of language. That is, 

metaphors, pronoun use, laughs, silences, and other forms of non-verbal communication. Having 

a video recording of the interview was of great help to enrich these comments.  
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The last set of notes were conceptual comments, which tended to take the form of critical, 

interpretative questions, for instance: what is the person trying to say here (Smith & Osborn, 

2007)? Some of these interrogative notes led me back to the data, others led me to an abstract level, 

while others yet remained unanswered. However, the purpose of these comments was not finding 

answers but “opening up of a range of provisional meanings” (Smith et al., 2009, p. 89). Further, 

I tried to ensure that my interpretations emerged from each participant’s words. Nevertheless, it is 

important to note that an element of personal reflection was present in these conceptual comments. 

This was a dialogue between my previous understandings and the new knowledge from the 

participant’s world. In addition, I documented my own sense-making, which contributed an etic 

perspective and thus the double hermeneutic component of IPA. 

3.6.3 Step three: Developing emergent themes 

During this step, the focus of the analysis shifted from the transcript to the comments from the 

previous stage. The goal was to reduce the amount of detail while maintaining the level of 

complexity and looking for patterns across notes. Themes were phrases that summarized the 

psychological essence of the transcript and were both grounded in the data and abstract (for an 

example see Appendix 2). “They [emergent themes] capture and reflect an understanding” (Smith 

et al., 2009, p. 92). Thus, while the second step was more participant-led, in the third step the I had 

a more central role. However, as I was already immersed in the participant’s lived experience, the 

themes arose not only from my interpretation but from the participant’s as well, thus leading to 

double hermeneutics.   

3.6.4 Step four: Searching for connection across emergent themes 

The goal of step four was to develop a representation (e.g., diagram, table) of the ways in which I 

perceived themes relating to each other. I did not include the whole corpus of themes; instead, I 

included only those that shed light on the research question and at the same time illustrated the 

most important and interesting aspects of the participant’s experience. In some cases, I clustered 

conceptually similar themes and then named those clusters, thus creating super-ordinate themes. 

In other cases, a theme became itself a super-ordinate theme, acting as a magnet to attract other 

themes – the so-called ‘subsumption’ of Smith et al. (2009). Another strategy I used focused on 

differences rather than similarities among themes to identify other connections.  

Once the process was completed, I developed a concept map containing super-ordinate 

themes, their sub-themes, and transcripts extracts coded under those themes (for an example see 
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Appendix 3). Further, I created a representation that resembled a Venn diagram of the relationship 

between the identities that participants had identified, which I refer to as an identity diagram.   

3.6.5 Step five: Moving to the next case 

Steps one to four were systematically conducted per each case. That is, I analyzed and developed 

a concept maps of themes for the first case, then the second, and so on throughout the corpus of 

six cases. Therefore, when moving from one case to the next one, I had to bracket ideas from the 

previous cases. Thus, I treated each case on its own terms to ensure IPA’s idiographic commitment 

and allow new themes to emerge in each case.  

3.6.6 Step six: Looking for patterns across cases 

Once the analysis for each case was completed, the intention was to compare the concept maps 

across cases. I asked myself questions such as: are there any connections between themes? Does a 

theme in one case help illuminate a different theme or case? Is there a theme that includes others? 

Should I rename a theme? In the end, these questions helped me to develop a master table of 

themes for the group of clinical teachers, which aimed to show how themes were related to super-

ordinate themes and included some short transcript extracts. 

In conclusion, this type of qualitative analysis involves a ‘dialogue’ between myself as 

researcher, the data, and my knowledge regarding professional identity. As Smith et al. (2009) 

note:  

Although the primary concern of IPA is the lived experience of the participant and the 

meaning which the participant makes of that lived experience, the end result is always an 

account of how the analyst thinks the participant is thinking – this is the double 

hermeneutic. (p. 80). 

3.7 Ethical approval and consent to participate 

The research protocol, consent form, and interview guide were submitted for approval to the 

McGill Faculty of Medicine Institutional Review Board, which granted approval in May 2018 

(Reference number: A04-E21-18A). For the ethics certificate, please refer to Appendix 5.  

After agreeing to take part in the study, participants received the consent form via email. 

They were then asked to read it, contact me should they have any questions, sign it, and return the 

form to me by email. Once I had each form signed, I arranged and conducted the interview. 
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Participants’ anonymity was ensured at all times. Participants were also offered with the option of 

withdrawing at any time with no negative consequences, neither academic nor professional.   
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4 RESEARCH FINDINGS 

This chapter has two sections. The first of these is an introduction to the cases, containing an 

overview of each participant’s professional world and what they perceive as making them different 

from others. The second section is the bulk of the research findings, which is presented following 

guidelines from Smith et al. (2009). Therefore, I will present the super-ordinate themes that 

emerged from the across-cases analysis highlighting how each participant’s lived experience and 

their respective within-case analysis contributed from its individuality to the superordinate themes. 

In order to meet format requirements for this thesis, results from the individual within-case 

analyses are not presented in this chapter (for an example of how this analysis was conducted, 

please refer to Appendix 2 and 3). Quotes will contain participant’s pseudonym, line number of 

the transcript and a letter indicating the original language of the interview (E for English, P for 

Portuguese, and S for Spanish).  

4.1 Introducing the cases 

Luiz Campos (male, 25) is a family physician and preceptor with three years of clinical practice 

and a year and-a-half of teaching experience. He described himself as an inquisitive professional: 

I am curious, I want to understand (…) I am curious by nature (Luiz, 393-394, S). Thus, he is 

constantly questioning his purpose in life and trying to understand the stage (Luiz, 160-161, S). 

However, he described his purpose as uncertain, as he did not know if he will be a teacher or 

clinician for the rest of his life. Therefore, he was in an experimental phase, as he was trying the 

roles of family physician and preceptor, which he had to balance. 

I am trying to balance [he imitates a balance with his hands and body] ... I am in search 

of reality that in the end would be the purpose, but I am in a moment of trying several 

things. To balance several things [he imitates a balance with your hands and body again]. 

(Luiz, 201-204, S) 

Marcos Gonçalves (male, 32) is a second-year family medicine resident. After finishing his 

undergraduate medical education, he worked for nine years as a medical doctor. His teaching 

experience has been more informal, helping fellow residents. He placed great value on his 

residency because it was helping him fill certain knowledge gaps, which was making him feel 

calmer and more protected in his work. In addition, he thought of residency as a source of respect 

and trustworthiness.  
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So, I am calmer [because] I'm doing everything that I can, but sometimes as there were so 

[many] gaps in my knowledge, I think... I used to think "am I doing this right?” (…) Now 

as I think I'm doing better, I feel more protected. (Marcos, 464-468, E) 

[My friends from med school] they respect me [more] nowadays (…) They think 'oh Marcos 

now is a better doctor, more trustworthy whatever he says (…) I think they see me [as] 

better, they trust me [more] (Marcos, 399-404, E).  

Aline Monteiro (female, 33) is a family physician and preceptor with ten years of clinical 

practice and six years of teaching experience. She defined herself as a preceptor who is still in 

formation and evolution, which is why she decided to enroll in the faculty development program: 

I saw it as an opportunity to improve my work as a preceptor (Aline, 235, P). Further, she felt she 

would be able to be a positive role model for her students by training herself and improving her 

skills: The more I prepare myself, the better my students will become, or the more desire to study 

they will have and the more desire to prepare themselves (Aline, 313-315, P). 

Fernanda Batista (female, 33) is a family physician and preceptor with ten years of clinical 

experience and six years of teaching experience. She argued that there are four features which 

define and differentiate her as a professional are four features: being a people person because she 

can speak easily with others and mediate difficult situations; being a committed physician and 

teacher; her high-quality work; and her desire to change, improve, and learn: 

We have a lot of family doctors or doctors in general [who] they always do the same things. 

So, they are not learning, (…). They think that they don't need to change, [that] they don't 

need to learn more. So, I think the crew they see me better when ... they see me as a person 

who wants to always do the best. (Fernanda, 304-307, E)  

Pedro Nascimento (male, 46) is a teacher and continuing education supervisor with 20 years 

of clinical practice and eight years of teaching experience. His work is based on a triad: the 

theoretical knowledge, the skills to execute, and a positive attitude in the management with people 

(Pedro, 222-223, P). He wished to be part of the advancement of the culture around him, which in 

addition to his passion for education, led him to be a clinical teacher. Pedro only takes care of 

patients when physicians under his supervision need help, which he takes this as an opportunity to 

teach and advance. Further, Pedro described having an evolving professional identity that has 

changed according to the opportunities he has faced: I have the peace of mind that one does not 
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skip stages, that one is building their own story and their professional identity little by little, over 

time, with the opportunities that are appearing (Pedro, 599-601, P). 

João Silva (male, 54) is a family medicine teacher, coordinator of the family medicine 

residency program, and a health adviser. Similar to Pedro, João has limited patient care activities. 

He treats directly patients sporadically when for example there are not enough physicians to attend 

to the number of people at the primary care unit. He also offers consultations to inmates once every 

40 days at a local prison. He divided his tasks into two groups: follow-up of medical work and 

training of new doctors. For him, these tasks were entirely interrelated. For example, João 

supervises practising physicians who had previously been his students before so that he can assess 

his teaching practices in vivo and adjust them accordingly.  

Today I have alumni, former residents and I saw their formation, and who now work with 

us in our primary care network (...) then I follow them as doctors now (...) When I go to 

the faculty, to class, I have that reference, of something I did and worked (…) because real 

life is giving me a return, it is showing me if [from] what I planted, [whether] a good plant 

grew or not. (João, 441-450, P) 

4.2 Across-cases analysis 

Although each participant had a unique lived experience and sense-making process, five super-

ordinate themes were identified in the cross-case analysis. These were: an embedding identity; 

identity coherence; work as a relational craft; significance of professional peers; and challenges 

posed by the context. The first two themes relate to internal elements of identity, whereas the 

remaining themes deal with external aspects. The order and numbering in which the super-ordinate 

themes are presented are not intended to imply a hierarchy or direction between them, but rather 

it is a pragmatic way to organize and present the results.   

SUPER-ORDINATE THEME No. 1: An embedding identity 

All participants made sense of their multiple professional identities by identifying a single identity 

comprising other identities and roles (see Table 4 in Appendix 4). As João commented when 

comparing the many tasks he has developed during his career:  

I understand that it is not a closet with drawers that one opens and then closes, then opens 

another one and closes it, but a single-door closet that contains all those dimensions, all 

mixed, all together, in the same person. (João, 251-253, P) 
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For some participants, this embedding identity or ‘single-door closet’ took the form of either 

a professional identity or another identity (e.g., artist, student), which are sub-themes of this super-

ordinate theme and will be discussed below. 

Professional identity as a container 

João and Pedro, who were the oldest participants and had the most clinical experience, identified 

a professional identity which embedded other multiple roles, although in different ways. João had 

many responsibilities since he was working as a teacher in family medicine, was a health adviser, 

and was the coordinator of the family medicine residency program. However, for him, his multiple 

roles are foremost ‘tasks’ belonging to a family physician identity: 

They are different tasks of the same professional, I see it that way. We as doctors in general, 

but as family doctors a lot, we have a huge potential, a huge range of possibilities to act. 

Then at some point, one will be an attending physician, in some moments one will be a 

researcher, at other times a teacher, at other times manager. (João, 247-251, P) 

Making sense of his professional experiences in this way offered João the flexibility to move 

between tasks at any point in his career. Indeed, even if he was an academic physician, he could 

at any time do something else without implying a change in his identity: 

It seems to me that I just have those responsibilities at this moment. They are tasks that I 

am executing at this moment (…). However, tomorrow I can stop doing all this and go back 

to the clinic. (João, 257-261, P) 

Thus, his identity diagram (see Figure 5) has a single identity, that of family physician inside 

of which João situates ‘tasks’ that could eventually disappear, allowing others to emerge.  

 

Figure 5. João’s identity diagram 
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Pedro, on the other hand, is currently a full-time teacher in family medicine as well as 

continuing education supervisor. Hence, the single embedding identity that he recognized is that 

of teacher: Today I see myself much more like a teacher than a doctor (Pedro, 339, P). Although 

he identified himself as a ‘family and community physician,’ he tended to talk about this title in 

past tense, for example: I considered myself a good doctor (Pedro, 71-72, P); I always tried to have 

a respectful relationship [with patients] (Pedro, 575, P). 

So, the professional identity as a family physician was present but somehow diluted and yet 

contained within his identity as a teacher. For instance, helping others lays at the core of both 

identities. When Pedro was a physician, he felt the satisfaction of helping patients and having their 

gratitude. Now as a teacher, helping students in their learning evolution is not only satisfactory but 

acts as a substitute for seeing patients.  

When you take care of patients, you have the satisfaction of solving a problem; a gain of 

the patient’s gratitude (...) And I think I have a bit of that relationship with my students. It 

gives me great satisfaction to have the impression that they are learning, that I am helping 

them in their formation (...) So, maybe that covers a little that lack of (pause) what I lost 

for not having my patients. (Pedro, 182-197, P)  

What I do [as a teacher] is what a family physician needs to do. (Pedro, 199-200, P) 

Pedro’s identity diagram (see Figure 6) is therefore comprised of the teacher identity 

embedding the family physician identity, which is, in turn, diluted and is thus represented by a 

dotted line.  

 

Figure 6. Pedro’s identity diagram 
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Another identity as a container 

The other of the participants, who were the youngest and had fewer years of clinical experience, 

made sense of their professional roles by placing them inside of an identity that was not, as such, 

professional. Aline, for instance, represented her professional world through the image of a tree 

(see Drawing 1). She saw herself as the strong root of a tree, which represented her support for 

both her patients and students. Thus, she identified herself primarily as a supportive figure whether 

when she was talking about her identity as a doctor or a teacher. 

 I consider myself [as] a root. (Aline, 186, P) 

 [The root] ends up being assurance for students and patients. (Aline, 192, P) 

As if I were the support, making the analogy, as if I were the support of them [the patients]. 

They depend on me to continue (...) as if I were a root on which they depend to maintain 

themselves firmly. (Aline, 194-197, P) 

In the same way, at the root, when the student arrives he does not know anything, so he 

needs the root to grow, to become a seed and then to become another tree, produce new 

fruits and walk with his own feet, but first he needs the root. (Aline, 199-202, P) 

The metaphor of the root also represented Aline’s relationship with patients and students. 

However, while she identified as a supportive figure in both cases, she described the former 

relationship as a long-lasting bond, whereas the latter, which is a bond that needs to be broken: 

My patients will somehow always depend on me; they will always depend on my 

consultation. So, it is a root that, for the students, produces fruits, and for the patients it 

becomes security. (Aline, 206-208, P) 

The branches are my students that grow from that, fortifying themselves and producing 

fruits. (Aline, 185-186, P) 

The students spend six years with me, hence they end up creating a strong bond with me, 

(…) and that needs to be disconnected over time, because they will become doctors and 

they will not have me near. (Aline, 111-114, P) 

Therefore, Aline made sense of her professional identities thought identifying the identity of 

supportive figure, placing the family physician and preceptor identities inside of this embedding 

identity (see Figure 7).  
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Drawing 1. Aline's representation of 

her professional world 

 

Figure 7. Aline’s identity diagram 

  

Fernanda has a similar profile to Aline. She is also a 33-year-old family physician and 

preceptor with ten years of clinical experience. Although her sense-making process differed from 

Aline’s in some ways, it was similar in that she also identified an overarching identity. Fernanda 

felt part of a group and understood her work by comparing it to a discussion between three 

stakeholders: herself, the students, and the patient (See Drawing 2). As such, she identified herself 

with a facilitator identity: I think I mediate the discussion (Fernanda, 176, E); I think I'm part of a 

group (…) at that point I'm not just a teacher, I'm part of a conversation (…) So, I'm part of a 

conversation (Fernanda, 373-376, E). 

Since these decision-making discussions were intended to offer treatment to patients, 

Fernanda felt those patients found it easier to trust her work, and the decision would be regarded 

as a shared agreement instead of an order:  

When we discuss the patients, most of the time I think they think that we are worried about 

[them]. We want to do a better job. So, I think they trust us more. (Fernanda, 162-164, E) 

We have to make some agreements and [the patient] makes agreements with me, (…). They 

feel better with these decisions. It’s not just something that the doctor said; it’s something 

that we agreed [on]. (Fernanda, 361-363, E) 

Regarding her other two identities, Fernanda identified as a family physician. However, 

when it came to her identity as teacher, she linked it with a learner identity as if they were some 
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sort of dyad. Thus, her professional identities, contained inside that of facilitator, were family 

physician and teacher-as-learner (see Figure 8).   

I see myself as a teacher, but sometimes we are learning together. Most of the time I'm 

teaching them, but sometimes I'm learning also. (Fernanda, 196-197, E) 

I really enjoy the students there because it's... I think I learn more when they are there. (…) 

I think I learn more, I look more for answers, I think it stimulates. (Fernanda, 88-90, E) 

 

Drawing 2. Fernanda’s representation of her 

professional world 

 

Figure 8. Fernanda’s identity 

diagram 

 

While Fernanda linked learning with teaching, Marcos’ embedding identity was that of a 

learner. Technically a student at the time of the interview, as a second-year family medicine 

resident, Marcos saw the craft of a physician as intimately related to learning. When Marcos 

represented his professional world (see Drawing 3), he represented the learner identity through the 

patient, the books on the desk, and the stethoscope. Indeed, one of his motivations to become a 

preceptor was that he would be able to learn more. 

I see myself as a learner. (Marcos, 133, E) 

A doctor is basically a student. (Marcos, 198, E) 

[From] every patient you learn something, that's why you're still student when you are 

examining a patient, I think you are doing this role of the student because you are learning. 

(Marcos, 246-248, E) 

I would be able to learn more being a preceptor. (Marcos, 260-261, E) 
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To understand Marcos’ identity diagram (see Figure 9), and how he manages his multiple 

identities, one must consider several aspects. Marcos is currently a resident and thus he is at a 

transition point which requires him to deal with particular identity issues. On the one hand, he 

referred to himself sometimes as a family doctor (e.g., on Drawing 3) and sometimes as a medical 

doctor, despite not yet having completed a residency:  

I am a medical doctor. (Marcos, 19, E) 

[What is] my profession? [It is] Medical doctor. (Marcos, 23, E) 

I’m specialized (…) in family medicine. (Marcos, 170-171, E) 

On the other hand, Marcos sometimes identified as a resident and sometimes as a family 

physician. This is due to the design of the residency program in which he is enrolled, where two 

days a week he is a student attending rotations and lectures, and on the other three days, he 

practices at the clinic where he has the same responsibilities as a practising family doctor. Thus, 

he managed this by separating his identities as a resident and family physician/medical doctor (see 

Figure 9). 

I'm a physician and then at the same time I'm a resident. (Marcos, 110, E) 

I have to share it and make it different (…) I have to behave as a student almost... and the 

other days I have to behave as a doctor. Almost as a different person (…) So [it] is almost 

like being another person I guess. I have to behave... as a student, on one hand; and on the 

other, as a doctor. (Marcos, 177-184, E) 
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Drawing 3. Marcos’ representation of 

his professional world 

 

Figure 9. Marcos’ identity 

diagram 

 

Lastly, Luiz’s embedding identity was that of an artist (see Figure 10). He gave great 

importance to ‘putting art’ in his work both as a physician and as a preceptor. Before going into 

medicine, Luiz was a person interested in acting and art, and this identity has remained. This 

embedded his professional identities and meant that being a family physician and teacher defines 

the type of artist he is.    

Putting art in my work, I think it makes me happy. (Luiz, 230-231, S) 

I am Luiz who at the moment is as a doctor, but also who is an artist. (Luiz, 359-360, S)  

Family medicine was an opportunity to be myself. (Luiz, 107-108, S) 

Family medicine is like [one of the] few specialties that I could so easily put art. (Luiz, 

276-277, S) 

The artistic standpoint – as an artist family doctor working in health education – I think 

that is my differential. (Luiz, 563-564, S) 
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Art was also present when Luiz drew his professional world (see Drawing 4). In the drawing, 

we can see Luiz in the middle of a stage performing a juggling act between aspects of his life 

(preceptorship, community, life, time, studies, and family). At the same time, his face is both happy 

and sad, echoing the comedy and tragedy masks, which are symbols of theatre. Finally, his 

‘purpose’ in life is watching the whole act.    

 

Drawing 4. Luiz’s representation of his 

professional world 

 

Figure 10. Luiz’s identity diagram 

 

In sum, participants were unique; they had different profiles and lived experiences, and 

represented their professional worlds in various ways (see Figure 11). However, after interpreting 

their sense-making process in similar identity diagrams, I was able to grasp the fact that they share 

all something in common: they recognize an overarching identity that contains other dimensions 

of their work (see Figure 12). 



 74 

 

Figure 11. Participants' representations of their professional world 

 

 

Figure 12. Participants' identity diagrams 
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SUPER-ORDINATE THEME No. 2: Identity coherence 

Clinical teachers developed and integrated their secondary professional identities in agreement 

with their primary personal identities. This meant that participants strove to find secondary 

identities which overlapped and aligned with their values and beliefs. This is the case for both, the 

family physician and teacher in family medicine identities (see Table 5 in Appendix 4).    

Coherence with the identity of family physician 

While describing the ways in which the family physician identity resonated with their beliefs, 

participants identified two aspects: humanistic and social commitment, and broad scope of 

practice. These demands influenced their career choices as well as how they saw their practice.  

• Humanistic and social commitment: 

Aline, João, Marcos, and Pedro highlighted a humanistic and social commitment as one of the 

components of the discipline of family medicine that guided them on their career choices. João 

even defined a family physician as a “patient advocate” (João, 318, P). Hence, the notion of 

working near to the social context of patients and communities appeared to be congruent with these 

participants’ primary identities and therefore made the process of developing a professional 

identity as a family physician smoother. 

[I decided to go into family medicine because it is] A more humane medicine, with greater 

contact with the patient. (Aline, 20, P) 

Some colleagues and I had a more social involvement, so that led me to think of some 

discipline, some specialty that worked closer to these social realities. (João, 54-56, P) 

Marcos’ and Pedro’s lived experiences converged as they both withdrew from a residency 

program before going into family medicine. Marcos left a surgery residency because he felt that 

he was “not suitable for the job” (Marcos, 93, E) of a surgeon, and now, as a second-year family 

medicine resident, he enjoys what he is doing due to its perceived social contribution. 

So, I think I was not suitable for the job, that's why I gave up surgery. (Marcos, 93-94, E) 

To be able to help people in their environment (…) they [patients] need a lot (…) So that's 

what I like, to be able to serve people and to help them and being their doctor. (Marcos, 

98-103, E) 

Similarly, Pedro wanted to work more closely with the community, which was the 

precipitating factor that made him leave an otolaryngology residency: I did not feel comfortable 
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being just in otolaryngology (…) From my perception, it seemed to me that it was not what I 

wanted; I wanted to have a more social work, more with the community (Pedro, 127-130, P). 

The social component of Luiz’s work arose when he was describing the kind of family 

physician he is. He defined himself as a physician with strong humanist beliefs who is in permanent 

connection with others: I really care about being connected (Luiz, 94, S); I love the connection, to 

know the stories, the empathy with the patients (…) So I think I'm much more a doctor who takes 

care of... the social part (Luiz, 110-114, S). 

• Broad scope of practice: 

The second component that persuaded some participants to go into family medicine was its broad 

scope of practice. The notion of ‘not doing one thing’ but rather of taking care for patients globally 

instead of the classic (i.e., age, system or disease-based) approach aligned with these participants’ 

views of medicine, thus facilitating the construction of their family physician identity. 

 Knowing the patient as a whole, and not only treat diseases. (Aline, 21, P) 

I couldn't decide if I was going to do only one thing. So, I think family medicine is global. 

(Fernanda, 21-22, E) 

If I chose one [specialty], I suffered because I had excluded all the others. In that case I 

understood that I was choosing to do medicine, a sort of medicine that would keep me 

connected in a certain way with all those other areas. (João, 63-66, P) 

I think that it is part of the DNA of the family doctor not only to do one thing. (João, 371, 

P) 

Not only see the pathologies and treatment, but expand the vision. (Luiz, 112-113, S)  

Coherence with the identity of clinical teacher in family medicine 

As described previously, four participants (Aline, Fernanda, Luiz, and Pedro) identified with a 

teacher identity. All of these participants apart from for Pedro are currently developing their 

identity as clinical teachers in family medicine alongside the family physician identity, while Pedro 

accomplished these identities simultaneously at the beginning of his career as a teacher. These 

participants, therefore, found congruence between the two identities, such as the idea that being a 

teacher means being a better clinician. 
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[I became a preceptor] to be able to teach those humanistic values of medicine. So that my 

students can be doctors more focused on the human being, on the person, and not only on 

the diseases. (Aline, 23-25, P) 

I… with the student I study more, I look up for more answers, so when I’m with the patients, 

I know that I’m doing the best. (Fernanda, 242-243, E) 

And I also had an interest in improving my level as a doctor by participating in groups of 

preceptors. (Pedro, 102-103, P) 

While Marcos did not self-identify as a teacher, he also found congruency between the 

identities of physician and preceptor by highlighting the notion that he would be a better clinician 

by being a teacher: So, I think I will be a better doctor if I am a preceptor (Marcos, 254-265, E). 

Luiz had another viewpoint of coherence between the identities of family physician and 

teacher. Not only did he describe the relationship between the two as ‘a marriage,’ he also referred 

applying patient-centred care principles in his educational activities, resulting in individualized 

teaching or student-centred teaching. 

I need a space to understand where I am; for whom I’m teaching. (Luiz, 95-96, S) 

It is like a marriage because family medicine and the person-centered clinical method is 

the strongest thing you can learn in life (…) empathy, real connection wanting to help, look 

in the eyes, was the main thing in the preceptorship to understand which student is coming 

today. (Luiz, 281-286, S)  

It might be the same question, but [if] they are different students and the answer will be 

different. (Luiz, 288-289, S) 

Pedro is a full-time teacher in family medicine with few clinical duties at the moment of the 

interview. This meant that instead of looking for commonalities and links with the family physician 

identity, he found congruence between his educational role and a belief: a personal motivation for 

continuous improvement. Indeed, he defined himself as a person responsible for trying to improve 

things (Pedro, 322-323, P). He mentioned two ways in which he contributes towards improvement 

from his current work: individually helping students to evolve and collectively improving the 

prestige of family medicine as a discipline. 
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I really like to be with the students, it is what I like the most, to discuss, to be in the 

classroom; nothing gives me professionally more pleasure than that, trying to see some 

evolution discussing the knowledge together. (Pedro, 315-317, P) 

Then I think that young Brazilian doctors begin to see family medicine with different eyes. 

(Pedro, 200-201, P) 

Little by little in my generation (...) we have shown that you need to be very competent to 

be a good family doctor. So, that gives me the satisfaction of participating with other 

colleagues in that process of culture change for the new generations. (Pedro, 210-214, P) 

Luiz and Pedro concur when describing their decision to start a career in teaching, as they 

believed that it was a ‘natural’ decision to make. They have both helped colleagues, thereby 

discovering an enjoyment of teaching and prompting the decision to become preceptors.  

During undergraduate [training], I also loved helping students as a monitor. So, I think it 

was natural, I do not know. I am a teacher (laughs). I love to teach. (Luiz, 79-80, S)  

It was always a natural thing for me to be able to discuss with colleagues, help the groups 

of younger learners a bit. (Pedro, 92-93, P)  

Luiz also argued that others can recognize identity coherence, including those outside his 

professional circle, such as people who have known him since he was a child. To describe this, 

Luiz used a local expression – ‘it looks a lot like your face’ – to describe congruence between his 

personal and professional identities.  

A people that knows me since I was a kid and [to whom] I explained my work, [I say] that 

I am receiving students in the community, helping people, (…) they say as we say here 

‘parece muito sua cara’ [that is] 'it looks a lot like your face.' It looks a lot like you this 

kind of work. (Luiz, 273-275, S)  

Overall, participants made sense of their multiple professional identities by looking for 

coherence between those identities along with congruence with their primary identities. Seeking 

this harmony has influenced some participants’ choices and defined the sort of professionals they 

were.  
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SUPER-ORDINATE THEME No. 3: Work as a relational craft  

Participants already in practice – that is Aline, Fernanda, João, Luiz, and Pedro – converged on 

how they understood their work. They perceived it as a relational craft by which they weave 

themselves into their context and entwine their experience with that of others (see Table 6 in 

Appendix 4).  

Aline, for example, as a family physician and preceptor who always has a medical student 

beside her, argued that she relies on the multidisciplinary team of which she is part. The support 

of other members of the team is of great importance to her, helping her deal with her 

responsibilities. Further, she thought of the students as members of that team; the more 

experienced the students became, the more active they were inside the team.  

I have a very good multidisciplinary team, (…) so we share a little responsibility to take 

care of the team. (Aline, 57-58, P) 

[In the team] I have a very good nurse, a manager who is very flexible with the schedules, 

and the students [who] the more time they spend in the Unit, the better they become, so I 

can trust them more and distribute that, distribute the consultations, distribute the time. 

(Aline, 59-62, P) 

There was a component of reflection as part of the group dynamics of the team. Aline 

commented on a particular day where there was a patient in a life-threatening condition, which 

challenged those group dynamics. Once the patient was stabilized and her health problem was 

jointly solved, the team took advantage of the situation to reflect on their conduct and aim to 

improve for future cases. Thus, Aline’s interactions with a multidisciplinary group of professionals 

are the basis of her work.  

A pregnant woman was run over in front of my health unit. (Aline, 32, P) 

After the event (...) there was a moment of reflection by understanding with the team (...) 

what we had done correctly and what we could have improved. It was a moment of 

reflection of the whole team. (Aline, 141-144, P) 

The discussion was to guide, what steps could we improve. (Aline, 149, P) 

As described above in Drawing 2 and Figure 8, Fernanda saw herself foremost as a facilitator 

in a discussion. This meant that the relational aspect lied at the very core of her work. In her identity 

as a teacher, she did not perceive learning as a unidirectional process in which the teacher holds 
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the knowledge, and the students passively receive it. Instead, she described teaching and learning 

as an exchange of experiences during which she learns from and bonds with students: With my 

students, I think I have a bond with them too (Fernanda, 108, E); I see myself as a teacher, but 

sometimes we are learning together. It’s an exchange of experiences (Fernanda, 196-197, E). 

Similarly, in her identity as a family physician, Fernanda recognized that she did not have a 

unidirectional relationship with patients. She acknowledged patients’ input into the decision-

making process by actively involving them and presenting them with options. This meant that she 

entwined her points of view with that of her patients.  

I try to involve the patient [in the] decision; I think that's a right thing to do. (Fernanda, 

286, E) 

I think the patient sometimes has to make decisions, and the doctors, we sometimes forget 

that's a person that has a saying on these decisions. (Fernanda, 357-358, E) 

I say, 'you have these options', but when we discuss these options and we have to make a 

decision (…) I'm listening to the point of view; I give my points of view. (Fernanda, 373-

376, E) 

João divided his work into two parts: ‘training of new physicians,’ referring to his roles as a 

clinical teacher and residency coordinator, and ‘follow-up of medical work,’ referring to his duties 

as a health adviser. In the latter, he supervises practising family physicians and offers them 

continuing education. His expected result for his work in these two aspects is the construction of 

a better healthcare system. He depicted those ideas in his representations of his professional world 

(see Drawing 5). However, at the center of that world, João recognized his experience as well as 

the collective expertise weaving themselves and working together to influence his work and his 

goals: My experience, but also a collective experience. (…) This here nourish those three points of 

work and feeds off the result of what I am trying to do (João, 197-199, P).  
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Drawing 5. João’s representation of his 

professional world 

 

As described in the previous super-ordinate theme, Luiz saw himself as a family physician 

who engages with others. Indeed, when describing the type of professional he is, Luiz used words 

such as empathy and connection; he loves to be with people and know their stories. So, he 

understood his work as a relational craft.  

I think I do not put many barriers or walls (...) I love the connection, know the stories, the 

empathy with patients. (Luiz, 108-111, S) 

[People see me as] a good professional and who loves talking about teaching, acting, being 

with people, hugging people. (Luiz, 361-362, S) 

The importance of the relational aspect emerged for Pedro when he drew his professional 

world (see Drawing 6). He initially wrote a phrase stating that he thinks of himself as a ‘person 

willing to exchange knowledge and experiences.’ He further represented himself as a part of an 

egalitarian community in which the different stakeholders are connected and work together. To 

convey this message, he used the representation of a network of connected points, which were all 

equally sized and equidistant. Thus, Pedro once again made sense of his work by giving value to 

his relationship with others.   

I would describe myself (…) as a person willing to exchange knowledge and experiences. 

(Pedro, 289-291, P) 

The search for a better 

health system 

My own 

experience and the 

collective one 

Follow-up of medical 

work 
Training of 

new physicians 
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I feel like one of those points. Here can be my bosses, my students, my colleagues, the 

health system itself, the population; I feel being part of a gear in which I contribute and 

receive. (Pedro, 307-309, P) 

 

Drawing 6. Pedro’s representation of his 

professional world 

 

Participants already in practice raised the relational component of their work from different 

perspectives, such as multidisciplinary teams, approaches of the decision-making process, 

empathy, connection and exchange of experiences. This meant that participants made sense of 

their work by giving an essential place to how they relate with others.  

SUPER-ORDINATE THEME No. 4: Significance of professional peers  

Given that participants perceived their work as having an important relational component, the 

notion of the other(s) emerged in all six interviews. This super-ordinate theme refers to the ways 

in which participants talked about their professional peers (see Table 7 in Appendix 4).  

Recognizing who the professional peers are 

Firstly, participants diverged when recognizing whom they considered colleagues. While some 

had a restrictive vision and named a single professional group, others had a more comprehensive 

view and included more groups. Participants are therefore divided into three distinctive groups: 

those who identified one professional group, those who identified two professional groups, and 

those who identified more than two professional groups (see Table 7 in Appendix 4). 
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• One professional group: 

João and Pedro, the more experienced participants, were more exclusive when identifying their 

peers. For João, a peer meant foremost a family physician particularly those with whom he shares 

a similar professional background and worldview. On the other hand, Pedro imagined as a 

colleague to be not just any family physician but a family physician who has a student beside 

him/her on consult, even if Pedro did not have that role at the moment.  

The people that I see very close to my work are family doctors (…) [because] They are 

family doctors who have a similar career path and very similar work choices, very similar, 

we have very close visions of the world. (João, 400-404, P) 

When talking about colleagues I think about the doctor who is with the student (…), in the 

family doctor who is the preceptor. (Pedro, 462-464, P) 

• Two professional groups: 

Luiz and Aline both identified two groups of peers: family physician and preceptors. There are, 

however, nuances between these participants’ perceptions. Luiz considered preceptors who had 

been his mentors to be colleagues, whereas Aline only recognized family physicians or preceptors 

to be peers, particularly those who she considered have humanist values and who are well 

qualified.  

I have today ... my colleagues ... I can consider as my colleagues those who were my 

preceptors during the residency. (Luiz, 343-344, S) 

[My colleagues] they are all family physicians. (Luiz, 348, S) 

My fellow preceptors. (Aline, 273, S) 

[I consider as peer] a great preceptor, a very humane doctor, and technically very 

qualified. (Aline, 291-293, P) 

• More than two professional groups: 

In contrast, Marcos and Fernanda had a more inclusive vision of who their peers are as they 

included a variety of groups. Marcos, for example, included all allied health professionals, such as 

nurses, health agents, physiotherapists, and dentists.  

Well... my fellow residents that I think are my peers, (…) my preceptors, and some others 

that we have, I consider them [as peers] too. (Marcos, 379- 381, E) 

My friends from med schools, they are also my peers. (Marcos, 397, E) 
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Physiotherapist, physical therapist or if he is a nurse or... dentist, these other professions 

that are linked to medicine and health area, I consider them my peers and colleagues. 

(Marcos, 423-424, E) 

Similarly, Fernanda thought of other healthcare professionals as peers. However, she had an 

even more inclusive vision and included not just professional groups but also non-professional 

groups. She thought of medical students and patients as peers; she learns from the former and has 

made decisions with the aid of the latter. 

All of them. I think the nurse that work with me and the people in my crew (…) health 

agents, I think they are my peers. And other doctors and nurses at the unit. (Fernanda, 297-

299, E) 

I think they all are peers (…) Even the students, even the patients (…) The students because 

when you think that we learn from each other, we are peers. And the patients, when you 

think that (…) we make decision together and then, at this point we are peers. (Fernanda, 

310-315, E) 

In sum, participants recognized who their peers are in various ways. While the clinical 

teachers with more experience named a single restrictive group, for instance, family physicians 

who are preceptors, others had a more inclusive view.  

The faculty development program: sense of collective identity and community 

Half of the participants (Aline, João, and Luiz), talked about their professional peers in their current 

context, that is the faculty development program. For them, this program was an opportunity to 

either understand a collective identity or recognize a community of professional peers. For Aline 

and João, knowing this group of peers with whom they share not only a role but responsibilities 

and challenges offered them relief and showed them that they were not alone.  

We had many meetings. I discovered that many of my anxieties as a doctor and as a 

preceptor were shared by my friends and my fellow preceptors. (Aline, 271-273, P) 

In a certain way [the faculty development program] made me see that it is not only me who 

has many responsibilities and who has to do many things at the same time (…) So that gave 

me a certain tranquility. (João, 368-372, P) 

Furthermore, Aline recognized that by exchanging experiences with her professional peers, 

she improved her confidence as both family physician and preceptor. She now embraces her 
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knowledge limits as a being part of the job and has developed better communication skills, which 

has a positive impact on her relationships with patients and students.   

As a family doctor I feel more confident in guiding my patients; [the faculty development 

program] has given me more confidence in decision making. (Aline, 253-254, P) 

There are always going to be topics that I will not dominate. I used to believe that I could 

not… that I had to know everything, that I had to have all the answers. And telling the 

patient that I am going to study, that I am going to be more interested in his case, it brings 

security and more credibility, both for me and for him. (Aline, 265-269, P) 

In all the meetings we discussed about that, that gave me confidence that I do not need to 

know everything. In those meetings we understood that we have to explain to the students 

what we know (…) Those meetings with my friends gave me a lot of confidence to say that, 

‘I do not know; I need to study.’ (Aline, 273-277, P) 

The faculty development program was designed by a Canadian university to be applied in 

the Brazilian setting. As such, Luiz saw this intercultural setting as a chance to contrast their local 

reality with an external one, to understand that they – as a collective – are different, and reflect on 

the future collective directions. Thus, Luiz understood the faculty development program as an 

opportunity for understanding a collective identity. 

[The faculty development program] was important to understand that we are different 

(Luiz, 334, S) 

It was an inspiration. It was like a lesson that we are not going to be Canada right now. 

Then wanting to be Canada today would be a frustration. It was a moment of understanding 

ourselves, who are we? and what is the next step? (Luiz, 404-406, S)  

Participants talked about and made sense of their professional peers in various ways. 

However, some converged in the sense that they recognized in their current context (i.e., the faculty 

development program) as an opportunity to reflect on their professional peers, the group they 

belong to, and how this might influence their practice.  

SUPER-ORDINATE THEME No. 5: Challenges posed by the context 

Regardless of whether they have a more academic or clinical professional profile, participants face 

challenges in the context in which they work (see Table 8 in Appendix 4). This superordinate 

theme refers to the external limitations that participants face in their daily practice, its 
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consequences, and how they deal with them. All participants identified time constraints, while half 

of them talked about family medicine’s lack of prestige as a discipline vis-à-vis other specialties.  

Time constraints and lack of protected time 

In the setting that participants work, they are expected to attend to a patient every 15 minutes. 

Therefore, those participants who have a more clinical role talked about lack of time as a barrier 

that negatively impacted their duties as family physicians and teachers. 

Aline recognized that this 15-minute time limit is a challenge for her. She recalls, for 

instance, that at the beginning of her career she used to take more time per patient since she lost 

time teaching the residents which was, in turn, a source of anxiety. However, Aline recognized 

that this is a winnable race against time. Nowadays, having more experience, she can make better 

use of time by being more concise and relying on the multidisciplinary team.    

It's a challenge (laughs), but it is possible. Here in Brazil we have 15 minutes for each 

consultation, so sometimes I have to prolong that consultation time and prolong the time 

after the consultation to explain to my students how I did the intervention with that patient. 

(Aline, 49-52, P) 

When I first started it was worse, I became very anxious. After a while and with maturity, 

I am allocating time adequately to things. I know how to distribute the time. Now I know 

how to give more time, more attention to the consultation, more attention to the students, 

distributing the time. Nowadays I no longer feel anxious about that, I am able to better 

coordinate time. So mentally I do not feel hurt. (…) Time is always a challenge for us, 

because consultations always involve a lot of mental health, so most of the time I cannot 

make them last 15 minutes. Then I used to lose a lot of time explaining to my residents (…) 

Today I manage to be more succinct in my explanations, so I manage to flow in the 

consultation, I do not get mixed up, before it was hard for me, it affected me, nowadays I 

can do it better (Aline, 67-79, P) 

Fernanda also talked about the consequences of time constraints. Nevertheless, she referred 

to a physical consequence (feeling tired) as well as how time pressure limited her communication 

with peers and residents.  

Residents in family medicine here, they have also to work, they spend 20 hours at the unit, 

it is like two days of the week, 10 hours each day and they have a schedule too. So, we don't 
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have time for meeting during the day, we meet whenever they feel like they want it. So, they 

knock on my door and we talk... is most like that. (Fernanda, 41-45, E) 

Time, we don't have much time with the patients, we have 15 minutes with the patient and 

I think is really small, little time. (…) I think the time is the most difficult one. We are 

always running. At the end of the day we are so tired 'cause we have been running all day 

to a patient, to the other... Sometimes we don't have time to discuss with the other doctors 

or... I think this is the hardest part for me. (Fernanda, 66-73, E) 

As a second-year resident in family medicine, Marcos also alluded to a lack of time and high 

patient demand as challenges. Similarly, he argued that such pressures undermine his relationship 

with patients and preceptors, which ultimately compromises how confident he feels about the work 

he is doing.  

It’s hard, we have a lot of pressure of number of patients; our goal is to have a patient 

every 15 minutes, four patients per hour, so we are always... and every month we have this 

number of patients that we have to see that is 208. It’s a lot of patients, a lot of clinical 

decision and that’s why it’s hard. If I had less patients, I'd discuss more, I would be able 

to discuss more with my preceptor and maybe give better treatment. Sometimes I am doing 

a job and I'm not sure that I'm giving the best treatment, because I don't have time to 

discuss every patient or most patients [with my preceptor]. And sometimes if I have a doubt 

I go to his consultation room and ask him but maybe one or two patients every day, three 

maximum or if it's an emergency then I ask him, but I see every day 20 or 25 patients, 30, 

so most of the patients I'm doing the treatment [by my own] and that's why (…) it's hard... 

I think. (Marcos, 118-128, E) 

Similarly, Luiz identified time constraints and the high number of patients as challenges to 

his identities as clinician and teacher. Additionally, he mentioned a lack of protected time with 

students. To deal with these challenges, Luiz decided to work part-time and distribute his working 

hours. Although he earns less, he was able to keep both identities and prevent related mental health 

problems.   

I do not have time just for the students. I have to organize the time and the clinic so that 

all this can work. (Luiz, 51-52, S) 
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Time, we have little time per patient, a very large demand, many people to care for. I take 

care ... a doctor of 40 hours per week has about 4000 patients, there are 1000 families. 

(Luiz, 121-123, S) 

I do not work 40 hours. I think that is the answer, because 40 hours is a lot [emphasis] of 

madness. So, I decided to work 20 hours. Another thing: I do not work only two days, many 

people work two days – 10 hours and 10 hours – I work three days. So, I have a way to 

divide the time that I can assist my patients, the community, and the students. I think it is a 

way I reflected and chose to be able to have both roles. (Luiz, 133-137, S) 

I feel victorious because ... at first people here do not understand working 20 hours. I am 

earning less (…) I do not want to be just a preceptor (…) Then, I feel victorious for having 

dared, organized, and see results today. Because I am not ... I feel it was important to 

organize the agenda, both for my mental health, my patients and my students. Then I finish 

the year with a taste of victory for having succeeded, [I] hit the target. (Luiz, 164-170, S) 

While Luiz mentioned a lack of protected time with students, João and Pedro alluded to a 

dearth of protected time for seeing patients. Indeed, they had at that moment limited activities 

involving patient care, as they are full-time academics in family medicine.  

I would like to have at least one day of the week seeing patients. I hope that at some point 

that happens. But at this moment, it is not possible, there is really no time. (João, 129-131, 

P) 

[Attending patients] I miss it (…) I work as a teacher more than 60 hours per week. I work 

every day from seven in the morning to seven at night and many times I travel during the 

weekend to another university. Then no, in Brazil, unfortunately, unlike what I saw when I 

went to Toronto, teachers do not have protected time to take care of their own patients. 

(Pedro, 169-174, P) 

João believed he is missing something as a result of having a limited clinical role. This led 

to a dilemma for him: on the one hand, by attending patients he would be more aware of the clinical 

reality and he would be able to do a better job, particularly in his managerial responsibilities, but 

on the other hand, he did not have protected time for this.  
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I was a clinician and it seemed to me that whoever was making the management decisions 

did not understand our work and that I could (…) help make the decisions, that the 

decisions, were more appropriate, fairer. (João, 153-156, P) 

I think that not being in direct contact with patients takes me a bit away from reality (...) 

when I was at the clinic and saw other doctors in the administration – distant from the 

practice – I observed that sometimes the decisions that were made were not adequate in 

practice, because those doctors were not taking care of patients. Today who makes that 

inappropriate role, it is me (laughs). So, I would like to be in some way with patients to err 

less, to make better decisions. (João, 141-147, P) 

For Pedro, however, this notion of not having protected time as well as some discussions 

during the faculty development program made him reflect on others’ and his own health. He 

recognized that he might be an element of pressure to other physicians when he supervises them. 

Similarly, he should ideally have protected time for himself. 

[The faculty development program brought me] among other things, the need to take care 

of my health, to consider that it is also necessary to have a protected time for oneself. Many 

doctors or teachers get sick from excessive work, burnout, or some extreme stress situation. 

(Pedro, 445-448, P) 

The doctor who is attending, who has already graduated, has a time pressure that 

oppresses him a lot, so I have to be very careful not to be an element that causes more 

pressure on him. (Pedro, 151-154, P) 

Low prestige of the family medicine discipline 

Fernanda, Pedro, and João had views related to the lower prestige of the family medicine discipline 

when compared to other specialties. However, they experienced this notion from different 

perspectives. For example, Fernanda highlighted that in addition to time constraints, patients tend 

not to give importance to family doctors but instead ask to be seen by a specialist. To deal with 

this issue, she has had to educate her patients continually.  

Here in Brazil, I do not think they [patients] give the importance that family doctors should 

have. And they really need to see specialist all the time (…) we have to educate them all 

the time. (Aline, 63-66, P) 



 90 

As previously mentioned, it is not necessary in Brazil to go through a residency program in 

order to be able to work in primary care. Pedro recognized that this situation undermines the image 

of the family physician as a professional as well as the discipline as a whole. 

 Family medicine in Brazil is still seen as a minor specialty. (Pedro, 191-192, P) 

It was very common for doctors who could not get into residency to work in family medicine 

because they did not demand residency. So, for a long time, and even today, there was a 

conception that the family doctor was less competent than the cardiologist, than the 

nephrologist. (Pedro, 206-210, P) 

Nonetheless and as explained above, Pedro defined himself as being responsible for 

improving things. He had therefore tried to enhance – with the aid of his colleagues – the prestige 

of family medicine through his work and by inspiring younger generations; he was part of a process 

of culture change. 

Then I think that young Brazilian doctors begin to see family medicine with different eyes, 

as an interesting specialty to follow, with clinical quality, but also with humanism. (Pedro, 

200-203, P) 

Little by little in my generation (...) we have shown that you need to be very competent to 

be a good family doctor. So, that gives me the satisfaction of participating with other 

colleagues in that process of culture change for the new generations. (Pedro, 210-214, P)  

Finally, João identified a different status of family medicine when he finished medical school 

and had to choose a residency. At that time, he was interested in many medical specialties and, 

therefore, did not want to choose only one. In the end, he was captivated by a specialty that was 

nonexistent in both the discourse and curriculum of his undergraduate medical education, but 

which seemed to encompass the other medical fields.  

When I decided to become a family doctor, I did not have much idea of what it would be 

like to be a family doctor. (...) during my [med school] I had never heard of that specialty 

– family medicine – never, at any time. (João, 53-57, P) 

It was a bit by exclusion, I liked several areas. I always liked psychiatry, surgery, 

gynecology, pediatrics, the clinic, infectious diseases, pneumology, endocrinology, and the 

social area, and (…) I thought ‘I do not know, but I think that is the area that I want to do", 
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because I had difficulties excluding [specialties], [if] I chose one, I suffered for having 

excluded all the others. (João, 59-64, P) 

All participants faced external challenges that somehow influenced their practice and 

required them to respond accordingly. The notion of time constraints was present in all 

participants’ accounts while the prestige of family medicine was recognized by some of them as a 

challenge. The following chapter discusses these results and locates the present research in relation 

to the broader medical education literature on professional identity and faculty development.   
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5 DISCUSSION 

Clinical teachers are medical professionals who perform multiple and overlapping tasks in clinical 

work and education while facing contextual challenges in day-to-day work. They are therefore 

expected to juggle several professional identities such as educator and clinician as well as 

potentially researcher, manager, or learner. In this thesis, I aimed to examine and better understand 

how clinical teachers in family medicine make sense of their multiple professional identities in the 

particular context of an international blended education program for faculty development.  

Identity involves both individual and societal dimensions. As such, the clinical teachers 

participating in this research made sense of their many professional identities by pondering 

individual internal elements as well as external elements through a process of constant negotiation 

with themselves and others in their situated time and context. Internal elements included the 

identification of a single identity which comprises other dimensions of their professional world as 

well as the quest of participants to develop identity and inter-identity consonance; that is, they 

integrated their professional identities in agreement with others and with their personal identities, 

values, and beliefs).  

Regarding social elements, participants’ discourses resonated with a dwelling perspective on 

their work, as they understood their craft to be a relational process by which they weave themselves 

into their context and entwine their experience with that of others. For some, the faculty 

development program was an opportunity to understand a collective identity and recognize a 

community of practice. Participants, however, diverged when recognizing who their peers are: 

while some named a single group (family physicians), others had a more comprehensive view and 

included healthcare professionals, medical students, and even patients. Finally, participants’ lived 

experience included facing challenges in their work. Participants’ experiences converged as they 

identified two of these challenges: time constraints and the lower prestige of the family medicine 

discipline. Bellow, I will discuss in greater detail such dimensions of multiple professional identity 

management. 

5.1 An embedding identity: A ‘single-door closet’ to achieve harmony and unity at work 

More than just a super-ordinate theme, recognizing an embedding identity is an internal strategy 

used by clinical teachers in this research to negotiate their overlapping professional identities. It 

involved the recognition of a single identity which embraced other identities and roles.  
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 O’Sullivan (2012) argues that “the key distinction is in exploring multiple identities to 

forge a new identity” (p. 130). Although participants of this study made sense of their multiple 

professional identities by recognizing a single identity, the notion of an embedding identity 

diverges from what this scholar proposes. First, the embedding identity does not necessarily have 

to be brand-new. In fact, the embedding identities of Luiz, Marcos, and João were developed 

before other identities. Second, while this identity contains others, but at the same time, this sense-

making process does not entail a hierarchy of identities. Finally, and importantly, what resulted in 

an identity being considered as embedding was that it had enough meaning for the participants that 

it was able to reconcile different demands, values, and beliefs from the identities they held.  

Hence, the notion of the embedding identity – or ‘single-door closet,’ as described by João 

– is as an empirically grounded strategy that can be used by professionals holding several identities 

to manage and make sense of them. For the clinical teachers participating in this research, this 

amalgam allowed find meaning, unity, and harmony in their work. 

5.2 Identity consonance and inter-identity consonance: Finding common points 

The second super-ordinate theme (identity coherence) also deals with the internal dimension of 

identity negotiation. Participants seemed to manage tensions or internal conflicts by aligning their 

professional identities in agreement with their personal identities, values, and beliefs, which 

resonates with what Costello’s (2005) notion of identity consonance. The sense of personal fit 

between their individual values and the institutional features of the discipline of family medicine 

influenced participants’ career choices, even leading some of the participants to withdraw from 

surgical residencies (Marcos and Pedro), which aligns with previous research on the decision-

making process of selecting a specialty after medical school (Burack et al., 1997). 

Clinical teachers’ understanding of what being a family physician means is key for 

comprehending how they related it with their personal interests, values, and beliefs. In this study, 

I have identified two core elements of family medicine as a discipline that mattered the most in 

participants’ identity formation: 1) humanistic and social commitment, and 2) comprehensive 

scope of practice. This understanding resonates with the family physician profile by the Ibero-

American Confederation of Family Medicine (CIMF): 

Family and community physicians are the specialists who treat the health-disease process 

integrally and continuously, and with a risk-based approach, both for individuals and 

families. [Family physicians] have a holistic approach that takes into account the biological 
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and psychological contexts, and recognize that the disease is strongly linked to the life 

experience of the person. (…) Family doctors are prepared to respond to attend demands 

at any time of individual and family life cycle while recognizing the interactions that occur 

in the community. (…) Family and Community Medicine constructs the doctor-patient 

relationship over time, always considering the context. The doctor-patient relationship is 

an essential medical act that seeks the integral good of the patient. If the medical act is not 

directed to this end, the medicine dehumanizes itself. In Family and Community Medicine, 

the doctor-patient relationship is given to take care of the human part of the illness and the 

spiritual part of the human being. (Arias-Castillo, Brandt Toro, Freifer, & Fernández, 2010) 

At the same time, participants seemed to look for inter-identity coherence, in particular 

between the family physician and clinical teacher identities. For instance, the importance of 

teaching humanistic values of medicine, improving the clinical level, and adopting similar 

approaches between patient care and pedagogy. This finding corroborates prior similar results. For 

example, O’Sullivan (2012) suggests that approaching educational responsibilities with similar 

strategies to clinical tasks might prevent identity dissonance. Starr et al. (2003) found that primary 

care teachers have a belief that being a physician means being a teacher, and that the skills they 

use to teach patients are comparable to the ones they use to teach learners.  

Similarly, some clinical teachers have associated teaching with the opportunity to contribute 

to the development of the next generation of physicians and influence those physicians’ career 

choices (Starr et al., 2003; Steinert & Macdonald, 2015).  Cantillon et al. (2018) call this as identity 

mutuality, that is, the extent to which the physician’s values align with those required by the teacher 

identity. Hence, clinicians seem to find satisfaction in teaching when they make sense of it as 

related to a physician’s identity.  

In sum, the internal negotiation of the multiple professional identities held by the participants 

involves two strategies; namely, recognizing a single identity containing other dimensions as well 

as finding common points between them. That is, they used both strategies complementarily to 

make sense of their professional life.  

5.3 A ‘dwelling’ perspective on work and learning 

Work as a relational craft, significance of professional peers, and challenges posed by the context 

are super-ordinate themes dealing with the external dimensions shaping participants’ identities and 



 95 

professional practice. The backbone of this social element of identity formation is the relational 

nature highlighted by participants. In their daily practice, participants are, in one way or another, 

involved in relationships with their environment and with others. 

Participants do not construct their identities or develop their practice in a vacuum. This 

finding reflects those of other scholars (Rodriguez et al., 2014; Van Lankveld, Schoonenboom, 

Volman, et al., 2017). Participants see themselves embedded in their context; they are part of a 

network of relationships with other stakeholders and they work together towards improvement and 

evolution. This vision influences their practice in the sense that they do not adopt a top-down 

unidirectional approach in neither their relationships with patients nor in their relationships with 

students. Instead, participants described their work as an exchange of both knowledge and 

experiences, suggesting a bidirectional nature; they entwine their expertise with that of others 

including patients.  

Inspired by anthropologist Tim Ingold’s (2000) previous work, Plumb (2008) contrasted two 

views on learning: building and dwelling. The former is a more individual, objectivist, and 

instrumentalist stance that separates humans from the world in which they live. Plumb argues that 

a ‘building perspective’ resonates with acquisition-learning, which understands learning as a 

“process by which the mind forms accurate representations of entities and events in the objective 

world” (p. 65). This perspective allows individuals to internally reflect on this knowledge and then 

act on the external world, for instance, by building.  

A dwelling perspective on learning diverges from individualism, objectivism, and 

instrumentalism. Indeed, it does not divide the human mind from reality. On the contrary, it argues 

that people dwell in that reality. Hence, learning is a relational process through which people 

intertwine themselves in and engage with their social and cultural worlds.  

In short, for us to be dwellers, for us to be able, at a very minimum, to enter into reciprocal, 

creative and developing relations with the environment, we must be capable of learning. 

Learning and dwelling are inseparably bound. It is through learning that we dwell; it is 

through dwelling that we learn. (Plumb, 2008, p. 74) 

All participants were objectively learners as they were enrolled in a faculty development 

program, yet participants’ identity diagrams (see Figure 12) show that only two of them self-

identified as such. Marcos’ embedding identity was that of learner, while one of Fernanda’s 

embedded identities was teacher-as-learner. However, all participants dwell their work 
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environments, and so they learn through the relationship they establish with colleagues, students, 

and patients – even if the identity of learner did not explicitly emerge in most cases. Therefore, I 

argue that participants in this investigation have a dwelling perspective of their work and learning 

since they understand their craft as a relational process by which they weave themselves into their 

context and entwine their experience with that of others. 

5.4 Identifying the other 

While participants converge on having a dwelling perspective of their job and stressing the 

importance of the relationships they form with others, they diverge while recognizing who those 

others are. More specifically, they had different understandings of who their professional peers 

are. One could visually depict this divergence in a continuum or spectrum according to ‘level’ of 

inclusiveness (see Figure 13), with one side representing an exclusive vision (i.e., including one 

professional group) and on the other, a more inclusive one (i.e., including many professional 

groups). It is important to stress, however, that this is simply a way of illustrating such divergence; 

it contains no value judgement. There is not a right way of making sense of others, just diverse 

forms of this sense-making. 

 

Figure 13. Inclusiveness of professional peers recognized by participants 

To identify peers or in-group members (Tajfel & Turner, 1986), participants, in addition to 

making sense of their own identities, had to reflect on their social worlds and other people’s 
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identities. That is, they first had to undertake an exercise of social categorization to identify social 

groups, and then identify in-group/out-group division through social comparison (Brewer, 2007). 

Participants work in an interprofessional context in which relationships bear importance. The ways 

in which people understand others as either in-group or out-group members has been argued to 

underpin intergroup behaviours and professional dynamics (Roccas & Brewer, 2002), such as the 

so-called in-group bias (a tendency to favour and validate behaviours from in-group members) and 

intergroup conflicts (Brewer, 2007; Tajfel & Turner, 1986).  

However, while some participants had a more exclusive view when identifying in-group 

members, this did not negatively affect their relationships with outgroup members. For instance, 

Luiz did not identify students or patients as peers and yet he emphasized the importance of being 

connected to and avoided creating barriers with others. Similarly, Aline did not identify healthcare 

professionals as in-group members and still stressed the importance of her work with a 

multidisciplinary team, as if this were a team of out-group members working together towards 

patient care. Finally, Pedro, who although was the most exclusive when talking of his peers (family 

physicians who are preceptors), at the same time represented his professional world as a network 

or, as he said, a gear to which he contributed and from which he received. Thus, the relational 

essence of participants’ work seems to go beyond the in-group/out-group divide, making 

collaboration possible.  

5.5 In-group members in relation to identity sense-making 

Although participants identified a single embedding identity, this related to their in-groups in 

different ways; see Table 3. João identified his in-group in agreement with his embedding 

identities. Fernanda’s in-groups, on her part, stem from her embedding and embedded identities; 

she saw herself as teacher-as-learner who is foremost part of a conversation, and so she was able 

to name healthcare professionals and students as well as patients as peers.   

Luiz and Aline saw those individuals who share their embedded identities as peers: family 

physicians on the one hand, and preceptor on the other. In contrast, Pedro considered physicians 

who are at the same time preceptors to be in-group members, that is, those who share a former 

identity which he had in previous years. Finally, Marcos did not understand his peers depending 

on his identity sense-making but saw everyone working in the same domain in which he works 

(healthcare) as in-group members. In sum, connecting participants’ identity diagrams with their 
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in-groups highlights once again the variety of ways they made sense of their personal and social 

worlds and how diverse their lived experiences are.  

Table 3. Participants’ in-group members in relation to identity sense-making 

Participant Embedding identity Embedded identity (ies) In-groups 

Luiz Artist - Family physician 

- Teacher 

- Family physicians 

- Preceptors 

Marcos Learner - Family physician/medical 

doctor 

- Resident 

- All healthcare 

professionals 

Aline Supportive figure - Family physician 

- Preceptor 

- Family physicians 

- Preceptors 

Fernanda Facilitator - Family physician 

- Teacher-as-learner 

- All healthcare 

professionals 

- Medical students 

- Patients 

Pedro Teacher - Family physician - Family physicians 

who are preceptors 

João Family physician NA - Family physicians 

5.6 Identity as contextualized 

Through their dwelling perspective on their work, participants also identified two elements which 

hindered their work and influenced their identities: time constraints and the low prestige of family 

medicine as a discipline. Participants valued the broad scope of practice and patient-centered care 

as core values of the practice of family medicine. They valued such strategies so much such 

strategies that they adopted similar approaches in their relations with students. However, this 

approach requires an environment which supports clinical teachers to have enough time to listen 

and deal with the whole person – patient or student. Since participants work in a context lacking 

time, they could face identity issues; internally, they found harmony between themselves and their 

practice, although externally, the challenge of time might compromise such harmony.    

 Discourses and practice reputation are contextual elements which are also part of the reality 

in which clinical teachers dwell. Half of the participants commented on the cultural belief that the 

discipline of family medicine is a less prestigious discipline: a minor specialty (Pedro, line 192, 

P). The prestige of a profession influences career choices and by extension, professional identity 

formation. For instance, Rodriguez et al. (2015) explore how academic discourses in 

undergraduate medical education affected medical students’ professional identity formation. They 
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found that students’ identification with this discipline was hindered in medical schools where 

academic discourses conveyed a lower reputation of family medicine vis-à-vis other specialties.  

Despite being aware of the relatively lower status of family medicine, participants in this 

study had strong positive perceptions of the discipline. They stressed its interprofessional nature, 

comprehensive scope of practice, clinical richness, communitarian and patient-centred approach, 

as well as social engagement. They did not have to shift their self-representations to another group 

with better prestige, as Roccas and Brewer (2002) suggest.  

Finally, whilst some research argues that the teaching practice has an a priori lower 

recognition compared with clinical practice (Hu et al., 2015b; Kumar et al., 2011; Sethi et al., 

2017), participants in the present study did not raise this challenge. Instead, being an educator was 

a complementary identity that harmonized with their work, being either contained in their 

embedding identity (for Luiz, Fernanda, and Aline) or standing as an embedding identity on its 

own (for Pedro). Qualitative research is always contextualized, and the divergence of results could 

be due to a different culture vis-à-vis teaching in the professional context of the participants’ work. 

5.7 Study limitations and strengths  

As with other empirical investigation, this work has some limitations. The first is the language 

difference between me, as a researcher and interviewer, and the participants. My mother tongue is 

Spanish, whereas the participants’ is Portuguese. This could have affected both how they expressed 

their ideas and how I interpreted them. However, acknowledging this limitation, I purposefully 

chose participants with good proficiency in both English and Spanish, while participants were 

offered with the possibility of having a trained Portuguese-speaking interpreter on the online 

invitation. Fortunately, Spanish and Portuguese are close Romance languages, which allowed me 

to lead the conversations and understand a great deal of what participants said, while they were 

also able to understand me. As a result, the Portuguese-speaking interpreter was simply a support 

for translating specific sentences.  

I have made explicit that I consider identity to be a dynamic, changeable and unfixed 

construct. Thus, another limitation of the present study is the fact that I conducted interviews at 

one point in time. As a result, the present interpretative phenomenological analysis is a ‘snapshot’ 

of how participants made sense of their identities at that moment. The study was undertaken in this 

way for feasibility and to maintain its scope of the present research as a master’s project.  



 100 

Despite these limitations, there are methodological strengths that assured the trustworthiness 

of my research endeavour from the study conceptualization. Such strategies are discussed below 

following Guba’s four criteria to analyze rigour in qualitative research, namely credibility, 

transferability, dependability, and confirmability (Guba, 1981).  

Credibility: The research methodology was chosen in agreement with the research question, 

the phenomenon under investigation, and my own constructivist epistemological and ontological 

positions. Besides, triangulation was achieved by using six participants and doing within- and 

across-cases levels of analysis, so that the individual standpoints and experiences were verified 

against others. In order to ensure honesty in participants, each clinical teacher had the opportunity 

to withdraw from the study when desired, without any repercussion or be questioned. At the same 

time, before each interview, participants were reminded that there were no right answers since the 

only objective was to understand their lived experience. Finally, I attended frequent debriefing 

meetings with members of my thesis committee, who also gave comments and feedback as the 

different stages were completed. 

Transferability: Although IPA does not aim to generalize (Smith, 1996, 2004), it is always 

recommended to contextualize any qualitative study. This is why I was aware of the importance 

of doing a thick description of the research setting, participants’ characteristics and results. Thus, 

the readers can judge whether the study findings can be applicable to their own contexts.  

Dependability: Due to particular features of its methodological approach here adopted, 

dependability might be difficult to achieve in this investigation. However, how this research was 

conducted and the different decisions that were taken are described in-depth. Not to pretend that 

if this study were repeated in similar conditions, there would be similar results but instead to allow 

the reader a thorough understanding of the project and the methods used.   

Confirmability: One of the most important ways when considering objectivity in qualitative 

research is to acknowledge the researcher’s own predisposition (Shenton, 2004). Hence, I tried to 

take a reflective position as the different stages unfolded. I felt, for instance, that the fact of being 

a Latin-American general physician made easier the rapport with the participants and allowed me 

to step into their shoes more easily. Similarly, I recognize myself as a person who tries to 

understand complex ideas through graphical representations, and so I used three graphical 

strategies at different moments of the study – participants’ drawings during the interviews and 

concept maps and identity diagrams during the analysis. Thus, these preconceptions are strengths 
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which enriched the interpretation and conceptualization of the data. Finally, using the qualitative 

analysis software like NVivo® facilitated a data-oriented audit trail.   

5.8 Implications 

5.8.1 Implications for theory 

I conceptualized the construct of identity from a constructivist position, seeing it as a fluid and 

dynamic process in constant reconstruction and as something that people use for making sense of 

themselves as well as behaving and interacting with others accordingly (Coldron & Smith, 1999). 

Identity involves both individual and societal dimensions. The present research recognized the 

reciprocal relationship between such dimensions. It examined in particular multiple identity 

management (individual dimension) and placed it within a context; that of a faculty development 

program (societal dimension). The methodology used is inductive, and yet the interplay between 

individual and societal dimensions as well as the non-static nature of identity emerged. As one of 

the participants commented:   

I have the peace of mind that one does not skip stages, that one is building their own story 

and their professional identity little by little, over time, with the opportunities that are 

appearing. (Pedro, 599-601, P) 

One of the theoretical implications from the present research is how identity emerged in both 

the participants’ discourses and the qualitative analysis. Despite exploring identity at only one 

point in time, participants organically discussed about identity as a fluid, non-static construct that 

in addition has individual and social elements and that further influenced the ways in which they 

behave with others. 

However, I argue that the most important theoretical contribution from the present research 

is the notion of ‘embedding identity.’ The idea of making sense of many identities by identifying 

one that embraces other identities and roles, without necessarily creating a hierarchy, thus making 

possible certain unity or harmony, is powerful. This notion should be further explored and could 

offer other perspectives to the study of identity and professional identity.  

5.8.2 Implication for practice 

Several researchers (e.g., Cruess et al., 2014; Goldie, 2012; Trede et al., 2012) have debated the 

importance of placing identity development at the centre of medical education programs. These 
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scholars have introduced some strategies which aim at this purpose, such as spaces for explicit 

reflection or conscious role modelling. In this research, however, I introduced another method to 

prompt identity-related discussions and foster reflection among participants; I asked participants 

to represent their identities graphically. I argue that this approach can also be used in future medical 

education programs, whether directed to medical students, residents, practicing physicians, or 

clinical teachers. The resulting drawing could work as metaphor for engaging learners in their 

professional identity construction and starting such discussions. 

The value of having a dwelling perspective on learning (Plumb, 2008) has implications for 

medical education in general but is particularly relevant for family physicians’ training. Family 

physicians work in interprofessional contexts in which the relationships they form with other 

healthcare professionals can directly impact patient care. Adopting a dwelling perspective by 

exposing trainees early on to such settings means acknowledging the relational nature of the family 

physicians’ craft. This approach would also stress the importance of establishing networks of 

professionals as well as knowledge and experiences in favour of the patients and the communities 

they serve.   

The present research has several practical implications for faculty development programs. 

Preparing clinical teachers for their academic duties can be conceptualized as a moment to create, 

join, and advance a community of practice. Some participants in the present research, for instance, 

saw in the program an opportunity to meet like-minded people sharing demands and challenges, 

which was reassuring for them. Thus, faculty development programs are not only a career 

transition (Jauregui et al., 2018) but also a space for clinical teachers to share their experiences 

and legitimize their work and identities. Faculty development leaders should at the same time 

reflect on the community that stems from such experience and offer partakers tools to maintain the 

sense of community and avoid feeling “unmoored” (Jauregui et al., 2018, p. 3).  

Membership to multiple social groups is a natural aspect of being human (Roccas & Brewer, 

2002; Stryker & Statham, 1985; Tajfel & Turner, 1986). Faculty development programs are in the 

privileged position of being able to offer learners additional strategies for dealing with overlapping 

tasks in education and patient care and thus meeting the demands from the many identities they 

hold. This research identified some of those strategies: helping clinical teachers to identify an 

embedding identity, finding common points between identities through identity coherence, and 
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stressing the importance of establishing interprofessional bonds. Such approaches could be core 

elements to be implemented when preparing clinical teachers for their work. 

The nature of a faculty development program is another analytical element of clinical teacher 

identity. Since the current research took place amid an international blended education program 

for faculty development program delivered by a Canadian Department of family medicine to a 

Brazilian faculty of medicine, the intercultural context fostered the so-called social comparison 

(Brewer, 2007; Tajfel & Turner, 1986) and reflection among some participants. This social 

comparison, in turn, raised a sense of collective identity, giving them the inspiration to move 

forward. Therefore, although the main purpose of faculty development programs has been to teach 

educational skills, such programs could be also a space for participants to reflect on both group 

practices and their own sense of self. 

Participants in this study had three main professional profiles: full-time academic with little 

exposure to patient care (Pedro and João); preceptor, in whom teaching and patient care exist side 

by side (Luiz, Aline, and Fernanda); and future educator with limited teaching duties at the moment 

(Marcos). Faculty development leaders and facilitators (that is, the person leading the sessions) 

should be mindful of the learners’ previous experiences and current profiles to foster reflection. 

Another strategy could be to categorize partakers in homogeneous groups according to their profile 

to offer them a better tailored educational experience.  

Similarly, it is key for faculty developers to know the context where clinical teachers work 

as well as the challenges such context poses. In this case, the working environment is marked by 

time constraints and the lower status of family medicine. Therefore, future faculty development 

programs could address these challenges by providing time-management strategies and once again, 

ensuring that participants reflect on their identity as family physicians, their work, its importance, 

and their role to change that culture. In other words, designing a faculty development program 

should include a fieldwork aiming to identify beforehand learners’ profiles and their working 

contexts before the program commences, so that it can be designed accordingly to better address 

clinical teachers’ needs.   

In sum, preparing clinical teachers by considering their professional identity construction 

could impact the way faculty development programs are conceived. This approach could “have 

the potential to transform not only individuals but also educational institutions” (Cook-Sather, 
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2006, p. 122) (p. 122). Faculty developers should also consider these perspectives and so tailor the 

programs to contribute to a better quality of medical training and potentially clinical practice. 

5.9 Future directions 

Clinical teacher identity research continues to be a somewhat unexplored and yet insightful sub-

field of inquiry. Future research projects may include the evaluation of faculty development 

programs which contain explicit strategies for fostering identity management and development. It 

would be valuable not only to implement such approaches but also to explore whether or not they 

assist clinical teachers in their daily work.  

Additionally, the use of other qualitative methodologies would be beneficial for advancing 

current knowledge of professional identity. For instance, conducting an ethnographic study which 

includes participant observations may allow us to see multiple identities ‘in action.’  

The present study was conducted from the physician stance because they are the primary 

decision-makers in the trajectory of patients through health services (Nugus, Greenfield, Travaglia, 

Westbrook, & Braithwaite, 2010). However, multiple professional identities in the context of 

continuing professional development programs among allied health professionals could offer new 

perspectives.   

Finally, some health systems – such as the Brazilian system– allow medical graduates to 

work in certain areas such as primary care, without having gone through a residency program. This 

context should be further explored in relation to the prestige of family medicine as a discipline, 

medical students career choices, and identity issues among family doctors.  
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6 CONCLUSION 

The present research used a phenomenological approach to explore the lived experiences of six 

Brazilian clinical teachers as they made sense of and managed their many professional identities 

in the context of an international blended education program for faculty development, designed by 

a Canadian university to be implemented in Brazil. Specifically, the intent was to understand what 

it is like to be a teacher in family medicine as well as the meanings that such professionals give to 

their multifaceted identities. 

Clinical teachers in this study had multifaceted identities, of which made sense, managed 

and integrated into their daily practice in diverse ways. They looked for common points between 

their identities and roles and embedded them into a single identity. They also formed their multiple 

professional identities by seeking agreement between them and with their personal self. In 

addition, they recognized a social element in their professional identity formation process. The 

connections they form through their work and the relational essence of being a teacher in family 

medicine carried an important value. This made possible collaboration with peers, other healthcare 

professionals, students, and even patients. 

This study contributes to the advancement of the study of professional identity. In the present 

research, identity emerged not only as the ways in which participants made sense of themselves 

but also how they acted accordingly and interacted with others. When exploring identity, 

researchers should consider the ontological nature of the construct as well as the relationship 

between individual and social elements. Further, this research sheds light on multiple identity 

management by discussing the notion of constructing an embedding identity. This is valuable and 

unique in light of the complexity of the contextual influences on the daily work of family 

physicians. 

Finally, this study also contributes to family medicine education and faculty development. 

On the one hand, family medicine residency programs could be meaningful for exposing trainees 

to interprofessional contexts and so teaching them to establish relationships with other healthcare 

professionals and intertwine experiences in the interests of optimal patient care. On the other hand, 

faculty development programs, in addition to teaching education skills, could be conceived as an 

opportunity for participants to reflect on their own professional identities and the communities to 

which they belong. Therefore, faculty development leaders could consider participants’ profiles 
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and the context in which they work to better tailor these programs, thus contributing to a better 

quality of medical training – and potentially clinical practice and care.  
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8 APPENDICES 

Appendix 1: Interview guide 

A. Introduction 

1. Introduce yourself  

• Prompts:  

i. Who is [Name] at this moment? 

ii. Who are you? 

iii. What is your profession? 

iv. Who are you as professional?   

2. How would you like to be presented before giving a talk on a conference or lecture? 

B. Professional lived experience 

1. What do you do in your job? 

• Prompt:  

i. Can you describe a typical day/week at work during the past year? 

2. What are the roles/tasks you have had during the past year?   

3. What is like to be a [profession(s) identified in section A]? 

4. How do you see/describe yourself as [profession(s) identified in section A]? 

• Prompt: 

i. What sort of [profession(s) identified in section A] are you? 

5. How have you managed/dealt with those roles/tasks? 

• Prompt: 

i. How do you feel emotionally/mentally while managing your roles? 

6. How would you graphically represent your professional roles/world(s) (e.g., Venn 

diagram)? 

7. Has this representation changed over the last year?  

8. What interrelations do you find between those roles/tasks? 

• Prompts: 

i. Are there any connections/tensions/conflicts? 

ii. Have they influenced one another? 
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9. Has having those additional roles made a difference to how you see yourself as 

[profession(s) identified in section A]? 

C. Faculty development program and multiple professional identities (if not covered on 

previous questions) 

1. Has your experience in the faculty development program supported you to manage your 

professional roles? If so, how? 

2. Has been part of this program made a difference of how you see yourself as a 

professional? 

• Prompts: 

i. If so, how do you see yourself now as different from before the 

program?  

ii. How would you say you have changed? 

D. Relationship with others 

1. Who are the ones you consider your colleagues? 

2. Do you think that having those additional professional roles has made a difference to 

how your colleagues see you? If so, how? 

3. Who are the ones you do not consider as colleagues? 

4. Do you think that having those additional professional roles has made a difference to 

how you see others (out-group members)? If so, how? 

5. Do you think that being a [profession(s) identified in section A] has made a difference to 

how you see others (out-group members)? If so, how? 

E. Conclusion 

Is there anything you would like to add to describe your experience during the last year 

or your multiple professional roles? 
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Appendix 2: Example of step two and three of analysis – initial noting and developing 

emergent themes. (Extract from Fernanda’s within-case analysis) 

Emergent themes Transcript excerpt Initial notes 

Decision-making 

discussion 

 

 

 

 

 

 

 

 

 

 

Patient role during the 

discussions 

 

 

 

 

Advantages: better trust 

and shared agreements 

instead of orders 

 

 

 

 

 

 

A discussion between 

three stakeholders 

 

 

 

 

 

 

Students’ role during 

the discussions 

 

 

A discussion between 

three stakeholders 

 

Yes, sometimes, we have decisions to do 

and we present options. So: 'do you 

wanna take this medicine once a day or 

twice a day? or 'do you think is better for 

you to do some exercise and learn how 

to eat better or do you need to take this 

medicine? do you think is better for 

you?'. I think the patient sometimes has 

to make decisions, and the doctors, we 

sometimes forget that's a person that has 

a say on these decisions, so sometimes 

you just say: 'no you have to do this, you 

have to exercise, you have to learn how 

to eat' but we don't think that he works 

long hours and he has taken care of his 

house and he has a lot of things and he 

doesn't have time sometimes. So, we have 

to make some agreements and he makes 

agreements with me, I think he does think 

better, he feels better with these 

decisions is not just something that the 

doctor said, is something that we agreed, 

you know? 

 

I: How do you involve the students in 

these decisions, in these conversations? 

Sometimes, we are all having these 

decisions together, sometimes we discuss 

and if I said sometimes 'I think he should 

go to insulin' and the students say things 

that I wasn’t looking at the time: 'but he 

has to come to the unit to take the insulin 

and at home he doesn't have anybody to 

help him with that and he can't do it by 

himself'. So, sometimes they help in this 

decision, or sometimes they say 'oh you 

have a daughter you have a son that can 

help you' and the patients 'oh yes'... 

Sometimes... I think we all discuss 

together, sometimes, is not just me and 

the patient.  

 

-Decision-making discussions 

 

- Involving the patient in the 

decision-making discussions 

by presenting options 

 

 

- The patient decides 

- Does being a good doctor 

mean to hear patients’ 

opinions? 

- Patients have a say in 

matters related to their health 

-Patients contribute 

perspectives of his/her own 

life 

- Discussing to achieve 

shared agreements 

- Involving patients improves 

the physician-patient 

relationship 

- Shared agreements instead 

of orders 

 

 

 

-Making decisions all 

together 

 

-Students as part of the 

decision-making discussions 

 

 

 

-Students’ input helps in the 

decision-making process 

 

 

-Students as part of the 

decision-making discussions 
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Fernanda’s prevailing 

identity and role during 

discussion 

I: And how do you see yourself during 

this decision-making conversation? 

I think I'm part of a group. At this point 

sometimes, I'm not... I say 'you have 

these options', but when we discuss these 

options and we have to make a decision 

and agreements I think I'm not... at that 

point I'm not just a teacher, I'm part of a 

conversation, you know. I'm listening to 

the point of view, I give my points of 

view. So, I'm part of a conversation. 

 

 

- I’m part of a group 

 

-Decision-making discussions 

to achieve shared agreements  

 

- She is not just a teacher, she 

is part of a conversation 

 

- Facilitating a conversation 
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Appendix 3: Example step four of analysis – searching for connections across emergent 

themes.  

Fernanda’s concept maps for the superordinate themes decision-making discussion, teacher-as-

a-learner identity, family doctor identity, and what defines Fernanda as a professional) 

 

 

 

Decision-making 
discussion

A disucssion between 
three stakeholders

Fernanda as a 
facilitator

Patients

Students

Advantages: better 
trust and shared 

agreements instead of 
orders

Patient-students 
relationship

A comprenhensive 
community of peers

Healthcare 
professionals as peers

Students as peers

Patients as peers

Teacher-as-a-learner 
identity

Teaching as a 
stimulating activity 

that fosters learning

Relationship with 
students

Teaching moment: 
disucssion with 

patients

Learning moment: 
impoving knwoledge

The purpose is 
twofold: work for 

patients and advance 
clinical work
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Family doctor 
identity

Family medicine is 
global

Time and prestige 
of the discipline as 

challenges

Patient education: 
a higher 

responsibility

What defines 
Fernanda as 
professional

A people's 
person

A desire to 
improve and 

learn

A dedicated 
professional

High-qualtiy 
work
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Appendix 4: Super-ordinate themes’ master tables 

Table 4. Master table for super-ordinate theme ‘An embedding identity’ 

SUPER-ORDINATE THEME No.  1: An embedding identity 

A professional identity as container Line 

João 

[Being a teacher and family doctor] are different tasks of the same 

professional. 

247 

I understand that it is not a closet with drawers that one opens and 

then closes, then opens another one and closes it, but a single-door 

closet that contains all those dimensions, all mixed, all together, in 

the same person. 

251-253 

Pedro Today I see myself much more like a teacher than a doctor 339 

 

Another identity as container Line 

Aline 
I consider myself a root 186 

[The root] ends up being assurance for students and patients 192 

Fernanda 

I think I mediate the discussion 176 

I think I'm part of a group (…) at that point I'm not just a teacher, 

I'm part of a conversation (…) So, I'm part of a conversation. 

373-376 

Marcos 
I see myself as a learner 133 

A doctor is basically a student 198 

Luiz 

 

Putting art in my work, I think it makes me happy 230-231 

I’m Luiz who at the moment is as a doctor, but also who is an artist 359-360 
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Table 5. Master table for super-ordinate theme ‘Identity coherence’ 

SUPER-ORDINATE THEME No. 2: Identity Coherence 

Coherence with the identity of family physician  

• Humanistic and social commitment 
Line 

Aline 
[I decided to go into family medicine because it is] A more humane 

medicine, with greater contact with the patient 

20 

João 

Some colleagues and I had a more social involvement, so that led 

me to think of some discipline, some specialty that worked closer to 

these social realities. 

54-56 

A family doctor is a patient advocate (…) it is a professional who 

in fact is interested in others, who lives for the other. 

318-319 

Luiz 

I really care about being connected 94 

I love the connection, to know the stories, the empathy with the 

patients (…) So I think I'm much more a doctor who takes care of... 

the social part 

110-114 

Marcos 

To be able to help people in their environment (…) they [patients] 

need a lot (…) So that's what I like, to be able to serve people and 

to help them and being their doctor 

98-103 

Pedro 

I did not feel comfortable being just an ENT (…) From my 

perception, it seemed to me that it wasn’t what I wanted, I wanted 

to have a more social work, more with the community. 

127-130 

 

Coherence with the identity of family physician  

• Broad scope of practice 
Line 

Aline Knowing the patient as a whole, and not only treat diseases. 21 

Fernanda 

I couldn't decide if I was going to do only one thing. So, I think 

family medicine is global 

21-22 

I do consultations with all kind of... with people of... with children, 

and adults, and women 

24-25 

João 

If I chose one [specialty], I suffered because I had excluded all the 

others. In that case I understood that I was choosing to do medicine, 

a sort of medicine that would keep me connected in a certain way 

with all those other areas. 

63-66 

I think that it is part of the DNA of the family doctor not only to do 

one thing 

371 

Luiz Not only see the pathologies and treatment, but expand the vision 112-113 

 

Coherence with the identity of clinical teacher in family medicine Line 

Aline 

[I became a preceptor] to be able to teach those humanistic values 

of medicine. So that my students can be doctors more focused on 

the human being, on the person, and not only on the diseases 

23-25 

Fernanda 
I... with the student I study more, I look up for more answers, so 

when I'm with the patients, I know that I'm doing the best 

242-243 
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Luiz 

During undergraduate I also loved helping students as a 

monitor. So, I think it was natural, I do not know. I am a teacher 

(laughs). I love to teach 

79-80 

It's like a marriage because family medicine and the person-

centered clinical method is the strongest thing you can learn in life 

(...) empathy, real connection wanting to help, look in the eyes, was 

the main thing in the preceptorship to understand which student is 

coming today 

281-286 

Marcos 
I would be able to learn more being a preceptor.  260-261 

So, I think I will be a better doctor if I am a preceptor. 264-265 

Pedro 

It was always a natural thing for me to be able to discuss with 

colleagues, help the groups of younger groups a bit 

92-93 

I also had an interest in improving my level as a doctor by 

participating in groups of preceptors 

102-103 

I really like to be with the students, it's what I like the most, to 

discuss, to be in the classroom; nothing gives me professionally 

more pleasure than that, trying to see some evolution discussing the 

knowledge together 

315-317 
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Table 6. Master table for super-ordinate theme ‘Work as a relational craft’ 

SUPER-ORTINATE THEME No. 3: Work as a relational craft Line 

Aline 

I have a very good multidisciplinary team, (…) so we share a little 

responsibility to take care of the team  

57-58 

[In the team] I have a very good nurse, a manager who is very 

flexible with the schedules, and the students [who] the more time 

they spend in the Unit, the better they become.  

59-61 

Fernanda 

I see myself as a teacher, but sometimes we are learning together 196 

I say 'you have these options', but when we discuss these options 

and we have to make a decision (…) I'm listening to the point of 

view, I give my points of view 

373-376 

João 

My experience, but also a collective experience. (…) This here 

nourish those three points of work and feeds off the result of what 

I'm trying to do 

197-199 

Luiz 

I think I don’t put many barriers or walls (...) I love the connection, 

know the stories, the empathy with patients 

108-111 

[People see me as] a good professional and who loves talking about 

teaching, acting, being with people, hugging people 

361-362 

Pedro 

I’d describe myself (…) as a person willing to exchange knowledge 

and experiences 

289-291 

I feel like one of those points. Here can be my bosses, my students, 

my colleagues, the health system itself, the population; I feel being 

part of a gear in which I contribute and receive 

307-309 
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Table 7. Master table for super-ordinate theme ‘Significance of professional peers’ 

SUPER-ORDINATE THEME No. 4: Significance of professional peers 

Identifying who the professional peers are 

• One group (more exclusive) 
Line 

João 

The people that I see very close to my work are family doctors (…) 

[because] They are family doctors who have a similar career path 

and very similar work choices, very similar, we have very close 

visions of the world. 

400-404 

Pedro 
When talking about colleagues I think about the doctor who is with 

the student (…), in the family doctor who is the preceptor. 

462-464 

 

Identifying who the professional peers are 

• Two groups 
Line 

Luiz 

I have today ... my colleagues ... I can consider as my colleagues 

those who were my preceptors during the residency 

343-344 

[My colleagues] they are all family physicians 348 

Aline 

My fellow preceptors 273 

[I consider as peer] a great preceptor, a very humane doctor, and 

technically very qualified 

292-293 

 

Identifying who the professional peers are 

• Three or more groups (more inclusive) 
Line 

Marcos 

I could say in the health unit, the nurse who is working with (…) 

and the administration staff who are working them, they are also 

peers and... we have a profession here (…) health agent, they are 

also my peers 

387-391 

Physiotherapist, physical therapist or if he is a nurse or... dentist, 

these other professions that are linked to medicine and health area, 

I consider them my peers and colleagues 

423-424 

Fernanda 

All of them. I think the nurse that work with me and the people in 

my crew (…) health agents, I think they are my peers. And other 

doctors and nurses at the unit 

297-299 

I think they all are peers (…) Even the students, even the patients 

(…) The students because when you think that we learn from each 

other, we are peers. And the patients, when you think that (…) we 

make decision together and then, at this point we are peers 

310-315 

 

FDP as an opportunity for understanding the collective identity and recognizing a 

community of professional peers 
Line 

Aline 

We had many meetings, I discovered that many of my anxieties as 

a doctor and as a preceptor were shared by my friends and my fellow 

preceptors 

271-273 

João 

In a certain way [the FDP] made me see that it isn’t only me who 

has many responsibilities and who has to do many things at the same 

time (…) So that gave me a certain tranquility 

368-372 
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Luiz 

[The FDP] was important to understand that we are different 334 

It was a moment of understanding ourselves: who are we? and what 

is the next step? 

405-406 
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Table 8. Master table for super-ordinate theme ‘Challenges posed by the context’ 

Challenges posed by the context 

Time constraints and lack of protected time Line 

Aline 

Time is always a challenge for us, because consultations always 

involve a lot of mental health, so most of the time I can’t make them 

last 15 minutes 

73-75 

Fernanda 

I think the time is the most difficult one. We are always running. At 

the end of the day we are so tired 'cause we have been running all 

day to a patient, to the other... Sometimes we don't have time to 

discuss with the other doctors or... I think this is the hardest part for 

me. 

70-73 

João 

I would like to have at least one day of the week seeing patients. I 

hope that at some point that happens. But at this moment, it is not 

possible, there is really no time 

129-131 

Luiz 
Time, we have little time per patient, a very large demand, many 

people to care for. 

121-122 

Marcos 
We have a lot of pressure of number of patients; our goal is to 

have a patient every 15 minutes, 4 patients per hour 

118-120 

Pedro 
In Brazil, unfortunately, unlike what I saw when I went to Toronto, 

teachers don’t have protected time to take care of their own patients. 

172-174 

 

Lack of prestige of the family medicine discipline Line 

Fernanda 

Here in Brazil, I don't' think they [patients] give the importance that 

family doctors should have. And they really need to see specialist 

all the time (…) we have to educate them all the time 

63-66 

Pedro 

Family medicine in Brazil is still seen as a minor specialty. 191-192 

It was very common for doctors who couldn’t get into residency to 

work in family medicine because they didn’t demand residency. So, 

for a long time, and even today, there was a conception that the 

family doctor was less competent than the cardiologist, than the 

nephrologist 

206-210 

João 

When I decided to become a family doctor, I didn’t have much idea 

of what it would be like to be a family doctor. (...) during my [med 

school] I had never heard of that specialty – family medicine – 

never, at any time 

53-57 
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Appendix 5: Ethics certificate 
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