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ABSTRACT 

Introduction: This research involves aspiring doctors experiencing difficulties 

during their residency training. During residency, most doctors will achieve licensure up 

to the required competency standards, but some will struggle and need remediation 

strategies to resume their post-graduate training successfully. This research aims to 

understand the lived experience of going through remediation from a trainees' perspective 

in a family medicine residency program.  

Methodology and Methods: This research used interpretative phenomenological 

analysis (IPA). IPA is a qualitative methodological approach permitting participants to 

give meaning to their personal and social worlds or experiences through an insider's 

perspective. Six former family medicine remediated residents were purposively sampled 

and submitted to in-depth semi-structured individual interviews from 1 to 6 years after 

residency. Those were submitted to the IPA's six-step approach, intertwined with a 

narrative analysis between the intra-cases analysis (fourth step) and the cross-case 

analysis (fifth step). The study identified four functional themes timely sequenced from 

pre-remediation to late post-remediation and residency periods. 

Results: In pre-remediation, all participants interpreted having lived a strong 

emotional reaction to the announcement of remediation. Most expressed having felt 

shocked and surprised by their lack of assessed competency and performance. During 

remediation, they interpreted having experienced negative feelings such as emotional 

pain, shame, low self-esteem, and sensations of losing control over their lives. They 

expressed having also lived positive responses to remediation such as feeling supported 

and cared for, euphoria, and gradual regaining of control over their lives. They expressed 

they felt their reactions were rooted in their personal, familiar, and medical education 

histories and compounding concurrent life issues. They interpreted that their relations 

with their educators and teaching institution influenced their performance. All expressed 

having felt threatened in their professional identity, with variable but waning intensity 

through the continuum of pre-remediation, remediation, and immediate post-remediation 

periods. Immediately in the post-remediation period and residency, most expressed 

adjusting to their educators and institution expectations, but some interpreted having felt 

prejudiced and experiencing this remaining feeling even late after residency. However, 
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most interpreted the experience’s influence as positive over personal and professional 

issues at stake during remediation, expressed feeling gratitude for the support received 

and wanting to contribute in some way to the community of practice. 

Discussion: Remediation in a family medicine residency program was interpreted 

by those who lived it as a complex and disruptive experience. Some questioned the 

pertinence of remediation or felt it negatively impacted their practice or identified as a 

medical practitioner. However, most interpreted remediation has positively contributed to 

their professional and personal satisfaction, happiness, sense of achievement, and sense 

of belonging to the medical community. 
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RÉSUMÉ 

Introduction: Cette étude implique des médecins de famille en formation qui 

expérimentent des difficultés durant leur résidence. Bien que la plupart atteindront les 

standards de compétence et performance requis, quelques-uns pourront nécessiter de 

stratégies de remédiation pour terminer la résidence avec succès. Cette étude cherche à 

comprendre l’expérience de la remédiation de la perspective de résidents qui l’ont vécue. 

Méthodologie et Méthodes: L’analyse interprétative phénoménologique (AIP) 

utilisée dans cette étude est une méthode qualitative qui permet de donner un sens à des 

expériences vécues à partir d’une perspective émique. Un échantillon raisonné de six 

anciens résidents remédiés a été soumis à des entretiens approfondis semi-structurés une à 

six années après la fin de la résidence. Ces entrevues ont été soumises aux six étapes 

méthodologiques de l’AIP, entrelacées par une analyse narrative entre l’étude cas par cas 

(quatrième étape) et l’étude croisée de celles-ci (cinquième étape). Quatre thèmes 

fonctionnels liés temporellement et vécus séquentiellement durant la résidence ont été 

identifiés. 

Résultats: En pré-remédiation, tous les participants ont interprété avoir vécu une 

forte réaction émotionnelle à l’annonce de la remédiation. La plupart ont exprimé avoir été 

choqués ou surpris par l’évaluation faite par leurs remédiateurs de leur manque de 

compétence et performance. En remédiation, ils ont interprété avoir vécu des émotions 

négatives comme de la douleur émotionnelle, de la honte, une diminution de l’auto-estime 

et la sensation de perdre le contrôle de leurs vies. Ils ont aussi exprimé avoir vécu des 

réponses positives comme sentir qu’on tenait à les supporter, une euphorie et une sensation 

de reprise graduelle de contrôle sur leurs vies. Ils ont aussi exprimé avoir senti que leurs 

réactions étaient influencées par leurs histoires de vie personnelle, familiale et 

éducationnelle et par leur situation de vie courante. Ils ont interprété que leurs relations 

avec les éducateurs et l’institution d’enseignement ont influencé leur performance. Tous 

ont exprimé s’être sentis menacés dans leur identité professionnelle a une intensité variable, 

diminuant graduellement à travers les périodes de pré-remédiation, remédiation et post-

remédiation immédiate. En post-remédiation immédiate et post- résidence, la plupart ont 

exprimé s’être ajustés à l’expectative de leurs éducateurs et institution, mais quelques-uns 

ont interprété s’être sentis lésés par la remédiation, sensation persistant même tardivement 
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après la résidence. Cependant, la plupart ont interprété l’influence de l’expérience comme 

étant positive sur les situations personnelles et professionnelles qui ont amené à la 

remédiation, ont rapporté un sentiment de gratitude pour l’aide obtenue et voulant 

contribuer d’une manière ou d’une autre à la communauté de pratique. 

Discussion: L’expérience de la remédiation d’une résidence en médicine de famille 

a été interprétée par ceux qui l’ont vécue comme étant complexe et perturbatrice. Quelques 

résidents en ont questionné la pertinence ou ont senti qu’elle avait influencé négativement 

leur pratique ou leur identification à la profession. Cependant, la plupart ont interprété que 

la remédiation avait contribué positivement à leur satisfaction personnelle et 

professionnelle, leur bonheur et leur sentiment de réussite et d’appartenance à la 

profession.  
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1. INTRODUCTION 

Most medical post-graduate trainees will successfully resume their residency. 

However, this study aims to study the experience lived by those who struggle to reach 

competency standards during residency and are forwarded to remediation strategies offered 

by their medical institution and educators to ultimately achieve licensure. 

 In the post-graduation period, physician builds upon the foundational abilities 

acquired during their undergraduate curriculum at medical school to learn the competencies 

needed for practice. Residents formally acquire skills and knowledge and develop the 

ability to use it in a later novel situation (O'Brien, Forrest, Wijnen-Majen et al., 2019; 

Bruin, Sibbald & Monteiro, 2019). In this context, the process of medical education in 

postgraduate residency programs aims to assure that quality standards of competency levels 

are achieved upon graduation and licensure (CanMeds, 2015; Kenwright & Wilkinson, 

2019) 

Traditionally in medical residency, clinical coaching or apprenticeship involves a 

teaching-learning relationship between a master or senior practitioner and a novice or 

learner where the learner comes to understand the content and process of professional 

practice (Kaufmann, 2019). The competency-based approach to postgraduate training is 

therefore a complex process of supervision that brings a trainee to a state of entrustability, 

which is a state of confidence awarded by the trainee’s preceptor that acknowledges its 

gradually acquired ability to take all the responsibility for treatment and care of patients, 

becoming an independent practitioner (ten Cate, 2017).  

The notion of entrustment is considered to align with the central place of trust in the 

social contract between society and the profession of medicine (Gomes-Garibello & 

Young, 2018). From a systemic point of view, the social contract between society and the 

profession is viewed as a dynamic process with increasing expectations of reliability and 

accountability (Lemire, 2015; Swanwick, 2019), where society expects the licensure of 

residents who can provide high-quality care without supervision (Cruess & Cruess, 2008; 

Cruess, Cruess, Boudreau et al., 2014; ten Cate et al., 2016). In nowadays enhanced models 

of medical education, clinical coaching occurs through relationships between people, rather 

than solely as a mental activity for the individual learner. Teacher-learner interaction 

intends to gradually promote autonomy that most residents will reach at the end of the 
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challenging period of residency (Lacasse, 2009). The longitudinal relationships involved 

in teacher-learner interaction entails continuous feedback and assistance. Positive ones are 

interpreted as improving performance (Rangachari, Brown, Kern et al., 2017). In this 

context, emerging competency-based forms of assessment such as entrustable professional 

activities and programmatic assessment are thought of permitting the analyzing and 

gathering of continuous information about the learner’s competence and performance. 

According to Guerrasio, Garrity and Aagaard (2014), flaws presented by poor-

performing residency trainees include insufficient medical knowledge, poor clinical 

judgment, inefficient use of time, inappropriate interactions with patients and colleagues, 

and unacceptable moral behaviors. Literature in this field of knowledge have 

significatively increased in the last 15 years and authors sustain that trainees with the most 

significant difficulties acquiring entrustability may frequently be the least able to self-

assess and correct their deficiencies (Kruger & Dunning, 2004; Kaufmann, 2019). In this 

respect, Steinert (2008) counter-arguments that though junior doctors’ difficulties are often 

seen as residing within the learner alone, teacher and system factors must also be 

considered. 

Interestingly and importantly, the role of emotions in health professional’s education 

(Artino, Holmboe & Durning, 2012; Arnold, Sullivan & Quaintance,2016) and its 

influence on rater’s cognition and their assessment of health professional trainees’ 

competency and performance are increasingly scrutinized (Gomes-Garibello & 

Young,2018). 

Residents who struggle to achieve standard competencies are considered as needing 

remediation strategies to succeed in licensure (Bierer, Dannefer & Tetzlaff,2015). In this 

context, a trend exists in advocating for the design of structured postgraduate remediation 

programs to help postgraduate struggling trainees thrive in meeting the standards of 

medical competency , entrustability and successfully conclude their residency program 

(Kalet ,Chou & Ellaway,2017; Shearer, Bosma, Bergin et al., 2019).“Remediation is an 

intervention, or suite of interventions, required in response to some form of assessment 

against threshold standards of performance” (Cohen, Rhydderch & Cooper ,2019, p.498). 

However, program directors and preceptors consider identifying underperforming learners, 

isolating learner's areas of deficiency, marking them on competency scales and creating 
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effective remediation plans not only challenging but also onerous (Hauer, Ciccone, Henzel 

et al., 2009). 

Indeed, despite the high success rate in helping resident’s complete residency and 

achieve licensure, remediation involves  high expenditure of resources (Reamy & Harman, 

2006; Guerrasio, Furfari, Rosenthal et al., 2014)That may lead to a phenomenon known as 

failure to fail residents (Guerrasio et al., 2014) , which is interpreted as interfering with the 

duty of medical education to protect societal interests and license high-quality medical 

professionals (Dudek, Marks & Regehr, 2005; Yepes-Rios, Dudek, Duboyce et al., 2016; 

Mak-van der Vossen, 2019).Therefore, despite the call for the development of more 

systemic approaches to residency remediation originating from  program directors, 

remediation coaches, and licensure bodies’ increasing literature on the subject, various 

aspects of remediation need to  be  deeper studied and better understand and defined to 

make it a better and sounder experience to live in practice (Kalet et al., 2017; Cleland, 

Cilliers & van Schalkwyk, 2018; Guerrasio, Brooks, Rumack et al., 2019). 

 Through a thorough scoping review focused on retrieving qualitative data on the 

experience of remediation from the perspective of whom lived it, the present author found 

there is an evident paucity of data on the evaluative perspective of the medical residency 

trainee (Kalet et al., 2017; Cleland, Cilliers & van Schalkwyk, 2018). Indeed, knowledge 

about how the remediated trainees experience the remediation process, or about what they 

perceived to be the most useful or useless is even scarcer (Bierer et al., 2015; Sternszus, 

2016; Krzyzaniak, Wolf, Byyny et al., 2017; Guerrasio et al., 2019).  Moreover, the rare 

existing literature focuses mostly on the perspective of the undergraduate trainee. 

(Winston, van der Vleuten & Scherpbier, 2010). This is considered as not highly relevant 

to the problem of struggling in residency training (Bierer et al., 2015), which is much more 

of an experiential and practical endeavor.  Consequently, there is a gap in knowledge to fill 

in order to understand better medical residency remediation experience and, this way, 

sustain the desired improvement of structuration of remediation programs and the related 

systemic approach desired (Kalet et al., 2017; Cleland et al., 2018, Guerrasio et al.2019). 

The purpose of this study was to understand how former family medicine residents 

lived the experience of a remedial process and the impact it had on their current practice of 

medicine, using the contribution of an IPA qualitative scrutiny. That was considered by the 
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author as the most adapted qualitative method to investigate the experiential side of 

remediation, to respond to the need of filling knowledge gaps identified in remediation in 

medical residency and education literature. This thesis makes a review of the 

contextualization of remediation in medical education literature, justifies the rationale for 

the culminating proposed research question, an overview of the methodological approach 

used to answer that question, the research findings, a scholarly discussion, and the 

conclusion of the data interpreted. 
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2 LITERATURE REVIEW 

In this chapter, there is a discussion about the acquisition of competency in the 

medical profession. The historical and theoretical underpinnings of the use of the terms 

competency and medical competency in postgraduate medical education are also 

presented. The medical education consensual concept of competency-based medical 

education as a reflection of the social contract between the medical profession and the 

public is explored. The concepts of performance, capability, entrustability, rater’s 

cognition, programmatic assessment, and medical identity are also discussed. 

Additionally, theories and definitions about the struggling learner in postgraduate 

medical education and their assessment are discussed. The structure and evaluation of 

current remediation programs, the process of remediation for struggling residents in 

post-medical education and existing qualitative studies on the lived experience of 

remediation are considered. Finally, the identified knowledge gaps and the proposed 

research question are highlighted. 

2.1 Competency 

According to the Merriam-Webster English dictionary (2020) competency, as a 

synonym of competence, is defined as the possession of sufficient knowledge or skill to do 

a job. It is defined by the Oxford English Dictionary (Soanes, Hawker, Elliot et al., 2005) 

as the ability to do something successfully and efficiently. 

Classical behaviorist learning theories suggested the revolutionary idea that 

outcome-based principles should be at the base of education (Tyler, 1949; ten Cate, 2017).    

A taxonomy of educational objectives was defined by a triad of cognitive, psychomotor, 

and affective domains (Bloom, Englehart, Furst et al., 1956). Later, it was theorized that 

individuals reach mastery at different rhythms and speeds so that teaching requires 

flexibility and individualization (Caroll, 1963). 

 With the breakthrough of neuroscience in the seventies and the involvement of 

cognitive psychology, the concept of deep learning (the retrieving and applying 

information as needed to solve novel problems) made cognitivist theories gain popularity. 

The resulting innumerable relevant insights and tools led to new ways the educational 

world taught and assessed learners' knowledge, skills, and attitudes (Kalet & Zabar, 2014).  
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Among them, interpretative phenomenological analysis, which is the qualitative 

methodology used in this study, will be further exposed and explained in the Methodology 

chapter.  

During the following decade, the idea emerged that educational goals should lead to 

employment competencies. This idea reflected the demands of a competitive world and 

was sometimes in conflict with the traditional scholarly academic worldview which was 

seen as less practical (ten Cate, 2017). In various fields of knowledge, including medical 

education, multiple dimensions of competency were defined in the literature (Fernandez, 

Dory, Sainte-Marie, et al., 2012). Hence, in 2006, Tardif contextualized the definition of 

competence in the educational world as: “a complex know-how based on efficient 

mobilizing and combining of a variety of internal and external resources inside a group of 

situations” (Poumay & Tardif, 2010, p.5). 

2.1.1 Medical competency and accountability, in the medical education context 

The protection of patients involves training competent doctors who will maintain 

their knowledges, attitudes, and skills. This is considered a significant challenge for those 

involved in teaching medicine and programming medical education (Swanwick,2019; ten 

Cate, 2017). Among new realities that medical education faces, increased accountability 

represents one of the multiple facets of a renewed social contract that seems to emerge 

between the medical profession and the patients they wish to serve (Lemire, 2015). This is 

felt as needing not being based on blind and unquestioning trust but true partnership 

(Boelen, 2016; Grant, 2019). In this context, it seems understandable and reasonable that 

medical education, rooted in vocational training (Royal College of Physicians and 

Surgeons of Canada, 2014), has looked after practical and manageable ways of assessing 

the acquisition of competencies in clinical settings, especially in the post-medical 

education period.  

Competency features in medical education are meant to include specificity, 

integrality, durability, performance-focusing, learnability and interdependency (Van 

Merriënboer, Van der Klink & Hendriks, 2002). Internationally in medical education, 

competencies are acquired gradually during undergraduate education, postgraduate 

education, and continuing professional development (Swanwick, 2019). In this study, it 

seems relevant to understand the rationale of competency acquisition paradigms involved 
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in the medical education context the participants were involved in, which is the North 

American one.   

In the United States, the Accreditation Council for Graduate Medical Education 

(ACGME) (Swing, 2007) defined standards of competency referring to functional 

descriptors for a medical practitioner. These included patient care, medical knowledge, 

interpersonal and communication skills, practice-based learning and improvement, 

systems-based practice, and professionalism. Parallelly, the Canadian Medical Directions 

for Specialists (CanMEDS, 2005) described the essential and generic abilities for which 

educational programs should prepare residents in order to achieve optimal patient 

outcomes. These directions stipulate that the resident, in the specific case of family 

medicine world where this study took place, should be transformed into a medical expert 

that is a communicator, a collaborator, a health advocate, a scholar, a leader, and a 

professional (College of Family Physicians of Canada, 2017).  

 In medical education literature and practice, multiple roles and descriptors are 

seldom embedded into domains or groups of competencies (Englander, Cameron & 

Ballard, 2013).  To help manage the competency assessment in fulfilling roles or 

descriptors adequately in an independent way, many described and elaborated sub-types of 

competencies. Furthermore, some authors considered that competencies reflect 

expectations and should be measurable with absolute and independent standards while 

others claimed that competency must be context-dependent (Albanese, Mejicano, Mullan, 

et al., 2008). Arising from this quest, emerged a need to further specify the applicability of 

those roles and descriptors to practical and objective assessment (Lurie, Mooney & Lyness, 

2011; Lacasse, Audétat, Boileau et al., 2019).  

2.2 Competency-Based Medical Education 

Kalet and Pusic (2014) state that “competence is not an achievement but rather a 

habit of lifelong learning” (p. 3). This interpreted reality evolved from historical landmarks 

that may help understand the pertinence of a phenomenological approach to the research 

question which will culminate from this literature review. 
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 Tyler (1949), involved himself in the divulgation of new cognitive education 

principles, helped develop a medical education curriculum where the transition from 

theoretical studies to practice would happen naturally, integrating preclinical courses with 

clinically relevant objectives (Williams, 1980; ten Cate, 2017). Later, McGaghie, Miller, 

Sajid et al. (1978) made a distinction between subject-oriented medical education curricula 

and an integrated one within a competency-based medical education (CBME). They 

understood the organization of CBME around functions required for the practice of 

medicine in specific settings, which could allow the testing of the learning processes. The 

introduction of the CanMeds (Frank, 2005) and ACGME (Swing, 2007) frameworks in the 

nineties led to the wide adoption of the CBME model internationally across the continuum 

of medical education and particularly in postgraduate medical education (ten Cate, 2017). 

Furthermore, the Carnegie Report, in the United States and the Future of Medical 

Education in Canada Report of 2010 recommended fixed standards and flexible pathways 

where not the time but the acquired competence, would determine the licensure to practice 

in healthcare (Cooke, Irby & O'Brien, 2010; Kalet & Pusic, 2014; O'Brien, Forrest, Wijnen-

Meijer, et al., 2019). 

Some criticism was raised over the CBME development concerning a lack of 

consensus over what competency meant (ten Cate, 2017; Grant, 2019). ten Cate (2017) 

then further developed the concept of entrustability, considering the functional nature of 

medicine. He supported a definition of CBME suggested by Epstein and Hundert (2002) 

that integrated the behavioral, emotional, motivational, and functional aspects of medicine 

into medical education: “the habitual and judicious use of communication, knowledge, 

technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the 

benefit of the individual and community being served” (p. 226). That supposed in 

considering emotional and social aspects, besides the cognitive ones involved in teaching 

medicine to serve community (Artino, Holmboe & Durning, 2012). 

A systematic literature review on CBME definition further consolidated it and 

gathered the community of practice around it. It defined CBME as “an approach to 

preparing physicians for practice that is fundamentally oriented to graduate outcome 

abilities and organizing education around competencies derived from an analysis of 

societal and patient needs” (Franck, Mungroo et al., 2010 p. 636). This definition 
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implicated to de-emphasizes time-based training and promised greater accountability, 

flexibility, and learner-centeredness. Those qualities are considered relevant as also 

intrinsically involved to remediation approach in medical education, which will be detailed 

later in this literature review. 

2.2.1 Learning theories and competency-based medical education  

Claiming an honored space for remediation as part of the continuum of medical 

education, Kalet and Zabar (2014) suggest that it is necessary to articulate how current 

learning theories apply to routine medical teaching and assessment practice. They also 

suggest that clinical educators should therefore examine and critique beliefs about learning 

and teaching since they are often based on personal experiences in formal and informal 

learning settings and only sometimes are compared with well-accepted theories.  

Cognitivism brought an important contribution to health sciences education and 

practice. The idea was that learning consists of laying down and then building symbolic 

cognitive representations, what requires active information processing of individual 

development. In turn, social constructivism, a current dominant learning theory (Kalet & 

Zabar, 2014) stipulates that a social construct is a concept or practice that is created by a 

particular group. Sociological theories, contrasting with mainstream psychological 

theories, focus on the learning value in the social interpersonal environment (e.g., team, 

unit, department, institution, profession) rather than the capacity of a single individual 

(Kalet & Zabar, 2014). The impact of this view is reflected in the emerging focus in health 

sciences education, on quality and safety, workplace learning, learning communities, and 

interprofessional education (Kalet & Zabar, 2014). This study, therefore, is an opportunity 

to explore the contribution of each of those theoretical currents, in a medical education 

continuum that talks to remediation and to experiential and situated learning theories, while 

exploring more interactive aspects of health psychology. 

Technology evolution tend to lead to new expectations from the patient, which, 

besides the historical emphasis on accurate diagnosis, treatment, and superior surgical 

skills, may also ask for good communication, teamwork, caring, and empathy, closer to the 

family medicine epistemology, as reported by the family medicine CanMEDS (Lemire, 

2015; Canadian Family Physicians College, 2017). Additionally, policy-makers tend to 

demand reduced costs and increased value in return for what they consider as a significant 
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investment they make. Moreover, a new generation of learners seems interested in 

investing in global health, embrace social accountability, and seek an adequate work-life 

balance (Kenwright & Wilkinson, 2019). Technology and its social repercussions then 

challenge regulators to be supportive of CBME, integrating these objectives with the 

requirements of experiential training. They tend to consider essential that what institutions’ 

programs consider measurable outcomes continue to reflect the needs of actual patients and 

populations into shared responsibility of all stakeholders (McGaghie et al., 1978; Kalet & 

Pusic, 2014; Caverzagie, Nousiainen, Ferguson, et al.,2017). 

In this context, assessing medical competency, clinical skills, and medical 

performance continue to live an ongoing historical and theoretical challenge (Miller, 1990; 

Grant 2019). One would warn that those who base a curriculum on the specification of 

competencies, should recognize that it is the first step to attain an expected medical practice 

pattern of higher complexity. This higher complexity is viewed as to include performance, 

entrustability, capability, developing a sense of belonging to medical profession and its 

standards, either congruently or dissonantly, while practicing in a deliberate manner 

(Miller, 1990; Stephenson, 1998; Artino et al., 2012; Kalet & Pusic, 2014; Ericsson, 2015; 

Cruess & Cruess, 2016; ten Cate, 2017; Grant, 2019). For these reasons, medical education, 

even based on CBME, is in transition. 

“Knowledge”, says Grant (2019), “is constructed from the learner's experience and 

resides in mind rather than externally” (p. 78). As in every other aspect of education, 

applying learning theory and the observation of phenomena to pedagogical practice has 

been felt as a never‐ending work in progress, explained by the fact that social and cultural 

ideas change (Grant, 2019). Those influencing changes occurs in social ideas of 

childrearing and women's position in society and seems to be influenced by the cognitive 

and constructivist theories of learning and development (Grant, 2019). That contributes to 

express why medical training has shifted from a focus on the teacher's role as being 

primarily about shaping behaviors, to a learner-focused perspective (Grant, 2019), a one 

that this study intends collaborating in deepening better. 

2.2.2 Competency-based assessment theories 

At the beginning of the nineties, cognitivist-based Miller’s theory described four 

ability levels to assess a clinician's cognition and performance. According to him, a medical 
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learner needs to have structured knowledge, use this knowledge in a timely and proper 

manner, be able to show this knowledge in an interaction or evaluation and, finally, use 

those complex knowledge loops independently in practice (Miller,1990). 

Meanwhile, stage constructivist theories were concerned with the regular and 

progressive changes of individuals making meaning of their encounter with challenging 

environments and their subsequent accommodations to new ways of knowing (Eriksen, 

2006). In particular, Kegan’s identity development stage theory (Eriksen, 2006) intended 

to give an account of the evolution process of a person’s identity. As a piagetist-based 

educational theory adapted to adulthood, it suggests that, although childhood development 

stages may be tied to age (as they characteristically are in phasic theories), in adulthood, 

they are not. Interestingly, this theory has been found to suit professional medical identity 

evolution. It suggests that people, thus, medical professionals, first focus on achieving 

external goals to meet their own needs and after define themselves through the relationships 

they have (Arnold et al., 2016).   

Finally, proponents of social constructivism connected the teaching of 

professionalism with the notion of the social contract of medicine with society. Before the 

turn of the twenty-first century, this was considered an innate rather than learnable capacity 

in medical education (Kalet & Zabar, 2014). However, Cruess, Cruess and Steinert (2016) 

add the dimension of "Being" at the top of Miller clinical assessment pyramid. This 

pyramid is a pictured image of the hierarchical progression of the stages of   evolution of a 

clinician's cognition and performance and account for the transcendence of self-identity 

into professional identity (Figure 1).  

However, despite those theoretical advancements and enthusiasm for adult and 

experiential learning in medical education, there is still a felt lack of scientific basis for the 

evaluators to confirm that a graduate undoubtly acquired competency for independent 

functioning in clinical practice (Driessen & Van Tartwijk, 2019). Indeed, learning-centered 

constructivist practice were felt to contrast with a competency-based curriculum when this 

one is delivered in some circumstances of practice as a simpler objective-based traditional 

and behaviorist curriculum. Competency assessment appeared then reductive, even 

deleterious to operationalize “a version of student-centered learning which bears little 
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relation to the more profound original set of theoretical ideas deriving from social and 

philosophical perspectives” (Gingerich, 2015; Grant, 2019; p. 79). 

Figure 1  

Amended Miller’s pyramid of clinical assessment. 

 

Note: From Cruess, Cruess and Steinert (2016). 

Grant (2019) described an ensuing debate on how to think about medical education 

assessment of performance. According to her, it had to represent “the reflection of 

competencies acquired in the context of the complexity of clinical practice, concertedly 

gathering and processing information, making judgments and decisions, solving problems 

and applying interventions, interacting with stakeholders, and thinking 

multidimensionally, while mastering the ability to integrate and apply multiple 

competencies, not just in familiar and focused settings, but in novel, complex and changing 

circumstances”(p.81).That further referred to the concept of capability (Stephenson, 1998; 

Grant, 2019). 

 Moreover, Driessen and Van Tartwijk (2019) criticized further that records or 

portfolios of learner’s performance used to compilate proofs of adherence to the 

competency-based curriculum have the potential to give an erroneous interpretation of the 

connection between the formal curriculum and what learners truly learn in the workplace. 

This connection, in fact, “may” turn to be “insubstantial” (p. 257). Woodruff (2019) built 
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more on this critique suggesting medicine be understood as a “complex adaptative system”, 

to be able to approach the challenge of shaping the present and future medical education 

(Caverzagie et al.,2017). 

 Those facts pointed to the need of good qualitative studies to sustain the quantitative, 

semi-qualitative and already existing but sparse qualitative evidences that consolidates 

competency-based education theory and practice, its assessment and, consequently proper 

remediation theorization and practice. This IPA study intend to collaborate to increase this 

knowledge base. 

2.2.3 The practice of competency-based assessment in residency 

Concretely, curricula are measures of declarative knowledge (i.e., knowledge of facts 

and concepts), procedural knowledge (i.e., the performance of skills), and knowledge 

transfer (i.e., the application of knowledge in a novel task) (Grant, 2019). Sub-steps of the 

skills or the complete skill execution then measure performance. Structured knowledge is 

considered by Grant (2019) as essential for initial learning. It implicates that case-based or 

diagnosis-based teaching alone are felt as not providing a sufficiently robust foundational 

structure for future application and generalization. 

In the medical residency world, the aims of a curriculum are commonly expressed in 

terms of objectives, expected outcomes, and competencies (Grant, 2019). In this world, 

corrective and formative feedback are considered essential in effective learning. Kaufman 

(2019) suggest that to set goals is mandatory otherwise, lower levels of performance are 

thought to be achieved. Integration of knowledge and experience is considered as 

happening inside the head of the individual learner, as a cognitive process, through the 

combination of prior knowledge with new information and experiences (Kaufman, 2019; 

Grant, 2019). They are interpreted as being consolidated when contextualized at the time 

of feedback delivery, after the supervision of a medical encounter (Kalet & Zabar, 2014; 

Grant, 2019). 

Kaufman (2019) considers that guided practice of new skills favorize the 

incorporation of standards, which lead to the development of a perception of positive 

efficacy about a task. This is thought as a crucial step to learning, especially at the 

beginning of residency (Kaufman, 2019).  De Champlain (2019) defines a standard as a 

“qualitative description of a level of performance” (P.348) that can be viewed as “a 
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conceptual definition of competence” (p. 348). Besides, Lambert, Schuwirth and Cees 

(2019) sustain that a standard must be explainable through a rationale that is defensible, 

emerge from a consensus debate, and show a certain stability from year to year. 

Assessments by evaluators are understood to be crafted appropriately with the initial 

objectives of a curriculum and the desired level of performance in mind (Lambert, 

Schuwirth & Cees, 2019). 

 For quality assurance purposes, Kenwright and Wilkinson (2019) consider that 

assessments must be well-documented, fair, objective and must adequately test the 

objectives and outcomes. It is also considered that they may be sampled over many cases 

to be generalizable (Wimmers & Fung, 2008; Grant, 2019). 

In this context, competency‐based assessment concerns assessments undertaken 

outside the real clinical environment (such as simulations) and performance‐based 

assessment concerns those conducted within the natural clinical setting. It is also named a 

workplace-based assessment (Boursicot, Roberts & Burdicks, 2019). Consequently, 

accounting for the consensus over the need of a strong theory-based assessment in medical 

education and residency, emerging discourses in workplace-based assessment, more 

closely related to our subject of study, residency, are nowadays including rater’s cognition, 

programmatic assessment and entrustable professional activities (Kalet & Zabar, 2014; 

Grant, 2019; Norcini & Zaidi, 2019). Those concepts will be explained in the next 

paragraphs. 

2.2.3.1 Rater’s Cognition 

There is a raised interest in the use of natural feedback mechanisms and workplace 

assessments in the context of medical education (Kalet & Zabar, 2014; Gomes-Garibello 

& Young, 2018). This is of interest in the present study, as although a variety of approaches 

exist (Epstein, 2007), the consensus over CBME seems to favorize a performance-based 

assessment, particularly rater-based assessment approaches, but ones that would recognize 

the developmental trajectories of learners (Holmboe, Sherbino, Long, et al., 2010; Harris, 

Bhanji, Topps et al., 2017). 

The literature on raters, in the education of health professionals, has focused on 

cognitive or contextual factors that influence rater judgments. This literature also 

recognizes that assessment is not only about individual or dual processes but also socially 
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driven (Gomes-Garibello & Young, 2018). Dewey, Jonker and ten Cate (2017), therefore, 

suggest it implies to promote a mirrored evaluation of raters themselves through faculty 

EPAs assessment mechanisms. Some imply that although many faculty members love to 

teach, this love does not automatically confer the competence to do it or to assess the 

competence of learners they supervise, which might influence remediation indication and 

process in medical education. Moreover, it is stated that variance in assessor rating is not 

all attributable to error and that some of that variance reflects a different lens through which 

an assessor sees a learner (Lockyer, Carraccio, Chan et al., 2017). Those facts, might 

influence remediation process and its lived experience into the medical education 

continuum.  

2.2.3.2 Programmatic Assessment 

In the last decade, programmatic assessment has emerged as a comprehensive, 

systematic and longitudinal approach to medical education assessment. It was intended to 

assure quality in assessment and address the assessment integration of growing number 

and type of workplaces (Schuwirth, van der Vleuten & Durning, 2017). This is an approach 

that is driven by the competencies that need to be assessed. Routine information about the 

learner’s competence and progress is continually collected in a portfolio and analyzed. 

Where needed, it is complemented with purposively collected additional assessment 

information, with the intent to both maximally inform the learners and their mentors about 

their progression. This way, this is understood as allowing for high-stakes decisions about 

the next step needed to be taken for a trainee at the end of a training phase (Schuwirth et 

al., 2017; Norcini & Zaidi, 2019). It is argued that programmatic assessment suits a low 

anxiety (composure) theoretical construct among academic resilience theories. This means 

this is an assessment that supports progressive growth in learner confidence through 

continuous low stakes exposure to learning challenges. Those might be exemplified by 

different placements or by the learning of communication skills with patients, to give a 

sample of exposure examples (Bishop, Horton, Hu et al., 2019). 

Although encouraging (Acai, Li & Sherbino,2019), some recent studies inform that 

programmatic influence can either support or inhibit a student’s learning response (Rich, 

Young, Donnelli et al.,2020). Therefore, more data is needed to understand the impact of 

programmatic assessment on the well-being of the learner (Norcini & Zaidi, 2019). The 
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present study, as a one that involves positive or negative interpreted sensations of well-

being lived during a remediation experience in medical residency, may contribute to add 

to this type of needed knowledge. 

2.2.3.3 Entrustable professional activities (EPAs). 

   Despite the heterogeneity of competency‐based medical education assessment 

approaches, many faculties use of milestones and performance-based assessment such as 

EPAs, which have gained increasing credibility in professionals health care education 

(Shorey, Lau, Lau et al.,2019; Hauer, 2019). These intend to define a set of outcomes that 

enables programs to provide frequent feedback and monitor progress towards expected 

results (Kitto, Price, Jeong, et al., 2019). EPAs stand to translate stated competencies into 

practice acts, supporting supervisors to decide on the required level of supervision of their 

trainees (ten Cate & Sheele, 2007; ten Cate, 2017; Driessen & Van Tarwijk,2019; 

Grant,2019) (Figure 2 a). Therefore, EPAs are understood as recognizing the reality of 

clinical medicine by integrating multiple competencies (Englander et al., 2013; Grant, 

2019).  

To understand better, EPAs are thought of relating to medical trustworthiness, which 

in turn, is viewed as being at the core of medical education's responsibility, and being part 

of the social contract medical profession established with the public (Lemire,2015; Kalet, 

Guerrasio & Chou, 2016). ten Cate (2016) defined that the primary conditions of medical 

trustworthiness are ability, integrity, reliability, and humility. Ability refers to competence; 

integrity, benevolence; reliability to predictability in behavior or response, and humility, 

to discern limitations. Therefore, trainees' competencies, manifested by their knowledges, 

skills and attitudes, might include recognition of their limitations, willingness to seek help, 

self-efficacy, and conscientiousness. All those qualities are considered to influence the 

learner's supervisors to gradually trust their capacity for independent practice (Hauer, Oza, 

Kogan, et al., 2015). 

  ten Cate defines that EPAs constitute the core activities of physicians' work that are 

observable and measurable and can be entrusted by a supervisor to a trainee with a certain 

amount of autonomy (ten Cate, 2006; Hauer, 2019). In this context, EPAs are seen as 

crucial steps that every resident must have mastered at the end of the curriculum (Gomes- 
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Garibello & Young, 2018; Driessen &Van Tarwijk, 2019). Scheele, Teunissen, Van Luijk 

et al. (2008) developed these three criteria to define EPAs: (1) a task of high importance 

for daily practice, (2) a high‐risk or error‐prone task and (3) a task that is exemplary of 

specific competencies (ten Cate & Scheele, 2007). 

  In medical education, EPAs use entrustment principles and multiple assessments to 

draw a portrait of a learner's capabilities and trustworthiness. These collective assessments 

justify and organize program communications about trainee or physician progress within 

established milestones (Hauer, 2019).  

However, despite recognition in health medical education, there are still unanswered 

questions about whether and how EPAs modulate trust transferability between the 

supervisor and the learner and, therefore, questions regarding how EPAs assess practice 

and development remain (Hauer, 2019). EPAs are meant to involve practical work-based 

evaluation of the acquisition of knowledge, skills, and attitudes related to a competency 

domain, and are thought of maybe giving meaning to explicit or implicit decisions made 

by teachers who entrust their trainees with various responsibilities that they supervise at 

some distance (Hauer et al., 2015). This is something that this IPA study can throw a light 

onto.  

Figure 2a  

Connecting EPA with competency 

 

Note: From ten Cate (2015). 
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2.2.4 CBME context surrounding the participants of this IPA study 

The DCFM-UOT, where the study participants recruited come from, has adopted a 

CBME framework as a guide for their curriculum. It was developed according to the 

recommendations of the College of Family Physicians of Canada (2011). It refers to being 

Comprehensive, Focused on Continuity, and Centered in Family Medicine (Triple C 

Curriculum). It incorporates CanMEDS-FM roles (College of Family Physicians of 

Canada, 2017) and aims to guide trainees to become competent, comprehensive, and 

compassionate family physicians. It organized the competencies into overarching 25 EPAs 

in family medicine followed by domain-specific competencies (Schultz,Griffith & 

Lacasse,2015)(Figure 2b). 

Figure 2b.  

EPA from the Triple C Curriculum of the DCFM-UOT. 

FAM01. Understand the role of a generalist physician in the health care system. 

1A Appreciate how the knowledge, skills and attitudes of the generalist physician differ from 

the specialist physician 

1B. Provide continuity of care for a defined patient population and demonstrate consistency 

as coordinator of patient’s care. 

1C. Provide appropriate preventive care. 

1D. Understand the role of the family physician in promoting the health of communities. 

 

2.3 Struggling to achieve competency during residency training. 

2.3.1 Definitions of the struggling resident 

Steinert (2008) defined learners with academic difficulties in medical education as 

“learners who do not meet the expectations of a training program because of a problem 

with knowledge, attitudes, or skills” (p.336). The American Board of Internal Medicine 

(ABIM) defined further the problem resident as a learner who demonstrates problem 
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behaviors significant enough to require intervention by program leadership, typically the 

residency program director or chief resident (Dupras, Edson, Halvorsen, et al., 2012). 

2.3.2 Risk Factors for underperformance and deficiencies of the struggling resident 

Medical education literature suggests that poor performers are often the most 

unaware of their shortcomings. They are interpreted as having imperfect self-assessment 

skills (Kruger & Durning, 2004; Durning, Cleary & Sandars, 2011; Krzyzaniak et al., 2017; 

Cohen et al., 2019). However, this deficit between actual performance and awareness also 

suggests that strugglers may possess poor knowledge of their task demands or 

requirements, as well as of their levels of knowledge or expertise. They may also exhibit 

other problematic self-regulatory skills such as ineffective use of learning strategies and 

maladaptive motivational beliefs (Hodges, Regehr & Martin,2001). 

Moreover, it is claimed that unresolved professional identity issues might affect poor 

performance (Lacasse et al., 2019; Cruess et al., 2014). Some identity dissonances have 

been described during the stages of professional identity development if the individual’s 

identity and the notion of what it means to be a member of the community of practice, do 

not match. This can lead to a struggle to maintain one’s own identity whilst adopting the 

professional identity desired by the community of practice (Cruess et al.,2014). Meanwhile, 

various authors described biological, psychosocial, and social factors as common triggers 

for putting a resident at risk for failure, from the evaluators’ point of view (Table 1). 

Table 1.  

Biopsychosocial factors and stages in medical professional underperformance  

Factors Biological Psychosocial Social 

Predisposing Underlying mental 

or physical disease 

Personality 

Family 

 

Cultural 

Family 

 

Precipitating Acute Ill Health 

Events 

Interactions at work Economic Factors 

Social Isolation 

Organizational 

culture 

Perpetuating Chronic disease Lack of insight by 

organization or 

individual 

Economic 

Cultural  

Organizational 
 

   

Note: From Cohen et al., (2019). 
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Organizational factors may both trigger and perpetuate poor individual performance. 

Unsupportive work environments in the form of high work demands, role ambiguity, weak 

team functioning, and punitive cultures are thought of contributing to undermine a trainee’s 

effort to maintain newly acquired behaviors (Cohen et al. 2019). 

 The hidden curriculum is recognized as lying in the practices and routines of the 

community, particularly in relation to how its members cope and thrive. It often teaches 

values and moral judgements and is found especially in an institution’s policies, language, 

assessment strategies, and allocation of resources. Hafferty and Franks (1994) articulated 

the notion of three levels of curriculum: the formal, informal, and hidden levels. These 

curricula are recognized as existing by the medical education community and seems to be 

all enacted in the context of situated learning in medicine. Some evidence reveals that the 

hidden curriculum strongly influences the trainees (Hafferty & Franks, 1994). Both 

negative and positive aspects have been described in relation to this influence 

(Kauffman,2019). Among them, Lempp and Seal (2004) described haphazard tuition and 

humiliation strategies (negative aspects) and good role-modelling (positive aspects). 

 It also has been suggested that residents struggle with work demands and a culture 

perceived as one of constant scrutiny and assessment and with unsupportive teaching 

environments and causing prejudice (Miles & Leinster, 2007). The pressure of moving 

between rotations and having to build new relationships every few months may lead to 

feelings of isolation and reduced self‐confidence, which is thought as triggering the 

potential risks related to performance (Feeney, O'Brien, O'Keefe, et al., 2016). 

 Medical education specialists define and isolate learner’s deficits to understand and 

indicate which remediation strategy suit best each of them. Accordingly, and arising after 

CanMEDS roles and ACGME descriptors definitions, Lacasse (2009) explored an 

educational classification of medical learners’ deficits (Audétat, 2015) (Table 2). Lacasse 

et al. also further explored and described the intertwining nature of these deficits (Steinert, 

2008; Lacasse et al. 2019) (Figure 3). The authors described risk factors specifically related 

either to the learner, to the teacher, or to the resident’s educational environment. Learner’s 

risk factors include physical or mental health problems such as substance abuse or misuse, 

affect, mood or personality issues. They also include family, spouse or support system 

issues such as familiar and financial difficulties and responsibilities, cultural adaptation 
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situations such as minority or origin issues (specifically international medical graduates), 

and specific social situations such as isolation due to relocation away from family and 

friends, limited free-time to relax or develop support systems and dense social agenda 

(Lacasse et al., 2019).  

Table 2  

Classification of medical learner’s deficits in knowledges, skills and attitudes.  

Knowledge Deficits 

 

Skills Deficits Attitudinal Deficits 

Clinical  

 

Cognitive: 

Data gathering 

Data integration  

Clinical reasoning 

Lack of motivation 

 

Fundamental 

 

Interpersonal: 

Physician-patient relationship 

Oral and written communication 

 

 

Unprofessionalism 

Lack of responsibility, 

reliability, 

trustworthiness, 

knowledge of self-limits, 

flexibility, open-

mindedness. 

Lack of confidence, 

compassion, patient-

centeredness, respect 

Lack of ethic, honesty, 

reliance on standards  

Lack of acquaintance 

with evidence-based 

practice and community 

involvement, conflicts. 

 Structural: 

Organization 

Time management 

Study habits 

Psychomotor spatial, perceptual or 

technical deficits 

 

   

From this model, teacher’s risk factors include personal issues such as receiving 

inconsistent teaching or supervision from teacher and lack of teacher’s feedback, appraisal 

or support. They also include faculty development issues, such as having lack of experience 

or training, if the learner is a teacher himself (Lacasse et al, 2019). 

Furthermore, this model suggests environmental risk factors. Those include learning 

climate issues such as adjustment to the medical school environment and to unclear 

standards and responsibilities. They also include aspects of the formal, hidden and informal 

curriculum and performance evaluation system such as inadequate educational experience  
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 Figure 3. 

Remediation Educational Diagnosis Wheel. 

 

Note: From Lacasse (2019) 

performance, quality of the academic environment and student abuse. (Lacasse et al., 

2019). Moreover, there are aspects related to patient care  such as the difficult patient, 

exposure to patients with serious illnesses or complex biopsychosocial situations, 

overburdening contact with suffering and death, ethical conflicts, responsibility for patient 

care, and responsibility for junior learners. Finally, issues relating to learning condition 
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may include overwhelming workloads (hours, intensity, conflicting demands), inordinate 

hours, sleep deprivation, overbearing clerical and administrative responsibilities, 

information overload, institutional culture, lack of equipment, and peer pressure (Lacasse, 

2019). 

Over many decades, researchers have agreed over a general taxonomy of personality 

traits, the “Big Five model”, which was related to favorize success in medical studies: 

extraversion, agreeableness, emotional stability, openness, and conscientiousness. 

However, while positively associated with preclinical knowledge, conscientiousness is also 

a significant negative predictor of clinical skills. Therefore, the relationship between 

personality traits and performance in medical education and training may be complex, 

possibly non‐linear and may change with the dynamic changing nature of the job 

(Kierstead, 1998; Barrick, Mount, Judge, et al. 2001; Firth-Cozens, 2006). Conversely, 

some trainees demonstrate aggressive and punitive behavior towards the system and are 

seen as lacking insight into their own personal and performance issues (Cohen et al., 

2019).          

Medical trainees and physicians are known to have significantly higher rates of 

common mental health disorders than the general population and tend to post-pone 

disclosure until they are forced to (Department of Health, UK, 2010; Cohen, Winstanley 

& Greene, 2016). A tendency to have difficulty in efficiently focusing their efforts and 

resistance to change may occur (Cohen et al., 2019). It is interpreted that behaviors like 

having temper tantrums or to bully can indicate an underlying mental health problem (such 

as depression or anxiety) or other more severe conditions such as bipolar disease or 

cognitive impairment (Cohen et al., 2019).  

2.3.3 Statistic dimensions of difficulties and deficiencies in struggling residents 

Yao and Wright (2000) identified the descriptor insufficient medical knowledge as 

the most frequently reported difficulty of problem residents in internal medicine, followed 

by poor clinical judgment and inefficient use of time. In their retrospective study of twenty-

five years of a family medicine program, Reamy and Harman (2006) found the most 

common area of weakness to be insufficient fund of knowledge, followed by attitudinal 

problems.  
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 Besides, the main areas of weakness identified in residents in difficulty by 

Zbierowski et al. (2013) according to CanMeds roles, were in the Medical Expert Role 

(85% of cases), followed by the Professional Role (51%). Professionalism issues could be 

related to reliability, responsibility, attendance, truth-telling, teamwork, boundary issues, 

privacy, and record keeping. Less reported areas of weaknesses were also identified such 

as the Communicator (49%), Manager (43%), and Collaborator (20%) roles. Guerrasio and 

Aagaard (2014) studied the deficits expressed as descriptors of the ACGME in a cohort of 

residents placed on probation from 2002 to 2012 and reported 70% of the deficits 

encountered in Professionalism, 65% in Patient-Care and 60% in Medical Knowledge. 

Audétat, Voirol, Béland et al. (2015) identified cognitive problems in 100% of the 

remediation plans of a Canadian family medicine program. Closer inspection of the plans 

showed that the problems mainly involved clinical reasoning. Further, in 67% of cases, 

cognitive problems coexisted with other issues. They also identified that remediators 

tended to remediate complex deficiencies as clinical reasoning deficits with interventions 

more suitable to simpler knowledge deficits (Audétat et al., 2015).  

2.3.4 Educational diagnosis of the struggling resident 

From a medical education point of view, it is suggested that learners should be 

submitted to a careful, objective examination in various situations and that assessment be 

compared with other colleagues' opinions and findings (Lacasse, 2019; Chou, Kalet & 

Costa, 2019). As it occurs conducting a patient clinical assessment, it is suggested that an 

educational one anticipate some educational differential diagnoses when questioning and 

observing the learner and include the following steps: (1) identification of the personal 

situation (2) past “educational” history (3) habits (4) history of the present difficulties (5) 

review of systems (environment, teacher, learner) and (6) objective examination (Lacasse 

et al., 2009; Cohen et al., 2019). 

2.3.5 General dimensions of struggling in residency programs 

Yao et Wright (2000) published a national survey reporting a rate of 6.9% of 

struggling residents among those in internal medicine. There was an estimated 3.5% 

prevalence of residents in difficulty in another 2007-2008 internal medicine annual cohort 

(Dupras et al., 2012). Reamy and Harman (2006) published an in-depth validated 
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assessment of 25 years' experience of a single-family medicine residency program that 

reported a prevalence of struggling learners of 9.1%. Similarly, Audétat et al. (2015) found 

a 10% annual rate of remediation in a family medicine program. Interestingly, those studies 

percentages have stand as a landmark for program directors and remediators to estimate 

their proportion of problem learners for planning purposes (Reamy & Harman,2006, 

Audétat et al.,2015). 

A review of 10 years of the Faculty of Medicine of the University of Toronto (UT-

FOM) Board of Examiners for Postgraduate Programs (BOE-PG) identified three percent 

of residents in remediation between 1999 and 2009, and an annual rate of placement of 0.2 

to 1.5% (Zbieranowski, et al., 2013). To be specific, there was generally no significant 

difference in the rates of remediation between the specialties but a higher rate in Family 

medicine program (3%), attributed to its shorter duration. Guerrasio, Garrity and Aagaard 

(2014) published a retrospective study of the Colorado University School of Medicine 

residency programs from 2002 to 2012 and established the prevalence of probation at 3.3%. 

They also report a median stay of 7 months in remediation in the third year of residency 

programs and a median of 8 months on probation after the intervention (Guerrasio et 

al.,2014). 

Zbierowski et al. (2013) reported a remediation duration of two to 20 months with a 

mean and mode of six months. Residents that cursed remediation spent two to 16 months 

with a mean of six months. For those who required probation the period extended from 

four to 52 months, with a mean of 13 months and a mode of six months. Audétat et al. 

(2015) reported a latency period (i.e., the time between the first signs of academic difficulty 

and the beginning of the remediation process) had a median of seven months. The 

remediation processes varied in duration from 1 to 7 months, with a median of 3 months. 

2.3.6 Features of remediation programs in medical residency. 

 Although the reported success of remediation ranges from 77% to 100%, (Audétat 

et al., 2015; Chou et al., 2019), Chou et al. (2014) suggested that multi-institutional, 

descriptive educational epidemiology studies are needed to fully grasp the types and extent 

of various learner deficits and assure interinstitutional comparability. The following study 

seems to collaborate to this query, and this topic helps to understand the contextual universe 

under which the study took place. 
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 Shearer et al. (2019) found that every English-speaking Canadian Faculty of 

Medicine has remediation programs that correspond to most of the considered criteria of 

best practice in remediation by the experts (Chou, Kalet & Cleland, 2019) (See Table 3). 

Besides, two practices not previously described in the literature were also identified. 

Table 3  

Proportion of fourteen best practices adopted by remediation programs in thirteen 

English-speaking Canadian Faculty of Medicine            

Best practices for remediation programs  Number of programs 

1. Support from Dean for Student Affairs or Office of Medical Education/ 

Curriculum Committee.  

13 

2. Mandatory participation, rather than "suggested" for struggling students.  13 

3. Learning diagnosis/es based on multi-source data: preclinical and clerkship 

performance, as well as detailed assessment of the underlying competency 

issues.  

6 

4. Collaborative development of an individualized remediation plan 9 

5. Frequent monitoring and documentation of progress 8 

6. Development of longitudinal faculty–student relationships 10 

7. Tailored remediation strategies to meet individual needs 11 

8. Use of a variety of remediation methods 11 

9. Explicit mention of attitudes and motivation 0 

10. Teaching of goal-setting, strategic planning, self-monitoring, and self-

analysis 

0 

11. Emotional support and rigorous, clear expectations 13 

12. Development of faculty mentoring, facilitation, direct observation, and 

feedback skills 

4 

Emergent remediation practices   

13. Rules and guidelines about training extensions as a result of remediation 

should be flexibles. 

9 

14. Educational Advisory Boards minimize conflicts of interest within the 

remediation process. 

7 

Note: Adapted from Shearer et al. (2019) 
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In English Canada, the postgraduate dean's offices design remediation programs, 

which are mandatory. If residents reject remediation, they can trigger mechanisms of 

appeal. The primary source of assessment leading to remediation is the In-Training 

Evaluation Reports (ITERs) after continuous concerns or two or more borderline rotations. 

However, some institutions allow an academic with a longitudinal relationship with a 

particular learner to recommend remediation (Shearer et al., 2019). 

Some programs refer all residents placed on remediation for psychoeducational 

assessments, typically offered through wellness programs. The program director most often 

develops remediation plans, occasionally in consultation with an educational specialist. In 

most cases, the Residency Program Committee also plays a role in either developing or 

approving the plans. Before remediation can proceed, the Board must approve remediation 

where an Educational Advisory Board or Board of examiners exists. Residents can have 

direct or indirect input or no input at all in the development of remediation plans (Shearer 

et al., 2019). Audétat et al. (2015) demonstrated that developing a concrete, targeted and 

organized process improved rotation success rate in a French-Canadian family medicine 

program, despite the fact that 48% of remediation plans were of poor quality, according to 

the remediation quality guidelines elaborated by the Council of Emergency Medicine 

Residency Directors (Katz, Dahms, Sadosty et al.,2010; Audétat et al. ,2015; Williamson, 

Moreira & Quattromani, 2017). 

Meanwhile, most programs in Canada implement some form of mentorship support. 

Mentors do not have an evaluative role or direct clinical supervision or a hierarchic power 

over the resident (Kzyyzaniak et al., 2017). Remediation strategies are linked with specific 

learner needs, categorized according to the CanMeds framework. The discussion of factors 

that promote remediation success with the resident, being aware of resident’s insights onto 

the process and having positive remediating attitudes are frequently described as essential, 

even if not formally registered on the official policy. The same situation happens with the 

teaching of goal-setting, strategic planning, self-monitoring, and self-analysis (Shearer et 

al., 2019). 

At most of these institutions, an appointment with a wellness professional is an 

essential first step in the remediation process. This is in order to identify wellness concerns 

and highlight potential psychological conditions and learning disorders that may contribute 
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to the resident's poor performance. In most faculties, it was felt that they lacked the 

resources necessary for quality faculty development in assessing the remediated. New 

emerging remediation practice emerges in the remediation programs of Canadian 

university faculties of medicine. Those include using of flexibility in training extension 

and create advisory board or specific neutral committee to evaluate the evolution of the 

remediation process and declaring the success or failure of particular remediation (Shearer 

et al., 2019).  Although French-speaking faculties of medicine were not involved in this 

survey, independent publications have demonstrated that remediation plans exist in those 

faculties and have similar characteristics (Lacasse, 2009; Audétat et al., 2015). 

According to those new remediation programming emerging practices, at the 

University of Toronto, the Board of Examiners (BOE-PG) review the cases of postgraduate 

students in academic difficulty at the faculty of medicine and determine the appropriate 

course of action. It is composed of senior faculty, resident (learner) representatives and 

non-voting ex-members of dean–postgraduate programs, to ensure that decision for 

remedial training is based on objective evidence and does not involve the educator who 

raised the concerns (Smith, Stevens & Servis, 2007). On the basis of the report by the 

program director to the BOE-PG about the resident’s progress in the remediation period, 

the BOE-PG could decide to return the resident to the regular training program (successful 

remediation), to continue in a further remediation period (either remediation or remediation 

with probation), to place the resident on probation, or to dismiss the resident from the 

residency training program (Smith, Stevens & Servis, 2007). 

2.4 Remediating the struggling resident. 

Experts on remediation considers that medical education is a high-stakes endeavor 

because graduates are expected to use powerful cognitive, procedural, technological, and 

pharmacologic tools under complex and uncertain circumstances, are expected to do so 

nearly perfect for a lifetime because of the serious consequences a mistake can cause (Kalet 

and Pusic, 2014). For this reason, residencies are considered demanding programs, both on 

learners and teachers, that, fortunately, most learners will complete without major 

difficulty. (Lacasse,2009; Durning et al.,2011; Audétat et al., 2015). 
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   However, the management of performance issues in doctors, including residents 

and medical students, continues to pose considerable challenges to employing 

organizations, educational and regulatory bodies (Cohen et al. 2019). The problem is 

complex and goes beyond a simple question of ability, since personality, motivation, and 

organizational factor, as seen previously, all impact performance (Cohen et al., 2006). 

Moreover, on the verge of changes in medical education that evolves with its time, there 

has been a growing commitment to expand access to medicine for a larger range of learners, 

which ask increasing adaptability and flexibility into medical education program planning 

(Ellaway, Chou & Kalet,2018; Cleland et al., 2018; Chou et al., 2019). 

Routine performance assessments of doctors and residents have, therefore, increased. 

This has been paralleled by a decreased tolerance for poor performance (Cohen et al., 2019; 

Durning et al., 2011). Meanwhile, the stigma and shame associated with failure, and 

particularly with mental illness, still predominate across medicine (Rotenstein, Ramos, 

Torre, et al., 2016). Consequently, issues around the provision of support, how to access it, 

and uncertainty about confidentiality are still significant factors that need to be overcome 

when assessing trainees in difficulty (Teunissen & Westerman, 2011; Mata, Ramos & Kim, 

2016).            

      Difficulties that arise during training are sometimes identified by learners who 

might pro-actively seek help from their clinical teachers or other services. However, in 

most cases, problems are flagged by the learners' clinical preceptors who identify a problem 

from a change in previous performance or from a lower level of performance compared 

with his or her peers (Lacasse, 2009; Audétat, Faguy & Jacques, 2011; Chou et al., 

2019).As a matter of fact, it is recognized that performance concerns must be dealt with 

promptly and locally where possible before they turn into more serious concerns and 

warrant investigation and remediation (Swanwick & Whiteman, 2013; Zbieranowski et al., 

2013; Barrett et al.,2015; Chou et al., 2019).  

2.4.1 Definition and theories of remediation 

“Remediation is an intervention, or suite of interventions, required in response to 

some form of assessment against threshold standards of performance” (Cohen et al., 2019 

p.498). Moreover, Cleland (2018) and Chou, Kalet and Costa (2019,) stipulate that 
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remediation in medical education is “the act of facilitating a correction for trainees who 

have started on the journey toward becoming a physician but have moved off course”. 

In the context of CBME, many reliable performance assessment models have been 

developed in the last decade (Lacasse, 2009; Cleland, Leggett & Sandar, 2013; Cohen et 

al., 2019). However, consistency is still lacking in the modelling of remediation (Cleland 

et al., 2013; Bierer et al., 2015). Although examples of good practice do exist, (Kalet & 

Chou, 2014; Audétat et al., 2015; Kalet et al., 2016; Cohen et al., 2019; Shearer et al., 

2019), there is no clear definition of what success in remediation is. Guerrasio, Brooks and 

Rumack (2016) published a study about outcomes of probation. They showed that 

successful remediation trainees had a lower rate of Board Certification once in practice. 

However, studies report mainly short-term outcomes such as successful licensure but how, 

why and what questions and answers about long‐term outcomes have not been answered 

and criteria are not yet well established (Hauer et al., 2009; Chou et al., 2019). 

As opposed to the early literature, where methods of remediating performance were 

often considered separately from the trainees’ individual’s health and wellbeing (Reamy et 

al., 2006) more recent and holistic approaches take into account the wellbeing and mental 

health of the remediated resident (Chou et al.,2019; Shearer et al., 2019). Supportive 

remediators are central to remediation as access to mental health support when needed 

(Durning, et al., 2011; Bierer et al., 2015; Shearer et al., 2019; Lacasse et al., 2019). 

Furthermore, there are calls for a more proactive and systematic attitude toward 

remediation and strugglers (Dunn, Iglewicks & Moutier, 2008; Kalet, Chou & Ellaway, 

2017). 

Competency-based learning theories defining professional performance 

competencies are transformed into teaching programs, thought to be more efficient and 

effective (ten Cate, 2017; Grant, 2019). However, authors who reflect on the reality of 

medical education agree that competencies alone cannot describe the skills or the 

performance of a profession (Grant, 2019; Driessen et al., 2019). Parallelly and 

consequently, there is a frustration with the traditional fragmented approach to remediation 

and its potentially unacceptable consequence of graduating physicians who are not ready 

to practice safely (Cleland et al., 2018; Chou et al., 2019). In fact, “there is much 

uncertainty about how best to align this increasing diversity with maintaining standards, 
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raising questions about not just the immediate practicalities but also in terms of questioning 

institutional systems and assumptions, and staff beliefs, about learner support. In other 

words, is underperformance an artifact of a system that assumes all medical students are 

academic high- flyers or is it solely about individual performance?” (Cleland, 2018, p.14). 

Facilitating learning might be challenging in the context of remediation. The teacher 

is understood to function as a facilitator of learning, intellectually critical, stimulating, and 

challenging, but within a learning context that emphasizes support and mutual respect 

(Nicol,1997). Grant (2019) stipulates that “learning shall reflect the learner's understanding 

and personal interpretation of the world” but also suggests that tendencies to deny active 

teaching and its beneficial external input when bestowing to the teacher a passive 

facilitating role can be worrisome (p.77). 

 Moreover, time-variable CBME could make remediation, as a separate educational 

activity, irrelevant. However, trainees struggle for many reasons, including ambivalence 

about career fit. Therefore, even in a fully realized CBME framework, there is likely a need 

for a zone of remediation between the regular curriculum and exclusion (Ellaway et al., 

2018). This stands for showing how educational practices in different zones set premises 

through different rules, roles, and responsibilities. In response to that, the remediation 

community of practice preconize offering systemic and holistic approaches to remediation 

as a zone of educational practice that integrates into the medical education continuum. In 

this aspect, the elaboration of cognitivist and social constructivist theoretical models, 

through a post-positive worldview stance gives remediation a deserved nobility and 

important contributive role in medical education (Kalet & Zabar, 2014; Cleland et al., 

2018; Guerrasio et al., 2018; Lacasse et al, 2019). 

Psychometric, objective and constructivist tools include those such as experiential 

and situated learning. Here it is recognized that the context of the learning is inextricable 

from the learning itself. These tools promote a cognitive apprenticeship environment where 

students can observe, enact, and practice them with help from the teacher. This brings tacit 

processes into the open. Additionally, theories of modeling and coaching, which propose 

that learners must be attentive, motivated, engaged, and able to practice for modeling, also 

suit the cognitive apprenticeship process in remediation. Finally, a distinction between a 

measurement (an objective and incontrovertible rating) and a judgment (a more flexible 
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decision-making process in which the faculty rater takes into account the individuals 

involved and the social context in which assessment occurs) is supported by the emergence 

of raters’ cognition theories that involve emotions (Kalet & Zabar, 2014). All of this 

consolidate the rationale for a qualitative approach such as this study’s IPA to insightfully 

collaborate to remediation theorization, experience and practice. 

Interestingly, a forming remediation international community of practice forms that 

critics, compares, collaborates and consolidates experiences (Hauer et al., 2009; Cleland et 

al., 2018; Lacasse et al., 2019; Kalet et al., 2019; Guerrasio et al., 2019; Cohen et al., 

2019;), as shown by a dramatic increase in the production of literature on remediation in 

medical education over the last 20 years. Those provides evidence-based information on 

topics such as classification of learner difficulties, assessment frameworks, and remedial 

intervention plans (Lacasse ,2009; Chou et al., 2019; Lacasse et al., 2019). However, as 

previously explained, the ways by which remediation occurs need to be better understood, 

as well as contextualized into medical and health professional education. This is what this 

study intends to collaborate.  

2.4.2 Remediation practice 

Defining how to support residents in difficulty with their performance is considered 

complex because the majority of strugglers present difficulties in more than one area, one 

influencing the other in what is seen as being intertwining patterns (Williams, Roberts & 

Schwind, 2009; Zbieranowski et al., 2013; Guerrasio et al., 2014; Audétat et al, 2015; 

Lacasse et al, 2019). Accordingly, it is considered by remediators experts that the first step 

to successful remediation programs and plans is to support programs and their staff in their 

willingness and skills to identify and manage those who may be struggling (Kalet & 

Pusic,2014; Kalet, et al., 2019; Cohen et al., 2019).  

In this context, facilitating is thought as requiring a mindset that learning can occur 

through continuous growth in competence rather than being dependent on fixed 

characteristics, such as demonstrated through deliberate practice curves (Kalet & Zabar, 

2014). In learner-centered learning, the teacher is ideally thought and chosen for its 

capacity to sincerely and fundamentally values that individual students focus on their own 

learning rather than on the teacher’s teaching, although not being indulgent or passive. 

Emotional intelligence and unconditional support to the learner is thought as having to be 



44 
 

implicated as well as some exceptional ability to ask frank questions, actively and 

accurately listen to the answers, regardless of what learners say or do, or how well or poorly 

they perform. 

 Importantly, trust in the relationship is seen as having to be involved, as it is dynamic 

and is considered to suffer threatening whenever someone gives critical feedback or refuse 

to engage in remediation. Experience shows it can be repaired when the trouble does not 

destroy the positive regard or the relationship.  This reparation manifests itself in 

nonjudgmental attitudes in the educational relationship, that is, the teacher is able to 

express fundamental respect for and acceptance of the learner even when needing to 

confront and criticize their performance (Kalet & Zabar, 2014).  

Teachers are thought to ideally having to be able to offer personalized support and 

direction to the individual while being sensitive and responsive to the organizations or 

educational institutions in which they work, where the problem may sometimes lie. As 

mentioned earlier, institutional factors, independent of the learner, are thought of 

contributing to remediation (Murphy & Cleveland, 1995; Leape & Fromson, 2006; Kalet 

& Pusic, 2014; Cleland et al., 2018;). Teachers are idealized as being able to be humble, 

acknowledging that they will not have all the answers or skills required for every 

individual. They would have to guide and signpost people to appropriate support when and 

where needed, as, for example, if it becomes clear that there is a personal or health issue 

compounding or contributing to the performance concern. In essence, it is desirable that 

they have insight into their limitations and the boundaries within which they work (Cohen 

et al., 2019). 

 Cohen et al. (2019) consider it is essential to work with and through the individual’s 

personality. Sustainable strategies for change which implicate some similarity to the way 

that an individual usually does things can trigger small shifts in behavior that can yet be 

powerful (Cohen et al., 2019). For example, putting a low self-confident learner as the 

helper of a leader one for a high group responsibility, such as gathering around a study 

case, maybe an example of a strategy that help the low self-confident one to get some 

assurance, using lower anxiety tasks, as previously described (Bishop, Horton, Hu et al., 

2019). 
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Besides accurately identifying strugglers, it is considered essential to understand the 

primary causal factors underlying the residents' poor performance in order to develop 

adequate remediation plans (Hauer, Kerr, Irby, et al., 2009). Some evidence seems to point 

out that teaching strugglers to set goals, develop strategic plans, self-monitor, self-evaluate 

or reflect on their performance is known to improve their academic success. It is also 

known to benefit their motivation and skills in managing academic behaviors such as help-

seeking and the use of learning strategies to optimize performance (Durning et al., 2011). 

As previously said, the relationship built with their supervisor or tutor is thought of 

being instrumental in the individual building of trust and engagement with the process. 

Therefore, requiring teachers to be sensitive to the assessment process and be able to 

provide a flexible response (Steinert, 2013; Telio, Ajjawi and Regehr,2015; Cohen et al., 

2019). As a matter of fact, in answer to the emotional reaction to failure, experts in 

remediation consider important to reframe it as normal and be presented as an expected or 

a desirable outcome that allows readjustment of study approaches and the reexamination 

of interaction challenges, as well as the incorporation of improved techniques to achieve 

success (Chou et al., 2019). 

Allowing the individual to tell their story is suggested as often being the best starting 

point for any conversation about performance and building the remedial plan in a 

remediation circumstance (Lacasse et al., 2019). Some will describe intense feelings of 

injustice and misunderstandings as they often have their own views as to what has 

happened and why (Chou et al., 2019).      

The formal processes around meetings and information‐recording, although at times 

difficult, is considered essential to an overall robust and fair process of remediation. 

Clarifying the recording of information and who and where the information is stored is 

considered to help with transparency and, therefore, engagement of the trainee in the 

process of remediation (Chou et al., 2019). 

Trainees who struggle in medical school or residency might lack the self-regulation 

skills to consistently monitor and adapt their learning efforts to maximize their 

performance. Through a social-cognitive theory-based framework, for addressing this 

difficulty; the Self-Regulated Learning– Microanalytic Assessment and Training (SRL-

MAT) framework, Durning et al. (2011) explained that behaviors and beliefs are dynamic 
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and fluid and will often vary across educational contexts and specific tasks within those 

contexts. That contributes to reinforce that evaluating socio-cognitive skills and processes 

during medical training may help medical evaluators better understand the processes that 

inhibit growth in their students and help them devise remediation or instructional plans to 

help these students improve (Durning et al., 2011). 

However, Nothnagle, Ananda, Goldman et al. (2011) identified paradoxes that 

emerged from interviews with family medicine residents about Self-Directed-Learning 

(SDL). Although residents understood and valued the concept, they engaged in only limited 

goal-setting and reflection and felt unskilled in managing their learning and despite the fact 

that the dominant medical education culture seems to value learner-centeredness, it seems 

that many residents still value traditional, teacher-centered approaches and desire external 

guidance through SDL (Durning et al. 2011; Chou et al., 2019). Moreover, even 

recognizing the powerful learning stimulus of patient care, they perceive it to sometimes 

compete with learning (Nothnagle et al.,2011). 

Interestingly, it is now known that an in-depth, explicit understanding of how clinical 

reasoning develops does not necessarily fit with the perception of clinical reasoning 

difficulties (Audétat et al.,2015). This led to realize that combining types of interventions 

approach rarely isolate knowledge deficits (Guerrasio et al., 2014; Schuwirth, 2009; 

Audétat et al., 2015). That may contribute to costly time-wasting before obtaining a 

diagnosis, as well as mistaking clinical reasoning problems for knowledge problems, and 

implementing remediation plans that are insufficiently supported by specific clinical 

reasoning tools (Audétat et al. ,2015).  

2.4.3 Educational interventions for the remediation of a resident trainee 

A Best Evidence Medical Education (BEME) systematic review by Lacasse et al. 

(2019) identified 109 educational interventions for assessment, mentoring, and faculty 

development purposes in academic situations involving trainees in difficulty. They also 

identify that struggling with knowledge, attitudes, and skills is often intertwined with other 

dimensions, such as personal life, teaching, and issues around the learning environment. 

Most interventions target knowledge, skills, and the learner's personal issues. However, 

there seems to exist a lack of intervention practice on remediating attitude, learning 

environment, and teacher-related issues, even if those issues have been brought into light 
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and quantified by literature. That reinforces the need for a wider vision and knowledge 

about remediation to build remediation plans and programs adapted to the reality of 

struggling (Audétat et al., 2015; Lacasse et al., 2019). 

    Lacasse et al. (2019) suggest that although interventions used in learners 

experiencing difficulties are derived from learning theories, there might be advantage for 

remediation interventions to take advantage of behavioral change theories, which 

taxonomy have been proved to suit various domains of knowledge. That could also favorize 

remediation theorization (Michie, Wood, Johnston et al. 2015). Additionally, Chou et al. 

(2019) support the idea that a group approach can help reduce stigma by emphasizing the 

feeling of belonging. Learners in groups may support each other and feel understood rather 

than isolated. Moreover, seeing others with alternative solutions to similar challenges can 

help develop a sense of group identity and social regulation, which may, in turn, support 

self-regulation (Volet, Voras & Salonen, 2009).  

  Although relevant practically and theoretically, Behavioral Changes Techniques 

(BCT) interventions are a rare search of strategy in systematic reviews of the literature in 

medical education and remediation (Cleland et al., 2018; Lacasse et al., 2019). Lacasse et 

al. (2019) searched for 16 types of BCTs interventions as a remedial strategy in their 

systematic review. Table 4 matches residents’ deficiencies and their related BCTs 

interventions (See Table 4). 

Lacasse et al. (2019) reported that many of the studies of their literature review used 

more than 1 BCT to remediate more than one difficulty and that interventions for 

knowledge and skills deficits were the most frequent indications. In general, responses to 

low‐level concerns are considered differently to the more serious ones (Cohen et al., 2019; 

Shearer et al., 2019). Although, professionalism concerns are known to be more difficult 

to remediate than knowledge or skills ones (Guerrasio & Aagaard, 2018), Lacasse et al. 

(2019) retrieved only one specific technique directed to unmet criteria of professionalism. 

However, this 2019 BEME review identified the use of humanistic interventions that 

promote a learner-centered approach and the promotion of SDL. This may reinforce some 

importance of cognitivism and social constructivism in theorization of remediation to 

establish learning plans that support learners with academic difficulties. (Audétat, et al., 

2015; Lacasse et al., 2019; Cohen et al., 2019). 
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Chou et al. (2019) recommend follow-up with learners, even after the presumed end 

of the remediation period. For many learners, underperformance is a pattern over time 

rather than an isolated, easily resolvable problem (Chou et al., 2019). An individual may 

initially have difficulty adjusting to the demands of medical education and training but 

ultimately acclimatize. Alternatively, they may never gain the independent ability to 

accommodate these demands, which only observation over time will tell. Additionally, 

given that trainees commonly move along the training path from one institutional context 

to another, research tracking learner progress across such contexts may further illuminate 

the extent to which remediation practices and systems are institution-specific and 

longitudinally driven (Chou et al.,2019). 

Table 4 

Educational interventions in medical education challenging situations 

Supported deficiency Behavioral change technique (BCT) 

Knowledge deficiency Shaping knowledge 

Skills deficiencies Comparison of Behaviors, Associations, 

Repetition and Substitution, Comparison of 

Outcomes 

Attitudes concerns Natural consequences 

Scheduled consequences 

Reward and Threat 

Covert learning 

Learner's personal issues Regulation (medical/psychological support) 

Antecedents (accommodation) 

Identity or Self-Belief 

Teacher's and Environment /System 

problems 

Social support 

Educational diagnosis Goals and planning 

Feedback and monitoring 
 

 

Note: Adapted from Lacasse et al. (2019) 

Although the holistic approaches to remediation are promising, there is very little 

research about changing the learning environment or SDL interventions to support learners 

in difficulty, particularly in postgraduate medical learners (Lacasse et al., 2019).  Finally, 

the struggling in identifying with the medical profession is also a promising and 
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understudied research and practice area in remediation (Cruess et al., 2014). According to 

Lacasse et al., (2019) who did not find any intervention study responding to this search 

criteria in their systematic literature review, critical elements of professional identity 

formation interventions, including guided reflection, use of personal narratives and role 

modeling, might help medical learners who do not feel they belong to their discipline. 

2.4.4 Medical education scholars and preceptors’ perspective of remediation 

Faculty remediators generally have low confidence in their ability to conduct 

remediation, particularly in professionalism issues. Many faculties are unsure about 

identifying what is permissible and what does not meet the standard, while a more 

experienced faculty likely remediate more effectively (Chou et al., 2019). However, tutors, 

supervisors, and preceptors are considered central in influencing the culture and, as such, 

impacting individual’s perception of support and their help‐seeking behaviors (Boorman, 

2009). 

Moreover, medical school faculty administrators and staff are often dissatisfied or 

discouraged with issues surrounding strugglers. They have to devote considerable amounts 

of additional time, effort, and resources to them. This may include serving on student 

promotion committees, providing additional tutoring and discussing student or resident 

performance at departmental meetings (Durning et al., 2011; Chou et al., 2019). Moreover, 

Guerrasio and Aagaard (2014) identified that remediation of clinical reasoning and mental-

wellbeing deficits required significantly more faculty time and that interventions decreased 

the probation rate by 3.1% per hour spent. 

Struggling learners may also damage the integrity of the program or negatively 

influence the experience of their peers (Chou et al., 2019). Institutions, concerned about 

legal consequences from trainees and future patients, may even intentionally avoid having 

official policies on remediation and probation (Guerrasio, Furfari & Rosenthal, 2014; 

Weisberg, Smith & Murano, 2015). There is, therefore, a need for “a shift in the culture of 

medicine from thinking about remediating individual failings to a more holistic and 

proactive model, where institutional and structural aspects of a medical program are 

aligned and designed to support students from a range of educational and social 

backgrounds in an educational alliance” (Cleland et al, 2018, p. 17).  
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Providing support to a doctor or medical student who presents with performance 

concerns is interpreted as requiring careful consideration. They may feel their career is at 

risk, and may often resent the predicament they find themselves in (Cohen et al., 2019). In 

some settings, there may be a significant economic burden of failure (e.g., retaking exams 

or courses), mostly borne by the student or the program (Foo, Rivers & Ilic, 2017). It is 

also known that some learners minimize, externalize, and blame faculty and the institution 

for their struggles. This makes it even more challenging for supervisors and institutions to 

provide effective remediation (Cleland et al., 2013). International medical graduates, 

underrepresented minority trainees, older trainees, and trainees with prior failures are more 

likely to be identified as needing remediation (Chou et al., 2019). Moreover, 

underrepresented minority students in medicine report regular experiences of 

microaggressions as well as overt discrimination leading to unpleasant or harmful 

psychological impacts (Aysola, Barg, Martinez, et al., 2018). 

Concerns exist about individual medical student confidentiality and the ethical 

problems associated with potential bias. That may occur if information about poor 

performance is shared with other or future course and clerkship directors. This also presents 

a barrier to developing effective remediation plans and sometimes leads to the previously 

cited phenomenon of failure to fail (Dudek et al., 2005; Durning et al., 2011; Kalet et al., 

2019; Cohen et al., 2019). 

  A qualitative study of focus groups discourses’ content analysis has investigated the 

remediation teacher’s perspective on the experience of remediating learners in medical 

education (Krzyzaniak et al., 2017). This work aimed to characterize and contribute to the 

designing of a holistic framework to guide remediation. In this study, Krzyzaniak et al. 

(2017) recruited participants from ten specialties, including family and emergency 

medicine. The two most common factors impeding the identification of a struggling 

resident were insufficient objective information and the strains on inexperienced or 

overburdened faculty e.g.: “There’s this huge discrepancy between what people write and 

what people say and feel” (Krzyzaniak et al.,2017, p.969). Other factors mentioned were: 

the avoidance of responsibility by educators, ambiguous criteria for promotion or 

competence, inconsistent exposure to evaluators; “For one year our residents are not with 
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me, so I don’t see them as frequently”, and inadequate assessment methods (Krzyzaniak et 

al., 2017, p.969). 

The most frequent objective criteria used to trigger remediation were low 

examination scores and evaluation of poor clinical performance. Additionally, a pattern of 

repeated poor evaluations or multiple presentations to program leadership for negative 

reasons frequently served as a trigger for remediation: “It’s repetitive negative experiences. 

It’s repetitive failures” (Krzyzaniak et al., 2017, p.969). The failure to change in response 

to feedback lead to a pathological struggle that embodied residents requiring remediation 

“they’ve failed to respond to formative feedback on a recurrent basis” (Krzyzaniak et al., 

2017, p.969). Gestalt also plays an important role: “there’s not a lot of objective data to say 

that they’re struggling, it’s more of a gestalt feeling”; “I know it when I see it” (Krzyzaniak 

et al., 2017 p.969).  

 While informal feedback (verbal or e-mail) was a common method of identifying 

struggling residents, it also represented a barrier to remediation implementation due to its 

informal nature that was often not supported by objective evaluation metrics.  In contrast, 

another resident with a similar performance gap could respond to feedback and improve 

their performance without needing formal remediation (Krzyzaniak et al., 2017). 

Each focus group described specific characteristics such as rigidity or limited coping 

skills and mental health disorders (e.g., depression, anxiety, attention-deficit hyperactivity 

disorder) as frequent contributors (Krzyzaniak et al., 2017). Another essential factor were 

external stressors such as “a chaotic family life”. Increased clinical responsibilities, where 

difficult high-level decisions were needed, were occasionally a trigger to remediation 

identification. Lack of insight, arrogance, and failure to respond to feedback compounded 

those issues in residents identified as lacking professionalism. Insightful residents invested 

in the process were considered to have the best chance of successful 

remediation (Krzyzaniak et al., 2017).        

  Conversely, residents with challenging interpersonal communication styles, lack of 

insight, and mental health disorders were less likely to complete remediation successfully. 

Substance abuse could be thought of as remediable because it can be addressed by 

rehabilitation treatment. However, most preceptors and programs felt those issues were 
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deep-rooted problems difficult to remediate in the timeline available in residency 

(Krzyzaniak et al., 2017). 

  Some preceptors felt that a lack of organizational abilities could be addressed, while 

others thought that it was an innate individual characteristic and, therefore, difficult to 

change. Remediators viewed limited resources and a lack of accurate and consistent 

documentation as barriers to implementing remediation. They also indicated the complex 

emotional responses of the faculty to remediating a resident with whom they had a 

relationship. Preceptors’ inexperience with remediation and the unwillingness of the 

resident was also a barrier. Strategies of remediation such as limiting the scope of a 

resident’s practice, the use of external support and implementing some targeted instructions 

or leveling up the intensity of feedback, were mentioned.  

A feeling of trustworthiness based on respecting deadlines and improving results on 

evaluations or test scores were seen as objective measures of successful remediation 

(Krzyzaniak et al., 2017).   

Broad education and healthcare education psychology literature suggests that 

emotions influence decision-making processes (LeBlanc, Mc Connell & Monteiro, 2015). 

LeBlanc et al. (2015) suggest studying the rater-based learner assessment process to 

understand the emotional underpinning of performance ratings and judgments of 

entrustability and competence. Additionally, the process of entrustment of learners by 

raters is considered by the same authors to be an essential opportunity to understand the 

intersection between emotions, cognition, and social factors in medical education. Gomes-

Garibello and Young (2018) have studied the role of emotions in competency-based 

assessment. They used the concept of EPAs to contextualize a discussion about how the 

raters’ emotional responses may have meaningful impacts on the decisions they make in 

clinical education settings. They acknowledge the importance of emotions in medical 

education, the potential benefit of strategies focused on facilitating self-awareness, and the 

self-regulation of raters’ emotions. They suggest that emotions may impact learning 

interactions, facilitate or impede entrustment, and impact the educational role of 

assessment in CBME. As entrustment is fundamentally a social act, it is not clear if it 

influences the rater-learner relationship directly or indirectly. 
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 Gomez-Garibello and Young (2018) consider Pellegrini’s assessment triangle a 

suitable framework to understand the role of the rater’s emotional response on the 

assessment process. According to Pellegrini, a rater’s assessment involves: cognition, an 

understanding of the knowledge, skills, and attitudes the rater considers a learner needs to 

demonstrate competence in a clinical procedure; observation, the assessment of the 

learner’s clinical performance and; interpretation, the inferences made by the rater about 

those observations (Figure 4a).  

 Gomes-Garibello and Young (2018) suggested adding emotions to this triangle. This 

turned the triangle into a tetrad emphasizing the intertwined relationships between each of 

the angles (Figure 4b) and reflecting more dynamic relationships between the different 

factors and stakeholders, all needing study. 

Figure 4a  

Pelligrini's Assessment Triangle 

 

 

Figure 4b 

Pelligrini’s Assessment modified tetrad 

 

Note: From Gomez-Garibello et al., (2018). 
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Many models of remediation come from the opinion of a small group of experts, 

literature review, or single-specialty surveys, which may restrict their generalizability 

(Krzyzaniak et al., 2017).  Kalet et al. (2017) suggest that remediation draws upon a diverse 

set of philosophical, practical, and political concepts in emotionally charged contexts. They 

infer that remediation “marks the inflection point at which the learner is either judged to 

be capable of becoming a physician or not and therefore constitutes a liminal space between 

success and failure that sends complex messages to all concerned about their roles and 

obligations and the meaning of what is transacted” (p. 422). 

Qualified teaching in remediation is therefore considered a challenge to overcome, 

and success in the task might depend upon the ability of the community of practice “to 

fully align remediation within medical education as a whole” (p. 423).   Although the idea 

of achieving a holistic approach to remediation is advancing in the remediation literature, 

there are still unanswered questions and gaps of knowledge to fill to define successful 

outcomes of remediation programs. For example, it is unclear how to adequately 

discriminate the ways that different learners’ deficiencies interact so as to respond 

efficiently to particular learners’ needs. Zbierowski et al. (2013) indicated that there is 

currently almost no data about how physicians in remediation during their studies succeed 

in professional practice after residency. Furthermore, despite the existence of qualitative 

studies exploring educator perspectives on remediation in undergraduate medical 

education (Krzyzaniak et al., 2017; Winston et al. 2013), there is little published qualitative 

research examining the views of those living remediation in post-graduate medical 

education. 

Ultimately, the remediation community of practice recognized the need to investigate 

those who are experiencing or have experienced remediation to truly understand the 

mechanisms on how remediation processes lead to success or failure in achieving 

competence and entrustability for safe practice in education (Kalet et al., 2017).  To address 

the need for evidence-based interventions to remediate professionalism issues, Guerrasio 

and Agaard (2018) led a qualitative phenomenological descriptive study that assessed the 

long-term effect of simulation used for specific unprofessional behaviors in residents and 

faculty or staff members referred for remediation (Papadakis, Paauwe, Hafferty, et al., 

2012; Lacasse et al., 2019).  
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Nine semi-structured, in-depth qualitative interviews were conducted with six former 

remediated residents and three faculty members appointed to remediation, who had 

undergone the remediation process two to four years before the study took place. 19 

referring supervisors were also interviewed. Most of the 28 interviewed individuals had 

positive feelings about the remediation experience, while a small number expressed 

feelings of having been targeted. They all recalled the behavioral strategies acquired during 

the simulation workshops and acknowledged using the strategies learned when faced with 

similar situations. They also allegedly referred occasionally to the postintervention written 

summary given at the end of the remediation period (Guerrasio & Aagard, 2018).  

Most demonstrated sustained behavior changes. The supervisors interviewed 

reported very few cases of incomplete correction or persistence of the unprofessional 

behavior after the remediation exercise. The supervisors identified eleven individuals for 

their subsequent achievements. Eight had reached positions of leadership, two won 

teaching awards, and one achieved both (Guerrasio & Aagard, 2018). 

Despite those interesting results, even the authors acknowledged the difficulty of 

their reproducibility. Those studies require specialized and highly skilled resources in a 

well-developed simulation center, which is not the usual medical education environment 

where most remediation programs take place. Therefore, the authors expressed the need to 

conduct qualitative powerful experimentations in less specialized medical education 

research environments (Guerrasio & Agaard, 2018) that reflect the usual world of 

remediation, such as the present IPA-based study is intending. They also suggest to repeat 

the study seven to ten years after the remediation strategy occurred to account for the need 

of data on long-term outcomes of remediation.  

2.4.5. Learner’s perspective of remediation 

Medical students and physicians are considered to be alien to struggling. Medical 

school requires high academic ability, and it is interpreted that medical students are used 

to achieve. In this specific professional cultural context, confusion about how and where 

to appropriately ask for support in a struggling situation is a known obstacle to help-seeking 

behaviors of trainees in difficulty (Cohen et al., 2016). In the United Kingdom, Paice and 

Orton (2004) illustrated early warning signs of a trainee doctor in difficulty: the trainee 

who is often difficult to find (the disappearing act),  the trainee who is always at work but 
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achieves less than their colleagues (low work rate), the trainee who is quick to lose their 

temper (ward rage), the trainee who is inflexible and has difficulty prioritizing (rigidity), 

the trainee displaying problems with their career choice or having difficulty  obtaining their 

required exams(career problems),the trainee with a lack of insight and rejecting 

constructive criticism (insight failure) and the ‘sidelined’ difficult trainee (bypass 

syndrome).  

It is reported by evaluators that residents facing academic failure may experience 

disproportionate emotional reactions that can exacerbate the problem or limit their ability 

to adapt quickly and focus on remedial work. Initial feeling of mistrust by those entering 

remediation have been related, and commonly associated with concerns about 

confidentiality and a feeling that they lack control over the process (Cohen et al., 2019; 

Kalet et al.,2019). Moreover, experience of preceptors demonstrated that doctors and 

medical students often describe an unawareness of their performance being under scrutiny. 

They report having witnessed in the remediated feelings of injustice in some while others 

may seem bewildered by the process and experiment a deep sense of shame and self‐

stigmatization. (Cohen et al, 2019).  

 Trainee may experiment tension about how much information is shared and by 

whom (Cox, 2008; Cleary, 2008).  While supervisors often complain that they do not have 

enough information about an individual’s previous performance concerns, trainees who 

have experienced performance investigations and remediation argue to their evaluators that 

unnecessarily sharing information can cause bias or mistrust (Warm, Englander and 

Pereira, 2017). 

 In this context, Reinhard Pekrun’s (2006) examination of the association between 

emotions and performance in educational contexts is interesting. He argued, in his control-

value theory, that learners’ cognitive appraisals of educational activities and outcomes 

elicit different emotions in them. Those, in turn, can influence their performance and task 

outcomes (Pekrun, R.,2006) supporting the need to further develop knowledge about 

learner and teachers’ emotions implication in medical education processes and, therefore, 

in remediation. 
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2.5 Summary of the Literature Review and Identified Knowledge Gaps. 

 The medical education world is part of the society and evolve with it. According to 

Caverzagie et al., technology, international mobility, and acceleration in communication 

techniques ask for challenging adaptation while also enhancing the medical education 

community’s capacity to honor its social contract (Caverzagie et al., 2017). 

 It is considered by medical community its duty to provide society continuously and 

efficiently with competent and high performing physicians, as adapted as possible to its 

changing needs and expectations, which include nowadays increasing stakeholders’ 

accountability and expected true partnership with whom they serve (Swanwick, 2019). 

After a long international debate about the core definition of competency, and controversies 

about how it should be practically taught and assessed, the international medical 

community has agreed to adopt the CBME framework (Mc Gaghie et al., 1978; ten 

Cate,2017; Grant, 2019). Besides performing adequately, new physicians must train 

capability, the ability to integrate and apply multiple competencies not only in familiar and 

focused settings, but in novel, complex and changing circumstances (Grant, 2019). This is 

considered crucial in the context of increased societal and trainees concerns with global 

health and social accountability, as with the quality work-life balance expectations of the 

younger generations of patients and practitioners (Kenwright & Wilkinson, 2019). 

 Although residency is a challenging period in a physician’s journey, most will 

succeed in it. In the residency context, competency-based assessment provided by EPAs 

(Shorey et al.,2019; Hauer, 2019), and programmatic assessment (Acai et al.,2019; Rich et 

al,2020) are emerging discourses. Consequently, there is a growing interest in the processes 

of how learners reach the state of entrustment and how teachers award it. There is also an 

interest in rater’s cognition and how learners’ and teachers’ emotions intertwine in CBME 

performance-based assessments (Pekrun, R., 2006, Gomes Garibello & Young. 2018).  

 The rate of struggling is estimated to be between 3 to 10% over the Canadian Family 

Medicine residency programs (Shearer et al., 2019). This correlates with international 

research on the domain and seems to have been stable over the past two decades. 

(Zbierowski,et al. 2013; Audétat et al., 2015, Lacasse et al.,2019; Shearer et al., 2019). 

 In a globalized medical community, there is an evolving need for qualified 

assessment and efficient training of healthcare professionals from all horizons. In the 
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context of an idealized continuum in medical education, there is a need to provide 

evidence-based information to respond to the challenge of remediating the residents with 

difficulties (Lacasse, 2009; Chou et al. 2019; Lacasse et al., 2019). That is acknowledged 

by the promotion and occurrence of systemic and holistic practice approaches to 

remediation by experts (Cleland et al., 2017; Chou et al.,2019; Lacasse et al., 2019).  

 Research has deepened knowledge about the characterization and assessment of 

learner’s deficits and their associated risk factors as well as the types of intervention 

required to address specific or combined learning deficits (Lacasse et al., 2019). Despite 

this progress, there are still multiple and important gaps to be addressed (Layne,Bennion, 

Durning, et al., 2018).  

 There is a lack of understanding of how the resident deficiencies intertwine with 

social and educational risk-factors to create struggling and how and when to intervene most 

efficiently.  There is also a need for the development of efficient and safe remediation that 

considers the impact of struggling not only on the learner but also on the environment 

where remediation occurs (Chou et al., 2019). Experts on the subjects claim that to plan 

effective remediation, one must name and measure the success criteria and the long-term 

outcomes expected of remediation (Krzyzaniak et al., 2017).  Only one study explored the 

lived experience of remediation from former remediated resident perspective some years 

after the end of their training period. It used a descriptive phenomenological approach to 

study a punctual and specific remediation technique. However, this intervention study 

isolated only one aspect of struggling (professionalism) in a highly technologized and 

professionalized medical education environment context (Guerrasio et al., 2018). The 

present study is the first in-depth interpretative phenomenological analysis that explores 

the full lived experience of former successful remediated residents in a family medicine 

program.  

2.6 Research Question 

To fill such important knowledge gap, the following research question drove this 

empirical investigation: how have former remediated family medicine residents lived the 

experience of going through a postgraduate remediation program? 
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3. METHODOLOGY 

3.1 Why Interpretative Phenomenological Analysis (IPA). 

According to Kalet, Chou and Ellaway (2017), philosophical, practical, and political 

background influence remediation in medical education in what they described as   

emotionally charged contexts (p.422). Moreover, remediation is at crossroads in the life 

of the resident, where there is a judgment about being capable of becoming a physician or 

not. This situation, which lies between success and failure, gives meaningful clues to all 

concerned about their roles and obligations (Kalet et al., 2017, p.422). Also, rater-based 

assessments (RBA) are involved in remediation placement in the context of competency-

based medical education throughout entrustable professional activities (EPAs) (Gomes-

Garibello et.al, 2018). Moreover, LeBlanc et al. (2015) and Gomes-Garibello et al. (2018) 

affirm that emotions are a key component of clinical act and assessment decision-making 

processes in healthcare professional education assessment. 

Those arguments give space to a qualitative approach to analyze former remediated 

residents' discourses. The strength of qualitative research, in this case, is to be able to study, 

through their narratives, how former resident, experienced and gave meaning to their 

remediation experience (Storey, 2007; Smith, Flowers and Larkin, 2009; Green and 

Thorogood, 2018). 

The qualitative research approach enables the understanding of experiences and 

processes and is appropriate to answer "What," "Why," and "How" types of research 

questions. (Larkin and Thompson, 2012; Tuffour, 2017). Among various qualitative 

research methodologies, Interpretative Phenomenological Analysis (IPA), proposed by 

Jonathan Smith (Smith 1996, 2004; Smith et al., 2009), is the approach that appears 

particularly suited to the issue here at stake. Jonathan Smith is a scholar and psychologist 

that settled up the first real marks of IPA with a 1996 publication in “Psychology and 

Health”. This article was arguing for an approach to psychology in health which was able 

to capture the experiential and qualitative aspects of a subject situation that could discourse 

with mainstream clinical psychology at that time. 

Concordantly, IPA is concerned with the detailed examination of personal lived 

experience, the meaning of experience to participants, and how participants make sense of 

it. IPA has roots in Husserl's philosophy of phenomenology and hermeneutics theory 
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(Smith, 1996; Smith and Osborne, 2007; Smith et al., 2009). It has been articulated in the 

United Kingdom in the nineties and is gaining importance as an established qualitative 

approach (Smith, 2011). It is also now applied to inquiries in organizational, health, 

education, sport sciences, and humanities studies. (Eatough and Smith, 2017). 

Psychological phenomenology is concerned with an individual's perception or 

account of an object or event instead of an attempt to produce an objective statement of the 

object or event itself. (Smith, 1996). Symbolic interactionism, born in the thirties, 

contributed to IPA explaining that the meanings individuals give to events should be of the 

central concern of those who investigate and that those meanings can only be obtained 

through a process of interpretation (Smith, 1996; Smith and Osborne, 2007). It also 

considers that meanings occur (and are made sense of) in and as a result of social 

interactions (Smith, 1996).  

In IPA, the primary interest is indeed the person's experience of the phenomenon and 

the sense they make of their experience rather than the structure of the phenomenon itself. 

(Eatough et al, 2017). IPA aims to explore the participant's view of the world and adopt an 

“insider's perspective” of the phenomenon under study (Smith, 1996, 2011). At the same 

time, IPA also recognizes that the research exercise is a dynamic process. Context and 

motivation are essential assets for IPA: “the researcher who is engaging in 

phenomenological inquiry is central to the IPA focus” (Smith et al., 2009, p. 40). As one 

attempts to get close to the participant's world, one cannot do this directly or entirely. 

Access is both dependent on and complicated by the researcher's conceptions, which are 

required to make sense of that other personal world through a process of interpretative 

activity, which ties IPA to hermeneutics (Smith, 2011).  

Hermeneutics theory derives from a Greek verb, “hermēneuein” meaning “to 

interpret” and the noun “hermēneia”, which means “interpretation”, and it aims to make 

meaning intelligible. Therefore, doing the interpretative phenomenological analysis is 

making sense of a participant's experience while this participant is trying to make sense of 

his own experience, which has been defined as double hermeneutics (Gagnon,2019; Smith, 

2011). 

Useful when one is concerned with complexity, process, or novelty (Smith and 

Osborne, 2007), as it is the case in this study, IPA uses the in-depth study of each 
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experience of the sampling before attempting at generalizations. Through the interpretative 

process, unexpected new themes are allowed to emerge, corresponding to its inductive 

characteristic. Also, in IPA, the interrogative aspect of the within and across case analyses 

are compared to the existing literature (Smith et al., 2009). 

IPA considered both urgent, emotive, and dilemmatic issues, called “hot cognition” 

phenomena, and longer-term reflection across the life course, named “cool cognition” 

phenomena (Smith et Eatough, 2007, p.28). IPA also has a theoretical commitment to the 

person as “a cognitive, linguistic, affective and physical being and assumes a chain of 

connections between people's talk and their thinking and emotional state” (Smith and 

Osborne, 2007, p.54). Complex connections force the researcher to confront the fact that 

participants do not always disclose what they are thinking and feeling, and that they may 

have important reasons for doing so. Therefore, this is the researcher's role to interpret 

mental and emotional states from what participants say (Smith and Osborne, 2007).  

IPA have known a growing success among in-depth and grounded qualitative 

research methods but there is an existing critique in the fact that it is still much used and 

understand descriptively and not sufficiently through its interpretative features (Tuffour, 

2017). Nevertheless, IPA suit the emotional “hot cognition” phenomenon and life 

challenging specific experience of remediation in the postgraduate medical education 

context. It appears then to be the most consistent and adequate qualitative methodology to 

answer the “how” research question of this particular study.  

3.2 Participants and sampling strategy  

Small samples usually compose the data of IPA studies. Purposive sampling finds a 

more tightly defined group for whom the research question will be significant. According 

to Smith (2009), there is no right answer to the question of the sample size and Malterud 

et al. (2016), mention that data saturation, which is the general concept of sample size in 

qualitative studies, is inconsistently applied. As Smith et al. (2009) states, the number of 

participants in an IPA study generally depends on several factors, e.g., the degree of 

commitment to the case study level of analysis and reporting, the richness of the individual 

cases, and the constraints one is operating under (p.51). 
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Various sizes of IPA studies samples are published. Although there is a tendency to 

apply IPA to a unique or lower number of cases, there is an agreement that 6 to 8 cases are 

appropriate to reach saturation in experts’ IPA studies (Smith and Eatough, 2007), while 3 

to 6 cases are a reasonable sampling for beginner researchers. The concept of “information 

power”, suggested by Malterud et al. (2016), indicates that the more information the sample 

holds relevant for the actual study, the lower number of participants is needed. Similarly, 

to Smith et al. (2009), they relate the degree of information power of the study to the aim 

it pursues, the sample specificity, the use of an established theory, the quality of dialogue, 

and the analysis strategy. 

In this particular study, the purposeful sampling of participants was former residents, 

practicing physicians, who had successfully undergone remediation at the DCFM-UOT 

between 2006 and 2013. The sampling method used gave a homogeneity to the sample, 

representative of the study objectives at stake, and for whom the research question could 

be meaningful (Smith et al., 2009). Few personal demographics were available about the 

participants to protect their confidentiality. As oriented by Smith et al. (2009), the 

demographics information presented by the sample represents a supplementary but not a 

central outcome perspective of the participants’ remediation processes (See Table 5).  

Participants were selected, wishing to recruit 1 to 3 remediated cases per year of 

residency sought, as declining was expected due to unavailability from a busy practice or 

other reasons. With an initial goal of recruiting 6 to 10 participants over more than twenty 

former remediated residents reached, the sampling reached the minimum expected number 

of six, agreeing with the information power criteria explained by Malterud et al. (2016) 

and suggested by Smith et al. (2009). 

3.3 Methods for generating data. 

  According to Smith et al. (2009), “successful collection of data requires 

organization, sensibility, and flexibility” (p.40). As IPA requires a detailed picture of one's 

experience, each participant went through a semi-structured, one to one, in-depth, 

qualitative interview. Compared to the structured interview, the semi-structured interview 

allowed the interviewer to guide a set agenda of questions regarding the family medicine 

postgraduate remediation context, content, process, and research objectives. It also permits 

considering the participants as the experiential experts and allowing maximum opportunity 
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to tell their story (Smith and Osborne, 2007; Green and Thorogood, 2018). A semi-

structured interview schedule contains in average six to ten questions orienting the 

interview (Smith et al., 2009). After to the first two interviews, the questionnaire underwent 

a modification throughout the study. A question about remaining participants' motivations 

to enter the faculty of medicine was added, increasing to six the number of questions on 

the semi-structured interview guide. (See Appendix I). 

Semi-structured interviews are usually lengthy (Smith et al., 2009). They begin with 

general open questions, allowing a natural flow of ideas from the interviewee with the less 

possible interference of the interviewer (Smith et Osborne, 2007). Specific probes are 

prepared and ready to be used if the participant veers off-topic, has difficulty understanding 

or getting to the essence of sought aspects of the lived experience. Additionally, semi-

structured interviews also possess the differential advantage to allow the deepening of 

relevant emerging subjects (Smith, 2004; Smith et al., 2009; Smith and Osborn, 2007). In 

this study, the six interviews of the sampling lasted from twenty-seven to ninety-four 

minutes, with an average of forty-eight minutes. 

    Understanding that participants were busy clinicians in practice, participants could 

choose to realize interviews via phone or through a video-conference application. In this 

study, all the participants choose the phone call option. Although few studies examined the 

use of phone calls in qualitative in-depth interviews, Cachia and Millward (2011) found, 

among other findings, that participants to qualitative research choose phone calls in-depth 

interviews as a way to assure their anonymity. Furthermore, to safeguard the participants' 

sense of safety and confidentiality, a social scientist interviewer skilled in 

phenomenological research but not involved in the medical community and unlikely to 

meet the participants as a colleague or acquaintance was hired to do the interviews. 

Interviews were recorded, and verbatim transcriptions were produced immediately 

after them. According to Smith et al. (2009), participants have to offer their consent to 

collect their data and be warned of possible unexpected reactions to sensitive issues asked 

during the interview. In this study, the interviewer gave the interviewee the opportunity 

and time to deal with uncomfortable moments and answered questions about some aspects 

of the study of the persons and institutions involved. She allowed the interviewee to 

withdraw at any time, modify the transcript, or even refuse its use after. However, all of 
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the participants accepted the utilization of the interview for the research, and only one 

participant asked to review the transcripts to take out information. The transcripts were 

also de-identified before analysis to preserve confidentiality.  

Table 5 

Demographics of study participants 

Number of participant’s 

interview 

1 2 3 4 5 6 

Length of interview 34 m 59 m 50 s 41 m 24s 27 m 12 s 37m33s 94m04s 

Names of the 

participant (fictitious) 

Michael Louis Asma Pavneet Kathrin  Mimi 

Gender M M F F F F 

Number of years since 

terminating residency 

1 y 3 m 2 y 2y 9 m 5y 10 m 5y 6 m 6 y 

Type of practice Locum Hosp 

Walk-in 
 

Comm.H.Center 

Home Visit 
Addiction Care. 

Group 

practice 

Group 

practice 

Solo Group  

Med. 
Fam. 

Local of practice *Available information undisclosed for confidentiality purposes* 

   

3.4 Methods for analyzing data. 

  According to Smith et al. (2009), “successful analyze requires the systematic 

application of ideas and methodical rigor; but they also require imagination, playfulness, 

and a combination of reflective, critical and conceptual thinking” (p.40). 

  With this perspective of IPA in mind, the data gathered through semi-structured 

interviews was first apprehended in a contextualizing pre-analysis phase and analyzed 

through an inductive and iterative process afterward. As described by Smith et al. (2009), 

I analyzed the data going from particular meanings of each case to the shared ones between 

them, and from emerging descriptive themes to interpretative and, finally, functional ones. 

During those analyses, and as recommended by these authors, I committed to 

understanding the former remediated resident's point of view and focused on the meaning 

they were giving to the experience of remediation they went through. (Smith et al., 2009, 

p.79). 

  I rigorously followed the stepped approach designed by Smith et al. (2009), which 

is composed of four first idiographic steps related to within cases analysis and two last and 
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more comprehensive steps related to the cross cases analysis. Those steps are: (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. Between within and cross case analysis, a narrative analysis of each 

case was performed as an iterative step to rebuild the cases' phenomenological dimensions, 

which led to better prepare for the cross-cases analysis. (see Research Findings, for 

narrative analysis of each cases.) 

3.4.1Pre-analysis phase 

  Data and information about the initial research project were securely transferred by 

institutional e-mail, after acceptance of participating in the project as a master student. 

After first listening to the data and reading all the transcriptions, three encounters were 

promoted to contextualized how the data was produced with a former co-researcher in the 

initial project at Toronto site, who was also an advisory member of the actual thesis 

committee. Smith et al. (2009) acknowledged this possible step in IPA. Those exchanges 

were about the practice and experience of remediation at the DCFM-UOT and the DFM-

MG. The historical events leading to the initial research project's idealization and 

organization were reviewed. Moreover, the teamwork thematic coding done over three of 

the six interviews with the researcher’s team at the DCFM-UOT was also peer-reviewed. 

After deepening knowledge about IPA methodology through lectures and contacts with 

acquainted scholars, and after doing a contextualized scoping review, I initiated the in-

cases analysis.  

3.4.2 Stepped approach analysis 

3.4.2.1 First step: listening, reading and re-reading 

  For each in-case analysis, I proceed to the careful and deep listening of the audio-

recorded file while reading simultaneously the written transcription. At that moment, I was 

getting acquainted with the participant reality, trying to make sense of the content and the 

clues given about each former remediated lived experience through its interaction with the 

interviewer. That included the content of answers, but also the tone of voice, hesitations, 

breath-taking spaces, silences, semantic posture, and sometimes, resistance to going 

forward. To be able to process the material from the insider’s perspective, I had to dismiss   
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listening for some hours or days, and listen once again afterwards. I verified if the first 

emerging impressions were still there, if they had changed or if I could saw through the 

meaning of sometimes intense sensations and transference phenomenon the contacts with 

the interviews were engendering, in order to secure making sense of the lived experience 

from the former remediated resident's perspective, even though processing it through 

myself, from an insider’s perspective. 

3.4.2.2 Second step: Initial noting 

  That was a detailed part of the within-case analysis, where, as in the first step, the 

analyst encounter herself the closest to the data, as described by Smith et al. (2009). A table 

of three columns was constructed with each line of the transcript standing in the middle 

column and comments standing on the third one. (See Appendix II) The number and type 

of comments reflected the importance of the meaning or content of the line. Those were of 

three types, as described by Smith et al. (2009). 

  First, the descriptive comments related the closest to the meaning core of the data, 

which are the things that matter to the participants. Therefore, they could represent key 

objects of concern, such as relationships, processes, places, events, values, and principles 

(Smith et al., 2009). 

Linguistic comments corresponded to the use of language, either verbal or non- 

verbal. They could represent specific and functional aspects of language usage, repetitions, 

tone, degree of fluency, or, more sophistically, metaphors. (Smith et al., 2009). 

Conceptual comments were more interpretative than the two precedents. There, 

personal thoughts, feelings, and experiences were used as a touchstone to make sense of 

the participants’ world. That lead to the written expression of interpretations and 

interrogations added to the third column. As “opening up a range of provisional meanings” 

(Smith et al., 2009, p89), they could contribute to emergent themes or overarching themes 

in the later steps of the analysis. They also could lead to more reflective and abstract 

conceptual elaborations or could merely be left unused or unanswered. 

3.4.2.3 Third step: Developing emergent themes 

In this step, the analysis work involved summarizing the raw data of the analysis 

while maintaining the complexity of the information, mapping interrelationships, 
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connections, and patterns between exploratory notes (Smith et al., 2009). Turning notes 

into themes means producing concise and forcefully expressive statements from the 

comments developed in the anterior step. That gave them a historical order, which means 

stating them in the order they appeared throughout the lived experience of the participant 

(Smith et al., 2009). Accordingly, in this study I did a concise but thorough extraction of 

descriptive themes, for each case, to a point where no more themes could emerge. It was 

mainly through an abstraction process. Therefore, a cluster of related notes received a 

theme descriptor name. It was sometimes through subsumption, when a note's concept 

aggregated others and became the descriptive theme. I placed those descriptive themes in 

the first column of the table used for the second step. (For example, see Appendix II). 

In this study, an historical order emerged intrinsically from the interviews. 

Contextualization represents this process of making historical connections of the themes 

(Smith et al., 2009). The periods described were: pre-residency, residency, pre-

remediation, remediation, post-remediation, and post-residency periods. Those became 

super-ordinate themes from where the fourth and fifth steps of the analysis proceeded. 

Therefore, the participant-led data transformed into an analyst-led one through the 

aforementioned double-hermeneutics mechanism. 

3.4.2.4 Fourth step: Searching for connection across emergent themes 

This step involves the development of a charting, or mapping, of how the analyst 

thinks the descriptive themes together (Smith et al., 2009). This more abstract and 

interpretative step can use the resources of thematic, narrative, discourse, or any type of 

qualitative analysis to rehearse the interpretation. This direction emerges from the 

meanings encountered while participants make sense of their world (Smith et al., 2009).  

For each case, therefore, I assembled related descriptive themes together to form a 

cluster. I organized this cluster according to the convergent, divergent, and case-specific 

content and created a narrative interpretative theme. A part of the lived experience of the 

participant was therefore emerging and narrated by this cluster of interpreted information. 

After that, I felt the need to go a step further, developing from each of those clusters of 

narrative themes, another interpretative theme, which I found out having been described 

by Smith et al. (2009) as a functional interpretative theme. According to those authors, a 

functional theme emerges somewhere beyond the positive or negative aspects of a lived 
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experience and is caught by the analyst as an insightful interpretation (Smith et al., 2009, 

p.98). That two-level interpretation of the themes is also a representation of the 

interpretative double hermeneutic process, as it happened in the third step. Therefore, for 

each case and each super-ordinate historical theme described in the third step, 4 to 6 double 

hermeneutics narrative and functional themes emerged from the data. 

After this gathering and organization, I gave a metaphoric title extracted from each 

participant's words sorted out as linguistic or conceptual comments in the second step of 

the analysis, as well as a functional interpretative overarching title, repeating the double 

hermeneutic process at a higher abstraction level (Smith et al., 2009) (For an example, see 

Appendix IIIA).  

Finally, another three columns table was constructed for each case, isolating each 

functional interpretative theme in the first column, revisiting and writing the justifying 

quote in the last column, and reporting the line of the transcript in the second column. That 

could help any researcher, supervisor or reader to retrieve and understand the interpretative 

process of double hermeneutics done by the analyst about the participant's lived experience 

(Smith et al., 2009). (For an example, see Appendix IIIB). 

3.4.2.5 Fifth step: Moving to the next case 

I went from a case to another, only when I terminated all the steps described before 

for each specific case. I, thereafter, took a step back for a month, during which I created 

six descriptive narrative analysis of the cases, to look again at the cases as if it was for the 

first time. I was in touch with them, and as if I would write the story of this episode of their 

life, as described by Gagnon (2019). In this step, I used my experience as a family 

practitioner, who already went through residency, although not remediated, as a touchstone 

point. I bracketed and integrated at a higher level the sensitive nature of the data (Smith et 

al.,2009). This procedure allowed to preserve the ideographic commitment to IPA and 

facilitated an analysis done by a newcomer researcher in this methodology (Smith et al., 

2009). 

3.4.2.6 Sixth step: Looking for patterns across the cases 

Guided by the fact that good IPA has the dual quality of “pointing to ways in which 

participants represent unique idiosyncratic but also shared higher-order qualities” (Smith 
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et al., 2009, p.103), I began this new step a while after finishing the precedent intermediary 

descriptive narrative analysis one. I experienced a renewed clarity observing convergence 

and divergence across the cases, which let emerge the themes across them. For this step, I 

did a cluster of the functional interpretative themes of all the cases for each period 

described in the third step. I used the convergences and divergences across the cases to 

establish interpretative themes through a descriptive interpretative approach that would 

relate to the objectives pursued by the initial research project. (For an example, see 

Appendix IV). From this analysis, I created a table of the metaphor and functional 

overarching title of each case to pursue the analysis beyond its sequential and historical 

organization. Therefore, I identified the convergent, divergent, and emerging new themes 

from the integration of the themes of those two tables. Those are the lived experience 

overarching themes presented in this master's study. 

During the cross-case analysis, a new temporal super-ordinate theme emerged: the 

pre-medicine period. I restricted the temporal super-ordinate themes to the residency 

temporality, to respect the scope of the study idealized by the initial research team. The 

seven super-ordinate temporal themes transformed then into four: 1) the pre-remediation 

period, which includes the pre-medicine, pre-residency and pre-remediation periods; 2) the 

remediation period; 3) the immediate post-remediation period, which included the 

remaining residency after remediation and early practice period, and, finally; 4) the late-

post remediation period, which represents the specific time when the former remediated 

residents expressed their past lived experience of remediation to the interviewer. 

Those descriptive super-ordinate themes intertwined intimately with the final 

overarching interpretative themes presented in the Research Findings chapter. Finally, the 

double-axis analysis of the learner’s lived experience, and the parallel made with theory in 

the Discussion chapter completed what Smith et al. (2009) defined as triple hermeneutics: 

the reader making sense of the analyst, making sense of the participants, making sense of 

their lived experience. This further step tied the study to its initial objectives, closing a 

rationale and sound loop, reinforcing the dependability and credibility of the findings. 
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4.RESEARCH FINDINGS 

I have structured this chapter into two sections. The first represent the narrative IPA 

of the sixth methodology step and introduces the cases involved in the investigation. Names 

used are fictitious and further illustrated with a metaphor used by the participants 

themselves, that sums up the central theme of their interview. The texts are structured 

around the sequential periods in time, in past tense for the pre-remediation, remediation 

and immediate post-remediation period, and in present tense for the late post-remediation 

period, considering to represent the moment of the interview. Italic text represents 

expressions used by the participants. 

 The second section reports the results of the cross-case analysis. The themes 

represent the functional IPA of the sixth methodologic step. Excerpts from the semi-

structured interviews, in italic, are used to illustrate the IPA functional themes that emerged 

from this final step. Quotes contain the participant's pseudonym and the line number of the 

transcript. Results from the individual within-case analysis are displayed in Appendix IIIA.  

4.1 Introducing the cases. 

CASE # 1: Michael- Feeling like a “checked box”. 

          With 15 months of autonomous clinical practice, this family physician works in 

different healthcare facilities: a walk-in clinic in a city of Southern Ontario and hospitals, 

emergency rooms, and community clinics in Northern Ontario. He was an introspective 

but engaged resident, somewhat prone to depression, and needed social and partner 

support. He was very insecure about his ability to perform well as a family physician when 

he entered residency. His need for social support made him choose to prepare for a part-

time practice in this city, where his partner lives, while also doing locum medicine, in rural 

areas of Ontario, where his partner could not work. 

 In the pre-remediation period, he experienced stress and burn-out, as many of his 

colleagues. He referred to ongoing cycles of negative interactions with some family 

medicine residency staff members from the beginning of the residency. He was placed in 

a closer observation period by the family medicine program first and then to full 

remediation. At that time, the problematic interactions with the staff made him feel like he 

almost asked to be remediated.  
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During remediation, the family medicine rotations were highly stressful to him, and 

retrospectively, Michael think the experience was an unpleasant and unnecessary one. He 

felt unsupported and became distrustful, choosing not to disclose his struggles with mental 

health issues.  

In the immediate post-remediation period, he felt remediation harmed the beginning 

of his career. He still felt insecure at the end of the remediation since the program's 

requirements prevented him from doing rotations, he felt he needed to prepare for his 

expected practice, especially in rural medicine. He considered that his engagement and 

motivation made him get the best out of his residency program, particularly in learning to 

improve his supportiveness to patients. He questioned his placement in remediation and 

found out that this questioning was retrospectively shared “through the grapevine” by some 

staff and colleagues. In the late post-remediation period, he is satisfied with his way of 

being supportive to his patients, continuing to improve this ability. He has a negative recall 

of the experience of the residency. He felt negatively about a competition climate 

stimulated to perform in residency, interpreting it as political. He feels residency wrongly 

managed his vulnerabilities and openness about them with and through remediation. He 

however also feels that debriefing interviews would be a positive change to the remediation 

program and suggests including ongoing feedback from remediated residents to make a 

remediation program a better experience. 

CASE #2: Louis - Being a “wounded healer”. 

 Louis has now been in clinical practice for two years. He has worked in many places 

since he finished his residency. He currently divides his time between a community health 

center and home care work and is on the verge of opening an addiction-care clinic.  

In the pre-remediation period, Louis was feeling unfit, suffering from “impostor 

syndrome”. He shared his project of studying medicine with his family, who supported him 

in studying. He developed a substance use disorder, triggered by low self-esteem and his 

feeling that he was not ready to assume the responsibility of being a physician. That settled 

up a downward spiral of false beliefs. He made multiple failed attempts to remediate his 

situation, “slowing the train” of medical education through leaves of absence. Ultimately 
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the disclosure of his mental health problem to his supervisors was fundamental for recovery 

and success. It only happened after he faced expulsion from the program. 

In the remediation period, he recognized and much respected his teachers and 

mentors. He appreciated the help he received, although he considered that not all the parts 

of the remediation program structure were appropriated to his particular case. He also felt 

isolated during the process.  

In the immediate post-remediation period, he felt respect for the standards of the 

profession. He developed increased compassion and interest in helping patients with 

mental health issues. He also underlined the importance of help received out of the 

remediation program, specifically the provincial medical association peer support for 

physicians with addiction problems. 

Resuming residency gave him a sensation of euphoria and a tremendous feeling of 

regaining control over his life. Nevertheless, he mourns the loss of access to an academic 

career that came from his remediation. He also found the delays and formalities the 

remediation caused at the beginning of his practice very difficult. 

In the late post-remediation period, he is eager to share his experience of mental 

health illness and substance use disorder with new residents to contribute to the prevention 

of mental health problems, substance abuse, and remediation during residency.  

CASE # 3: Asma – Being “stolen everything”. 

In clinical practice for about two years and nine months, Asma currently works full 

time in a group practice with other family physicians and other specialists. She feels 

integrated and happy. She immigrated with her husband and family from a country where 

she studied medicine but could not practice. Supported by acquaintances and her family, 

she decided to do medical school again in Canada. She chose a residency program in family 

medicine in Toronto. 

During the pre-remediation period, she appreciated the coordinating, longitudinal, 

and relational aspects of family medicine and was surprised to be put on observation for 

not reaching the standard during her family medicine rotation. It was particularly shocking 

to her because she had received good evaluations in traditionally difficult rotations. Despite 

being evaluated as having passed successfully through the observation period, she 

eventually was put on remediation after a new program director took over. She defended 
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herself with a review process at the Vice-Dean's office because of this decision, but she 

felt her defense was not taken seriously. Only one report, which was offensive and unfair, 

was withdrawn.  

Although she experienced much stress and had a miscarriage in remediation, she 

participated constructively in the remediation process. She was hesitant to disclose her 

remediation status but felt supported by caring staff and close peers. 

In the immediate post-remediation period, she acknowledged having benefited from 

the program but questioned if she really needed it. In the late post-remediation period, she 

feels she has been a victim of the circumstances of the changing program direction and 

maybe that she was wrongly flagged as an IMG and continuously mistaken for one. She 

suggests that it is important to give earlier and more explicit feedback to residents so that 

remediation is not a surprise. 

CASE # 4: Pavneet- “Opening eyes on broader views”. 

Pavneet has worked as a practicing family physician for almost six years. She now 

works in a community-based family medicine practice, close to her home. She always 

wanted to be a physician, following the example of her mother, a hospitalist. Her mother 

was her principal emotional support throughout the residency and remediation program. 

Pavneet was at home, without contact with any work environment before her residency. 

Because of her status as an IMG and having had a young child, she had no Canadian clinical 

experience except for a period of observership, where she had a passive role. 

In the pre-remediation period, she thinks that she was socially naïve. As a new 

immigrant and IMG, she felt residency was very stressful. She had to adapt to the work 

culture, to communication patterns in English and learn to drive through the city. City 

driving was particularly difficult for her, which caused her anxiety about her security and 

safety. That made it difficult to focus on academic matters.  

  She felt upset at being put on remediation. That exacerbated her stress, and some of 

the harsher and more “direct” commentaries and orientations of her preceptors made her 

performance initially worse. She felt inadequate and shaky in front of them and feared 

failing residency. Afterward, although, she interpreted this “harshness” as a procedure 

intended to help her, as in the “mother and child” interaction. She later felt better when 
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encouraged by her preceptors’ positive feedback and supportive attitudes, and especially 

by the support from her mother. 

  In the immediate post-remediation period, she was grateful and acknowledged that 

her remediation was appropriate because she had not grasped the sense of Canadian family 

medicine’s broader preventive and patient-centered clinical approach. She interpreted her 

experience as “eye-opening”. 

  In the late post-remediation period, she suggests that IMGs might benefit from 

specific wellness programs and from an extended residency. She looks back at her journey 

as a positive one, realizing that “medicine is not about being perfect but about a life-long 

learning journey”. 

CASE # 5: Kathrin: “Likelihood of being remediated” in the same family. 

  Kathryn is in practice for five and a half years as a solo family physician in her 

hometown, in West Canada, after doing her undergraduate studies in the United States and 

doing her residency in Toronto.  

During her adolescence, she felt ambivalent choosing between medicine and music. 

She was grateful to her family physician and his family practice group, who helped her 

decide. That eventually contributed to her decision of going back to her hometown to 

practice. 

 In the pre-remediation period, Kathrin felt that residency was easy. She felt that she 

was not learning more in residency than she had already acquired during her undergraduate 

studies in a rural medical school in the United States. She prioritized self-care and took the 

opportunity of enjoying the attractions of big city life in Toronto. However, she did not 

know how to gather new medical information, critically appraised it and apply it 

judiciously to clinical situations. Although her pride was wounded when she was placed in 

remediation, she agreed that she had relaxed on studying. She assumed she was lacking in 

maturity and not ready to assume the responsibility of the independent medical practice. 

In the remediation period, she felt the help she received through objective coaching 

and learning sessions more helpful than psychotherapy sessions. In the immediate post-

remediation period, she still felt embarrassed to disclose her remediation status, but that 

eventually faded away in practice. Although she acknowledged that she had at that time 
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maturity issues to work on, she wanted to concentrate on the improvement of her clinical 

work before addressing her personal issues. 

 In the late post-remediation period, Kathrin thinks her communication style flagged 

her. She acknowledges that it did not convey the assertiveness or self-confidence expected 

in a medical encounter. This is, she feels, a cultural pattern in her family of origin, that led 

her and two of her brothers, in different times and places, to be remediated in medical 

residency. She suggests that there be systematic, objective knowledge and emotional 

assessment throughout residency to prevent remediation.  

CASE #6: Mimi- “Feeling like still not being a doctor” 

Mimi was 50 years old when she entered residency and has practiced in a family 

medicine group in a province of Canada for six years. She decided to study medicine 

because she wanted to be guided by people “who are the best they can be, and also be the 

best she could be”. She explained that she did not choose arts for her late-career 

reorientation because of not being talented in the ones she liked. 

In the pre-remediation period, Mimi felt unprepared for family medicine residency 

by her undergraduate medical studies. She assumed that she had specific needs because of 

her older age and long previous work and life experience. She felt it ought to be considered 

in the building of her residency schedule and that it deserved specific learning tools. She 

therefore resented that the residency program did not customized them to her specific 

learner style that she described as “experiential”. She thought that differences between her 

province of origin and Ontario health system influenced the profile of patients in her 

residency practice and that her resident cluster of patients were not adequate in volume, 

clinical complexity and variety (emergency, obstetrics) to adequately prepared her to work 

in a family group practice in Quebec. Having being left without the second-year expected 

longitudinal part of the program because of remediation, she regretted her choice of 

residency site, as no change was made to the situation despite discussing the issue with 

program direction. 

During remediation, she held high expectations of professionalism from her teachers. 

She experienced strong communication and personal conflicts with staff in her rural site. 

She interpreted that this was because she asked for a leave of absence at the beginning of 

her rural residency to take care of personal matters. She felt those conflicts worsen by 
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another conflict over personal beliefs between her and one of the preceptors at her rural 

site, who was a surgeon, mother and a fervent catholic, because of her previous work in 

abortion clinics.  

Those conflicts led to strong adverse reactions toward staff, whom she considered 

non-supportive. She felt hated for who she was, punished for disclosing her specific needs, 

and threatened by what she felt were passive-aggressive behaviors from the program 

director. She distrusted the decision process, the structure of her remediation program, and 

her residency design. She therefore asked for a review of the process at the vice-dean office. 

She vehemently denied the professionalism issues raised as she considered herself a victim 

of lack of professionalism from those from whom she expected to learn this attitude. She, 

however, acknowledged having to work on communications issues. She attributed this as 

being due to a different communication style in her province of origin than in Ontario. She 

felt and have been said that this cultural difference made people feel that she was rude. In 

view of those entrenched and difficult conflicts to resolve, she concentrated on self-care 

with mindfulness activities and did not disclose the problems she was going through to 

anybody, except a lawyer friend. She wanted to learn only through clinical encounters, 

disliked and was dismissive of the different types of coaching offered. She has not been 

mentored and did not feel supported by the peer-accompanying processes she agreed to 

use. Lately, she felt more comfortable with self-organized rotations.  

In the immediate post-remediation period, she felt generally victimized and 

stigmatized. She was put on a second remediation period close to the end of her residency 

and accepted it better because she felt her supervisor was fairer and more supportive. She 

thought of suing the University, but it was too late once she earned enough money to pay 

the lawyer fees. In the late post-remediation period, Mimi thinks remediation was not 

helpful to her. She however acknowledges insights about the fact that rural family practice 

was maybe not the right choice for her after being in practice for a while. This way, she 

understands that she failed in Emergency and Rural Family Medicine but she never 

accepted the criteria that made the staff, the program director, and the remediation program 

used to fail her in family medicine. She claims her experience has given her an ongoing 

difficulty to self-identify as a physician. 
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4.2 Cross -cases analysis 

 Although each participant in this investigation had a unique lived experience and 

sense-making process, four super-ordinate themes stemmed from the cross-case analysis. 

These were: (1) being unaware of  assessed lack of performance and medical competency 

and consequently living an emotionally intense and disruptive identity experience at the 

remediation announcement ; (2) living multiple vulnerabilities , compounding life 

concurrent and historical personal issues in the context of unbalanced power relationships 

with the remediators and teaching institution;  (3) developing a coherent sense of medical 

professional identity, competency , performance, professionalism and medical identity and 

(4) experiencing mostly satisfaction, happiness and a sense of professional achievement, 

while consolidating a safe and dynamic medical identity and openness to deliberate 

practice. 

 As already reported in the description of participants, analysis of empirical material 

finally allowed to identify four consecutive intimately intertwined periods: the pre-

remediation, which also includes pre-medicine and residency periods; remediation; and 

immediate and late post-remediation periods. The order of presentation of the super-

ordinate themes reflects this temporality of the phenomena under stake. 

A.PRE-REMEDIATION PERIOD  

SUPER-ORDINATE THEME # 1: Being unaware of assessed lack of performance 

and medical competency and consequently living an emotionally intense and disruptive 

identity experience at the remediation announcement. 

 Most of the participants were unaware that their performance and competency was 

not up to expected standards when placed on observation or remediation: “No, I wasn't. I 

had, as far as I know, really good feedback all throughout my residency, until always that 

shocker in November” (Kathryn, 365-366). And: 

          “I was doing, like internal medicine, geriatrics, all those hard rotations I did 

at the beginning, psychiatry, and my evaluations were perfect, in those rotations. So, 

I actually didn't have any idea that I was not doing well” (Asma, 121-124).  

All developed an intense emotionally disruptive reaction to this decision, as the 

following excerpts illustrate: “It was very painful. It was a very sensitive and then 

challenging time of my life...What I'm struck with nine minutes into this phone call is how 
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sensitive this is for me, even though it's been three years since I've completed it” (Louis, 

31-110).  

Some described the sensation of being one of shame: “I was very upset, to be honest 

with you. I was. Obviously, I feel ashamed. I was upset. My self-esteem was … it got hurt. 

I was feeling incompetent” (Pavneet,176-177). Also; sudden hurt of pride: “Well, initially, 

I did feel hurt because it's been … they felt like I was behind. I guess initially, in my head, 

I was a bit reluctant to accept it”. (Kathryn, 106-108). 

They seldom felt as having been manipulated to feel that they deserved remediation: 

 “When I started it, actually at the time I started it I believe I almost asked for 

it…They were very critical of me and my performance. I felt like I was basically just 

screwing me up and couldn't get my shit together. So, it was opened up as an option 

for me by some of the staff at my residency program. So, I decide to like to take that 

option" (Michael, 67-74). 

 Others reacted strongly against it: “He said, that's fine, but we've already decided to 

fail you, we think remediation will be the best thing for you. So, that was already decided 

before I even knew about it. And that's not a normal procedure” (Mimi, 337-339).  

          Some were deeply shaken in their sense of control of their lives and feared 

failing residency: “So I was asking her like, it's stealing everything for me. I'm not able to 

write the CCFP exam on time” (Asma, 460-462). And: “So that was kind of hard for me, 

and at some point, I thought okay what happens if I lose my residency…” (Pavneet, 178-

179). 

          Undisclosed mental health issues magnified the already strong reaction to 

remediation placement: “You know, and now that I'm getting into it, I wonder if recalling 

the feelings of low self-esteem, and low self-confidence, and impostor syndrome, that I am 

remembering feeling at that time” (Louis, 115-117). 

          The case of Louis exemplifies the lived insider's experience of intertwined 

internal vulnerabilities. The intertwined vulnerabilities existing in the pre-remediation 

period contributed to the placement in remediation and to the reaction to it: “As a result of 

my substance use disorder, my performance, both in clinical judgment and in time 

management and practice management, and in professionalism suffered big time” (Louis, 

60-62). Louis was feeling unfit and unable to verbalize his inability to deal with being 

unready to practice. He believed that he unconsciously developed a substance abuse 
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disorder to cope with his feelings of inadequacy. Louis wanted to slow his medical 

education pace and give himself a break to reconsider his career choice. However, he 

realized that his untreated substance abuse disorder was incompatible with the profession. 

In turn, this made him afraid of disclosing his struggles for fear of being kicked out of the 

program. He managed to have a leave of absence from residency, without disclosing his 

mental health problem to the residency staff or his family doctor: 

           “So, my theory is that I developed the substance use disorder as a way of 

throwing myself off the train [of medical education]. Because it's such a big … I 

wasn't confident or able to vocalize my feeling of fear and lack of readiness. I just 

needed some time off to grow or just to reconsider my career choice … you wouldn't 

understand how trapped I felt, as a medical trainee, especially when you're close to 

the end. Because at this point, it makes no rational sense to stop when you're this 

close to the end” (Louis,153-195). 

In sum, this super-theme demonstrates the strong emotional and disruptive impact of 

the remediation decision on the remediated and its medical identity and how the 

vulnerabilities and predisposing factors acting on the resident in the pre-remediation period 

intertwined to contribute to this reaction, which included feelings of negation, shame, 

bruise of pride, loss of self-esteem and fear of losing residency.  

B. REMEDIATION PERIOD 

SUPER-ORDINATE THEME #2: Living multiple vulnerabilities, compounding 

life concurrent and historical personal issues in the context of unbalanced power 

relationships with the remediators and teaching institution. 

          Knowing that they would be referred to the remediation program triggered a 

set of painful experiences during the remediation period. Performance anxiety was the 

principal vulnerability these residents experienced then. It manifested itself by the resident 

being highly stressed mainly by the “simple” fact of being remediated. However, the 

analysis performed also points out some pre-existing conditions that modulated the level 

of stress and anxiety experienced by the participants. For instance: high personal or family 

achievement expectations, feelings of unpreparedness from undergraduate studies, feelings 

of burnout, accumulated stress of medical studies and residency, vulnerability to mental 

health issues, adaptation to Canadian work culture and to communicational personal, 

family and health system differences between the country or province of origin and the site 
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of their residency studies, and, finally, physical health issues such as pregnancy and 

miscarriage: “I was going through a lot of stress because of this residency thing. After I 

found out that I was going through remediation, like I told you that I was pregnant at that 

time, but I had a miscarriage” (Asma,330-332). And: 

“I just noticed that I think that one of my problems is that I knew nothing about 

family medicine. And we weren't given a lot of support. I had no idea what I was 

supposed to be learning during that part of my clerkship… So, when I arrived into 

the residency, I had no idea what was expected of me. I've never had a family doctor 

myself and I'd never seen one in the flesh” (Mimi, 88-94). 

The experience gave a sensation of disequilibrium or disorganization that was 

reorganized during the remediation period. Disclosed or undisclosed mental health issues 

magnified this sensation and exacerbated the performance anxiety: “And that is, my 

experience was devastating. I was near suicide at several points, and patient care, patients 

suffered because of my illness” (Louis,300-301). And: 

          “I've spoken to individuals… who dealt with depression during residency. And 

it's really better to not bring it up and then just deal with it. Unless you have to, 

unless it's so severe that you have to, you need to put up with it… Because there's no 

real supports that could be provided in the residency concept that are like useful and 

in a way that won't hamper your learning as a resident, unfortunately” (Michael, 

366-372). 

However, the trainees who suffered from mental health issues did disclose them only 

if forced to, as, for example, if threatened to be dismissed from residency. However, in this 

study, disclosing also opened the way to the possibility of being remediated: “Oh yeah, I 

felt it would hurt me in the program, definitely, and in looking back, it probably would 

have” (Michael, 360-362). And: 

          “And only when I was actually threatened with getting kicked out of the 

program did, I share this information. And then that was the best thing I have ever 

done… you're not going to get kicked out, we're going to get you help, and if you get 

well you can come back” (Louis, 268-272). 

As they were getting into remediation, the residents felt they were trying to make 

sense of their own vulnerabilities, in the context of their personal stories and concurrent 

life situations issues, such as having to learn to drive, having to raise kids, having 

responsibilities toward spouses and family. They were also trying to understand their 

preceptor's points of view and the institution's culture and limits: “But I don't know why he 

did not stand up for me. We had very good relationship. Maybe because he was leaving, 
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he didn't want to take the responsibility, I just don't know why it happened” (Asma, 176-

178). And: 

          “It felt very much like I was a checkbox that had to be checked. There was a 

remediation apparatus set up. Someone had to go through the apparatus. I was 

unfortunate in that for various reasons I was considered to be a subpar resident, 

whether or not I was, and so I had to be able to go through the apparatus” (Michael, 

151-155). 

The participants felt they lack knowledge about remediation and the criteria under 

which they were assessed. Therefore, remediation felt unpredictable for most of them: 

“Part of it was, going into the program, I wasn't actually given a good outline of like what 

it would be, what would be required of it, I think” (Michael,79-80). And: 

“Challenging part was I think mainly my site program director. Like frequent 

change of program director and lack of experience, which drove me … the first 

program director told me that it would be only three months of remediation, and the 

second program director told me… you have to go through maybe four months. And 

then after four months, they said, no it's not four months, actually it's six months” 

(Asma, 455-460).  

The fact of having their professional failings presented to them sometimes rather 

directly or crudely by their remediators made some residents compare this relation with the 

mother and child interaction. That felt as sometimes supporting and rewarding and 

sometimes harsh and punitive. In this sample, it led to an initial worsening of the 

performance of the remediated or to ongoing conflict in the learner-staff relationship: “I 

was told I was rude… I was told by the vice-dean and he'd heard it from somebody 

obviously, I was rude…. I was just like, what? I just speak very directly… it's culturally 

different from Ontario” (Mimi, 892-893). And: 

“Sometimes you have to give them pat on the back, sometimes you have to poke 

them, okay, what are you doing? So, she was like that. So that also helped me. 

Initially I was upset. I made more mistakes. Instead of getting better I was making 

more because I was stressed. But she helped me” (Pavneet,208-211). 

The interactions of vulnerabilities felt and the interaction between the residents and 

teachers led sometimes to a felt miscommunication between the remediated resident, the 

teacher, and the institution. “And I said, well, I know what the guidelines say.  I’m asking 

you what would you do?  And she said, well this is what I would do.  So, on my evaluation 

it said, doesn’t know the osteoporosis guidelines” (Mimi,531-533). That could also lead to 

confusion: “I told him, I think I'm in second year, and then two days later, I told him 
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actually I was wrong, I am first year still… That miscommunication, that time I felt like I 

was the victim, of those program director changes” (Asma, 411-471), or to withdrawal of 

the preceptor:  

          “Because I was making all the random mistakes. That’s my understanding. 

I could be wrong.  But my head of the department, he called me and he said that 

your preceptor has other responsibilities.  Right now, she’s not able to help you, 

so, we are changing your preceptor.  So, they hooked me with some other doctor. 

 (Pavneet,217-221).  

Mimi and Asma’s cases illustrated the seldom present situations of microaggressions 

experienced between teachers and remediated residents. Those, when existing, were felt as 

harassment, mistreatment or exclusion: “She asked me what I did before I actually said 

that I had worked in an abortion clinic…The next week, I showed up and she said, we have 

too many learners, you can't come in. There's another student here” (Mimi,262-265). And: 

          “So that actually made me cry.  And I said doctor, to [name] like if I have my 

own child, that doesn’t make me a bad mother if I don’t know the dose of the Tylenol.  

Like it was sort of like, I felt like it was personally attacking like, I didn’t feel like I’m 

a bad mother right” (Asma,249-252). 

Those situations contributed to trigger distrust and questioning the decision to start 

remediation. That led residents to ask for the review processes. In this sample, those 

processes did not achieve reversal of the remediation decision: “I asked him whether I 

could provide the rationale and he said yes. I did that in written, but … It actually didn't 

make any change. They didn't even reply me. They only made one little change” (Asma, 

242-244). 

There was a felt lack of seriousness or fairness in the response on the part of the 

Department or Faculty, in view of how the review process was handled. Although an unfair 

evaluation was withdrawn in a process, that did not help the perception of being unheard. 

It made some residents felt that the remediation was a punitive exercise rather than a fair 

and useful tool for progressing: “It just felt like being punished, actually. I felt that I was 

just being punished with this. It didn't feel like it was helping me learn” (Mimi, 703-704). 

In most cases, the participants were uncomfortable or reluctant to disclose their 

remediation status to peers or even to close relatives: “The only thing is that it's a question 

of self-esteem, it's a question of feeling ashamed with your own fellow residents. And it's 
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very strange, but yeah, I felt ashamed for a while” (Pavneet,359-356). And the following 

excerpts: 

“I was feeling a bit shy or hesitated to disclose that information to my friends, 

like when they were asking me, why are you doing so many family medicine rotations, 

or, why are you in family medicine block for so long, or blah blah blah…. At the 

same time, I was feeling like, oh maybe I'm lying to them” (Asma, 405-411). 

          “There were other students that identified themselves to me as part of the 

remediation as well, but I guess we all had our own pride, so we didn't really delve 

into too much of what each other were doing” (Kathryn,341-346). 

Some felt being isolated during remediation: “We're very isolated, and so I've never 

met another remediated resident” (Louis,592-593). And: 

          “But we knew exactly who were being held behind, and so we didn't have any 

mutual time together, it's just regular commitments that we had as regular 

residents… We knew, but we did the work ourselves, there wasn't a support group or 

anything” (Kathryn, 343-346). 

However, some would prefer to stay isolated throughout the all process: 

          “It was a horrible time. But it's a long time ago now for me, so … I had things 

that made me happy, so I did those things. I think they expected me to be depressed. 

I went to yoga. But they kept saying, do you need to talk to somebody? And there's 

this service. And I was like, no. I went to my yoga class, I went to my dance class, I 

saw my friends. I didn't talk to anybody about it… So, I just went through my life and 

did my thing and tried to make the most of it” (Mimi,751-759). 

          Supportive assets, as fair staff, wellness programs, or mentorship, was felt as 

preventing isolation: “No, I didn't feel isolated. I mean, I was well supported” (Asma, 405). 

And: 

          “She talked to my program director, and she arranged some extra time for me 

to go through that residency wellness program too. So, that was also helpful, I got 

some counselling” (Asma,362-363). 

          Some felt their relatives were important support to them going through remediation, 

while one preferred a staffs' fair support instead of a felt biased family's one: 

           “Obviously my parents are probably more defensive than me, they think that 

their children are the best…If I already doubt myself, if there was any doubt amongst 

my preceptors, I want to make sure that their doubts are over, and then I can deal 

with my own doubt later” (Kathryn;411-445). And: 

 

          “I used to call my mom, back home. So, she always encouraged me on these 

types of things. Everything happened for a reason… These are just things, simple 
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things we used to tell. They may sound simple but, she’s my support. So, she 

supported me a lot” (Pavneet,336,339).  

What seemed mirrored lived experience of the remediators, which could be 

interpreted as negative counter-transference ones, permeated the discourse of the 

remediated at some points of the interviews, and gave a look at the qualitative experience 

lived simultaneously by and with the remediators, as shown by the following excerpts: 

          “That was one of the things they hated about me. That was one of the things 

that put them off me right at the beginning…. It was like a little class. And I told them, 

it's a waste of my time. I need to be seeing patients, I don't want to be sitting with 

anybody” (Mimi, 684-688). And: 

          “No, I was given one primary preceptor for family medicine and after few days 

I think she got upset with me. Maybe she was not able … she thought that, okay is it 

too much burden, too much load on me to teach me?” (Pavneet, 215-217).  

In sum, this super-theme demonstrates how a world of intertwined vulnerabilities 

permeated the remediation period: the ones rooted in the individual’s personal struggles, 

which were mainly modulated by high cumulated stress and performance anxiety; the ones 

interacting between the residents and the remediators, which sometimes led to negative 

counter transference phenomena and were congruent or dissonant with the expectations of 

the community of practice. 

C.IMMEDIATE POST-REMEDIATION PERIOD 

SUPER-ORDINATE THEME # 3: Developing a coherent sense of medical 

professional identity, competency, performance, professionalism and medical identity. 

Being pushed outside their comfort zone by the remediation process was felt as a 

fruitful experience for most of the trainees. Most of the participants showed having 

gradually understood the nature and magnitude of their deficiencies and feeling a gradual 

reorganizing of a broadly coherent sense of professional identity attributable to 

remediation.: “I think it was fair. As I mentioned, it was me, it was not them, it was me” 

(Pavneet, 281-282).  

In the immediate post-remediation period, the participants felt having taken 

advantage of the process or having made the best of the help received: “Yeah, when you're 

in, it's very hard to see the value…But once it's over, it's the most precious thing that I 

have” (Louis, 672-676). And: 
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          “It was actually good in a way that … the remediation program was really 

good actually. Except the stress that I had to go through…. I think like everybody if 

they could have the chance of going through this process… like it would improve the 

resident a lot. Like the knowledge base and everything” (Asma,203-207). 

Those former remediated residents went through the emotional pain lived with 

remediation placement and gave meaning to it. That allowed them to handle the remaining 

residency period. The sense of understanding what was wrong and correcting it reinforces 

their sense of being adequate and identifying with the medical tasks involved.: “Because I 

started to think in a broad way. For example, if I'm missing anything, I became more alert. 

I became more cautious in dealing with the patient” (Pavneet;251-252). And: 

          “I felt, at the time, that I was emotionally more mature now, and I knew 

what I needed to do. I knew what I did wrong, and that maybe it was unsafe if I were 

to be in solo practice, without going through this half a year of remediation. Overall, 

yeah, everybody, I guess, had come from a different perspective, and for me, my goal 

was achieved, I felt more comfortable, and whatever process I needed to work out, I 

worked out” (Kathryn, 230-236). 

Michael and Mimi’s overall globally negative experience of remediation once again 

gives an example of the way this negativity influenced the way the immediate post-

remediation period was lived. The antagonism lived made them feel dissonant with the 

expectations and affect the feeling of security and comfort of being improving during the 

remediation. The immediate post-remediation experience seemed harder to live for those 

remediated residents, as they persist to show distrust or feeling negative counter-

transference phenomena: 

          “I was just angry. It was just going through it. You just do it. And I know 

they kept telling me, you need to go to … there's some program for resident help. I 

said I don't need to talk to anybody other than a lawyer, so leave me alone. And 

finally, I did go to the program… this resident came with me to this meeting with the 

program director in March. And I said, did you see how aggressive he was with me? 

And he said, no, he was fine. I said, okay, you have not enough experience to 

understand what's going on here. Anyway, the comments he made were passive-

aggressive. There was something about them that … I saw them as threatening” 

(Mimi, 627-635). 

 

 That also made the experience difficult and felt as prejudicial for the remediated: 

“And I felt very inadequate through the whole time and never developed any confidence 

and that was a problem” (Mimi,141-142); “I know a lot of the remediation that I went 
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through was actually on the whole damaging to the kind of practice I want to practice. I 

wasn't able to go up north and do rural medicine or…” (Michael,406-408). 

That could lead to an extension or repetition of the remediation process: 

          “…and I really don't think I need to do another six months of residency. Is it 

okay if I just do three months? And they accorded me that special situation. So, I 

would have finished in December, but then in October or November, I was failed 

again. And then I found myself back in remediation from January to June of [deleted 

by author]. And so, I just continued with my rotations that I was arranging for 

myself” (Mimi,672-676).  

 However, the positive debriefing effect caused by the interview in the participants 

led to some constructive insights about the lived experience of the immediate post-

remediation period: 

          “The strongest thing I got out of my remediation program was, I spent time 

really focusing on my ability to interview patients in ways that was emotionally 

supportive to them. And that was by far the thing, during my remediation process 

that I got the most out of. And I actually really did try to work on that. And then 

also some improvements in like, study habits, I got some help out of that as well. 

But aside from that it was not a …” (Michael, 130-135). And: 

 

          “No, that's what it was, he was replacing her. She was off. But he was 

wonderful, he was very objective, he was nice. He always said, you're doing fine. 

And he had actually supervised me during this rotation in which I failed. He said, I 

thought you were fine, I never had a problem with you. So, he was very supportive” 

(Mimi,841-845). 

 A critical sense accompanied the development of a positive experience about the 

importance of remediation and residents' involvement in the creation of their remediation 

plans: “And so, first of all, I'm delighted you're performing this study. I think it's really 

valuable and important, and I really like … I think that it's critical to have involvement of 

the residents in planning remediation and probation.” (Louis, 101-103). And: “And so, I 

just continued with my rotations that I was arranging for myself… I wasn’t being pulled 

out to do a half a day spent … this was the terrible thing and I actually cancelled that.” 

(Mimi,683,684). 

It also led participants to have critical consciousness of the pertinence and quality of 

the help received during remediation, even in those who had an overall negative experience 

of remediation: “And so the actual supports during the remediation program are I guess 
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okay, but I didn't find it to be particularly … well I recognized the best” (Michael,128-

129). And: 

“But during the remediation, they really allowed me not that much time off, 

maybe a day or so, just an extra day where it was my self-learning day. That's when 

I would meet up with the coach, meet up with … I think I had a pharmacist that 

worked with me, too, every other week, and then my mentor, my psychologist. They 

allowed me that one day off, and that one day, even though it sounds like it was 

packed, I really did feel that made a difference in giving me even that little breathing 

time to put things into perspective.” (Kathryn, 181-187). 

A positive experience incentivized interest in an academic position: “… just two 

hours a week, one hour a week, let’s say.  Just to have a student come do a bit of [deleted 

on request for anonymization] rotation maybe at maximum half day a week for three 

months, for six months…” (Louis,469-471). 

 However, appointments were denied, despite peer-recognition and awarding in the 

remaining period of residency. That led to purposeful critics from the remediated: 

 “But my opinion is that it's a mistake, and I think there's a lot of value in the 

struggle, in terms of developing as a professional, developing as a human being …We 

love flawless people and golden poster boys as our idols but the flawed healer I think 

carries a lot of value too, maybe more… I don't see a problem in being a wounded 

healer as a teacher” (Louis,457- 475).  

         Unexpected licensure bureaucracy, delays and a related consequent loss of 

income in the immediate post-remediation period was an issue for some participants: “I 

would counsel people to prepare their practice application well before the end of 

remediation if they want to start practicing quickly because the licensing process is 

incredibly difficult” (Louis,417-419).Although it compounded the other stressing issues, 

participants gave more value to a positive impact of remediation or successful graduation 

than to the negative impact of loss of income. That also led to the awareness of the 

importance to have some time off to self-care: “Just slow down and do it at a much slower 

pace, and … I just wanted to be healthy and survive” (Louis,202-204). And: 

“There was like a three- or four-month period where I was basically out of 

work, in part because of when I completed the remediation, how the process of 

getting cycled through it worked… And that was something that wasn't explained to 

me at the start of residency, and I don't think anyone in the program actually knew 

about that” (Michael,348-351). 
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In sum, this super-ordinate theme demonstrates that the participant made sense of the 

shocking experience of remediation announcement and realized they made the best of the 

remediation they went through in the immediate post-remediation period. In this period, 

there was an evolution in the coherence of their medical identity in formation. Most 

participants had insights about how their deficiencies, personalities or expectative 

influenced the placement, evolution and success of remediation, and were satisfied in their 

success independently of the extension or repetition of remediation, delays, bureaucracy 

and associated loss of income. It was also independent of the degree of congruence or 

dissonance of the medical identity they build in relation to the community of practice. 

D.LATE POST-REMEDIATION PERIOD 

SUPER-ORDINATE THEME # 4:  Experiencing mostly satisfaction, happiness 

and a sense of professional achievement, while consolidating a safe and dynamic medical 

identity and openness to deliberate practice. 

The sensation of satisfaction lived in the immediate post-remediation period 

extended to the late post-remediation period and practice for most of the participants. Some 

who persisted with a negative experience in the remaining period of residency after 

remediation experienced an unclear or ambivalent satisfaction about their medical 

education experience in the late post-remediation period. That manifested also into 

ambivalence toward the sensation of satisfaction and happiness in the practice experience, 

even long after the residency terminated: “Going through the process? Well, see, I really 

think I'm the wrong person to answer that because I don't think I benefited from it at all. 

And I don't think it was for me, and I told them that all along” (Mimi, 783-785). And: 

          “Generally, I just felt very unsupported by most of the staff that I was with 

during my first year of family medicine residency, and I felt that I was somewhat … 

I actually feel this way now, I didn't feel this way at the time, which is interesting. At 

the time I had internalized everything, but looking back, I actually feel like I was 

quite negatively judged based on a very limited set of information” (Michael, 103-

107). 

 Michael and Mimi’s experiences illustrate how a remediation experience judged as 

overtly negative impacted in the meaning they make of their experience in the late post-

remediation period. In their cases, that reinforces their initial impression of not deserving 

remediation or of mismanagement of their remediation process. It also seems to impede 
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them to know exactly how to weight the value of the remediation experience in their 

medical education pathway:  

          “No. So, what they did is they pulled me out of the program. So, I thought what 

it was going to be was I would be in the same thing, when I first said okay …So, I 

didn't do emergency room anymore, I was only given one shift a month instead of 

once a week” (Mimi, 498-501). And: 

          “It's a little bit hard for me to know how much remediation improved those 

skills. I was trying to improve those skills before remediation and I know I'm trying 

to improve them after remediation. So, what did remediation actually do? …So yeah, 

I would just … don't put people in boxes unless you're sure it would benefit them” 

(Michael,312-402). 

When dissonance in identifying with remediation emerged in the immediate post-

remediation period, this seems to also expand in the late post-remediation period. As the 

case of Mimi illustrates, several years after the remediation period, there was still a high 

reactive emotion in remembering her remediation experience: 

 “Well, I don't feel I'm recovering from it. I feel I was damaged permanently…I 

don't feel it's ever going to be fixed. I'm just faking it. I do what I do. I think some of 

what I do is good. I have a lot to learn, I'm still learning. Maybe eventually I'll feel 

like a doctor but I don't yet” (Mimi, 863-866). 

The severe impact of a negative experience on the development of a coherent medical 

identity and the building of self-confidence persists over the years: “And I still didn't feel 

actual confidence in my ability to practice medicine, as many graduated physicians don’t” 

(Michael, 414-415). That leads to a persistent impression of the remediation experience as 

being unfair and based on prejudice. Independent of the ability to practice or not, that gives 

an impression of dissatisfaction or confusion about career orientation: 

 “I always thought that I was being punished the whole way through. And I 

started out my practice feeling that I wasn't a doctor, actually. And I still don't feel 

like one, actually… Well, I think so I don't know. Maybe I would feel like that anyway. 

Maybe I would have graduated feeling the same. I don't know, I was never given that 

opportunity. Instead, I had this done to me.” (Mimi, 852-872).  

It seems to undermine the value of the support offered during the experience or by 

peers and to create a lasting feeling of stigmatization. It also seems to cause a perception 

of all process of residency as a hard and lonely journey. 

 

          “And the remediation process itself, the school is trying to do a reasonable job 

of making sure you have supports like psychological supports if they're needed, 

having people to talk to about, you know, improving your practice. It's really outside 

of that where the supports fall flat, where your kind of put into the remediation 
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program, you do it, and then you finish it and there's like …there aren't any supports, 

you're just kind of like back out on your own” (Michael, 119-124). 

 

          “I had a hard time in medical school, I had a hard time with doctors who teach, 

most of them…  Actually, I did all through medical school and residency because it 

interests me.  But I don’t think it changed … I don’t think I’d do anything differently 

than I would have if I hadn’t gone through it, quite frankly. (Mimi, 709-714). 

A past negative experience of remediation also seemed to interfere with building a 

sense of professional achievement. The experience of studying in residency is undermined 

and seldom seen as a political competition about performance and self-confidence. 

          “While other residents would… Push back a little bit more and work to hide 

their failings, which is a great, great strategy in the political climate … In residency, 

ultimately, it's a political climate… Unfortunately, or fortunately… Yeah. So, having 

confidence, it seems like you know what you're doing as a resident far more than it 

should…” (Michael,427-431). 

 

Additionally, a felt past negative experience of remediation seems to lead former 

residents to overlook personal vulnerabilities issues needing to be addressed such as, for 

example, self-identity or motivation issues: 

          “I wanted something that would challenge me to be the best person I could 

be and in which I would meet people who were I thought already the best people 

they could be. So, I wanted role models as well. And to me, this was the profession 

that offered me that the most of all the ones I looked at, that I could do. Because if 

I had had any talent, I might have been a writer or a screen artist or something, a 

musician” (Mimi, 45-50). 

However, an awareness or insight existed about the value and importance of being 

able to have space for disclosing vulnerabilities even if choosing not to: “Part of it with me 

is that I'm very self-aware and I know where my failings are, and I'm very fast to admit my 

failings. It's a quality (inaudible), and I'm more likely to endorse my failings…” (Michael 

416-418). That said, similar as it happens in the report of the immediate post-remediation 

period, it appears that being able to talk about one's story can lead to an openness and 

constructive insights that seems to alleviate the negative feelings related to those painful 

and felt as harmful experiences, giving a sensation of being heard. The debriefing effect 

led to objective insights also in the late post-remediation period: “I would have really liked 

almost an exit interview that would be like, what did you like about it, what did you not like 

about it?  I would have been like… I feel like it wasn't really valuable for me" (Michael,141-

146).   
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Valuing all aspects, negative as positive, of former remediated residents’ experience 

contributed to the evaluation of remediation experience by the remediated and to insights 

about the value of the framing of remediation plans and programs: 

          “There were three aspects. There was this sort of the academic, there was sort 

of competency, time management, and the professional role. So, they're all very 

important, and they're all addressed separately. So, the competency one, they had 

me meet with a mentor and go over some important topics. It wasn't bad” (Louis,540-

544).  

A satisfying experience of remediation, as remembered by the participants in the late 

post-remediation period was related to positive sensations of achievement. For instance, 

the disclosure of a mental health issue transformed a devastating experience into a 

transcending one, which in turn, led to a powerful and positive experience of relief and of 

gaining control over life in the immediate post-remediation period: 

          “And I have to say that, once we did graduate, this sense of relief was amazing. 

And the independence achieved, and the amount of control I had over my life and my 

health and my wellness went up tenfold. So, it was actually, comparatively speaking, 

the relief is euphoric” (Louis, 197-200). 

That seemed to open doors to positive emotions about remediation such as gratitude 

toward the program, the remediators and the preceptors, that provoked a sense of 

professional achievement and happiness in practice in the late post-remediation period: “It 

was useful for me. My preceptors were, I'm so thankful to my preceptors” (Pavneet, 200); 

“I'm still very thankful for all the resources that were given to me, even though some of 

them might not be applicable” (Kathryn, 451-452). 

Some developed increased compassion and felt that they benefitted in their personal 

growth and personal life: “... I have chosen to focus my practice in mental health and 

addictions and that's why I'm opening this clinic… and in a short period of time because 

I'm really keen to help those who suffered like I did” (Louis, 497-498;502). 

Interestingly, congruency with the expectations in the late post-remediation period 

gave some insights of felt wisdom in some participants: “You reminded me about my 

remediation. It's always good to go back and look behind on your journey, and I always 

smile at my journey. In the end, yeah, that's fine” (Pavneet,393-395). 

The sensation of gaining control over one's life seems to contribute to a gradual 

sensation of safety about the ability to practice. As Asma manifested: “I took some time off 
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because my daughter was really young at that time. So, then I went, I started working in 

September. In the beginning I was part time, then I think from January […] I started my 

full time” (Asma, 37-39). And Louis:“And so, what's wonderful about independent 

practice is that I'm able to work according to my needs and with my health and my personal 

life as the priority and not residency as the priority” (Louis, 207-209). 

Overcoming challenges led to the sensation of an overall positive experience. That 

made participants feel coherent in their identity and congruent with the community of 

practice. That, in turn, permitted a process of internal reflectivity that felt self-secure to 

them and allowed those former residents to face the ongoing and sometimes unconscious 

challenges of keeping a satisfying and dynamic internalization of their professional identity 

during practice. 

          “It’s basically a support group, self-help group, and it’s a wonderful, 

wonderful group … And to get support, but maybe most importantly, to see real life 

examples of people with their problems who are managing them safely and 

responsibly, and still working in their beloved professions” (Louis,508-512; 523-

525). 

 For most of the former remediated residents, the negative feelings related to the 

shock of the announcement and the stress and anxiety lived gradually faded away, leaving 

space to the development of an overall positive assessment of the experience: “And she 

said, oh it's only two months, in the long run, it's not going to affect your life at all. It's only 

a matter of two months. That's true, now I realize that” (Asma,462-463). And: 

          “I guess the only negative was I'm always ashamed to tell other people when 

I graduated residency because most people would have graduated in June of [year], 

but I graduated in December [year]. But as things … now we're in [deleted by 

author], nobody cares exactly when I graduated in [year]. No negative impact for 

sure” (Kathryn,396-400). 

They could retrieve the remembrance of their  remediation experience and coaching 

sessions resolve clinical questions or situations in their actual practice, even after having 

graduated for a respectable time: “I guess there are times like that when I'm like, okay, 

well, I guess that coaching really did help because some of the things that he had reminded 

me about in real life medicine, really is applying here”(Kathryn,389-391).Furthermore, 

feeling of gratitude emerged in sharing their experience with the researchers through the 

interviewer: “Thank you so much for asking me” (Pavneet, 439). 
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          Some demonstrated openness in further developing their expertise expressed as an 

eagerness to share the experience with residents to prevent remediation or use it in practice 

when in supervising situations: “So, because you are her main preceptor, if you think she 

needs remediation program, talk to her, in details. Give her all the resources and tell her 

that actually it's a good program and it will benefit her” (Asma, 545-547).  

          “So, what I offered initially, and I only offered to one person I think, but I 

would like to offer it to others, to the whole program, is that I would be happy to 

speak to residents in their first week or two, early on in the residency program, about 

my experience and I want to share with them” (Louis, 303-306). 

          In essence, the experience of remediation carried lasting effects that extended in the 

late post-remediation period. A negative one led to less congruence or coherence of 

medical identity and less sensation of professional achievement while a positive one led to 

a sense of professional achievement and identity that predispose to further develop 

expertise and participate constructively to the community of practice. 

          Summarizing, from the cross-case analysis performed, four super-ordinate themes 

have emerged that depict the lived experience of the former remediated residents 

participating in this investigation, broken down into four intimately and intertwined 

consecutive periods: 

• In the pre-remediation period, most of the participants were unaware of their 

assessed lack of performance and competency, and all of them experienced intense 

emotional reactions to the remediation decision, hat impacted in their sense of 

medical identity. Announcement of remediation felt as a disequilibrating, 

disruptive and sometimes life-threatening experience.  

• During remediation, all the participants felt as composing with their internal 

vulnerabilities, compounding with their concurrent life situations and personal life 

and family histories. Preponderant reactions lived were performance anxiety and 

stress, amplified when accompanied by mental health issues. Vulnerabilities lived 

in the context of felt unbalanced power relationships with staff were felt as being 

mirrored in the remediators and could led to conflicts, microaggressions, isolation, 

refusal of disclosing mental health, exacerbating personal issues or refusing help 

offered by the program. Performance anxiety and stress could lead to distrust and 
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question the remediation decision and request for faculty review of this decision. 

In most cases, stimulating the resident beyond his comfort zone led to an 

understanding of what needed to be remediated, how to participate constructively 

to the process and how to make sense of the experience. Staff supportive attitudes 

helped those going through this challenging period and softened the impact of a 

negative lived experience with residency and program staff or of its consequences.  

• In the immediate post-remediation period, most developed a self-coherent sense of 

medical identity in formation that helped making sense of the experience. They 

considered the remediation program helped them. Global positive or negative 

quality of the previously lived remediation period experience and the congruence 

or dissonance of the self-coherent identity acquired tainted the remaining period of 

residency. All residents showed reflectivity about their deficiencies and the reasons, 

accepted or not, that underpinned their remediation placement. Unexpected 

licensure delays, bureaucracy and related consequent loss of financial gains were 

reported, but the felt benefit of a successful remediation outweighed in importance 

the felt financial overburden. Self-care importance insights and signification of the 

remediation experience relatively to their professional and personal lives up to that 

point in time emerged. Some residents acknowledged they felt some issues were 

left only partially resolved by their experience of remediation but all participants 

reached the standards of competency and performance to be awarded entrustability 

by their remediators. 

•  In the late post-remediation period, negative remediation experience led to a lower 

sense of professional achievement and felt coherence in medical identity. That 

manifested in persistence of ambivalence about remediation, residency, satisfaction 

in practice, career fit and sensation of achievement. However, most participants 

experienced satisfaction, happiness, and a sense of professional achievement that 

extended into their actual practice, and some evolved in developing expertise 

through constructive participation to the community of practice, supervising, 

teaching or sharing experience to prevent remediation. 
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5.DISCUSSION 

This investigation aimed to advance knowledge about postgraduate medical 

education remediation focusing on a better understanding of former successful remediated 

family medicine residents’ lived experience of going through this challenging process. The 

study provides an intimate look at the interactions between the remediated learners, the 

remediation and family medicine preceptors, and the representatives of the education 

institution where the participants did their residency. It shows how this experience was 

lived according to a variety of vulnerabilities or, said differently, the study sheds light to 

how participants’ personal and family history, and concurrent compounding issues 

influences the process of competency, performance, entrustability and medical identity 

acquisition during remediation, the remaining period of residency and afterwards. It points 

to the importance of the remediated-remediator relationship. Also, the study shows how 

remediation influenced professional satisfaction and practice and how the identity of past 

remediated resident is somehow embedded in the participants’ current professional 

identities.  

5.1 The shocking and disruptive surprise of remediation. 

The first and most crucial finding stemming from the cross-case analysis performed 

is the “surprise” and “shock” generated in all the study participants when they were 

informed that they needed remediation. It happened because of the residents’ unawareness 

of the discrepancy between their idealized medical identity in formation and the observed 

and interpreted remediator’s assessment of their medical competency and performance. 

Importantly, no matter what the remediator’s reasons were justifying remediation or the 

resident’s level of consciousness of existing vulnerabilities impacting competency and 

performance, the preceptor’s decision for them to be remediated was experienced in all 

cases as a powerful threat (disruption) to their process of professional identity formation, 

and generated a very intense emotional reaction.  

Facing the fact of needing remediation, participants became gradually conscious of 

the way their core self and essence integrated this experience. This new developed 

awareness involved the intertwinement of their medical identity in formation and their prior 

personal life experiences, viewed as vulnerabilities. At the same time, they were trying to 
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keep up with the pace of residency and the remediator’s view of their ability to reach the 

required standards of professional competency. 

Medical education literature reports that in learners, emotions activate in response 

to an acute, intense, and typically brief psychophysiological change that results from a 

response to a meaningful life situation (LeBlanc et al., 2015; Eatough et al., 2017). This 

study also corroborates previous works evidencing how placement into remediation during 

residency is an acute, intense and very challenging experience for a medical trainee (Kalet 

et al., 2017). This study added value to this body of knowledge is the detailed description 

and in-depth understanding of the nature of the multiple emotions experienced by 

remediated residents, which goes from shame, wounded pride, threatened self-esteem and 

fear of losing residency to a sensation of losing control over life yet sometimes fiercely 

negating the need of remediation.  

What is more, since the study’s fieldwork was conducted and former successful 

remediated residents had practiced as autonomous physicians for more than a year, it 

allows to identify a temporal horizon in the meaning-making process these professionals 

went through regarding such a significant difficult past experience. 

The remediation announcement event, whereas unexpected for all participants, was 

lived differently according to a variety of vulnerabilities, which find their origins in the 

residents’ personal and family history. These vulnerabilities involved a variety of 

psychological constructs including high personal or family achievement expectations, 

feelings of  being unprepared from undergraduate studies, feelings of burnout and the 

accumulated stress of medical studies and residency, predisposition or history of mental 

health issues, personal and family communication patterns around assertiveness, 

adaptation to Canadian work culture and health system differences between the country or 

country’s region of origin and the site of their residency studies, as well as physical health 

or status issues such as pregnancy(Lacasse, 2009). 

  For example, the observed successful remediation of a resident with severe and 

near-suicidal mental health issues and substance use disorder seems to be an exceptional 

situation in the context of remediation (Krzyzaniak et al., 2017). In this case, remediation 

contributed not only to successful licensure but also to a higher level of achievement, 

exemplified by the development of gratitude, compassion, respect for the profession’s 
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standards and the development of a specialized practice in addiction medicine. Also, a 

personal life event of pregnancy lived as a happy event contrasted and compounded with 

the highly stressing and disruptive effect of remediation placement and made the resident 

perceive that the situation might have contributed to her miscarriage during the remediation 

period. Additionally, a resident perceived that the “likelihood of a member of the family of 

being remediated was high” because two of her brothers studying medicine at a different 

times and places also went through remediation. The participant perceived it as being due 

to the communication patterns in her family. 

Some participants worked countless hours, yet felt like they were never up to staff 

expectations (Paice et al. 2004). Some participants felt that their fundamental rights and 

privileges, needed more attention and protection by their preceptors. That happened when 

they expressed their doubts about how to plan their career or wanting specific 

accommodation to their needs, such as asking for a leave of absence for personal reason, 

rejecting the diagnosis made of their need for remediation or relativizing their habitual 

difficulty to perform on exams situations. However, their emotional state flagged them as 

being struggling (Paice et al., 2004, Krzyzaniak et al., 2017), as it flagged also a participant 

that felt residency as being too easy, compared to her undergraduate studies, an issue that 

has not been reported previously in the literature.  

Another element that participants in this study pointed out as a possible explanation 

for them to need remediation was that competency and performance standards compliance 

expectations were unclearly defined to them or understood by them. That made some feel 

“manipulated” to accept a remediation process that afterward felt unpredictable. Some 

authors have already stressed this unawareness of criteria used for assessment as a 

contributing factor leading to the remediation of a learner (Kruger et al., 1999; Wimmers 

et al., 2008; Durning et al., 2011; Krzyzaniak et al., 2017; Kenwright et al.,2019; Cohen et 

al., 2019).       

In sum, being informed of their need to be remediated triggers a painful and 

intensively emotional process in the former remediated residents studied, unaware of their 

insufficient competency and suboptimal performance, according to their teacher’s point of 

view. When trying to make sense to such a difficult experience, they reframed a variety of 

personal and family historical and concurrent issues, labelled vulnerabilities. That 
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compounded with a lack of clarity of what was expected from them as residents. This 

exercise of sensemaking, emotionally very intense, helped them nonetheless keep afloat 

and face the challenges of pursuing the pace of residency through observation toward 

remediation. 

5.2 Vulnerabilities, unbalanced power, and transforming medical identity. 

Following the emotional storm that hit the residents at the remediation placement 

announcement in the pre-remediation period, the primary emotional status lived during the 

remediation period was performance anxiety. In the remediated residents, this anxiety 

manifested at different levels, namely vis-à-vis themselves, in their teaching-learning 

relationships with their remediators, in the relationship with the medical institution in 

which they were remediated, and to a lesser extent, in their patient-doctor relationships and 

with other health professionals. 

Vis-à-vis themselves, the high level of stress caused by the placement in 

remediation and feelings of unprepared, inadequacy, and confusion about the assessment 

criteria used provoked a psychological pattern that would be close to what has been labelled 

as “impostor syndrome”, which means having difficulty to feel successful despite high 

achievement and recognition from others. This psychological pattern has been described 

in medicine and is often lived as anxiety related to achievement and performance (Hampton 

& Feller, 2019). The remediated had first to make contact with their core identity and 

values to build a medical identity in formation that made sense to them first. This self-

coherent identity stemmed gradually from this experience of the impostor syndrome at the 

beginning of remediation and influenced by the relations they had with their remediators.  

 Residents saw their remediators as the promoters of the medical professional 

competency, performance, and professionalism standards that they ought to reach, and who 

are entrusted by society to stand for those standards. They could feel how this role weighted 

in an unbalanced power context, giving this impression of lack of control over the 

remediation process and even their life. They were consciously aware of having to work 

with their remediators, however positive or negative their relationships with them were.  

Some refer to built-in conflicts as “ongoing cycles of negativity”. The existence of those 

negative interactions was seldom acknowledged by their mentors or supervisors. 

Moreover, the study shows that if a resident involved in a cycle of ongoing negativity did 
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not accepted or benefit from mentor support, the negativity of the relationships seemed to 

persist until the end of remediation and led to resentment and more resistance to accepting 

help or coaching offered (Kalet & Zabar, 2014). A new finding is that it is extending for a 

long duration in the post-remediation remaining residency period. If this support, even 

infrequent, was accepted or offered, the lived experience evolved to a more congruent one 

with their remediators (Andrades, Bhanji.Valliani et al.,2013, Kalet and Zabar, 2014).  

As they disclosed, during the period of remediation, their relationships with people 

in charge of evaluating them were influenced by several concurrent life situations, viewed 

as additional vulnerabilities present in their life. Those were: looking after a child, having 

the responsibility of family well-being, living in a new culture or adapting to new work 

and languages communication’s patterns. The trainees had some awareness of the impact 

of those vulnerabilities on their performance, regardless of whether or not they chose to 

disclose them to their remediators. Throughout remediation, residents gradually became 

aware that their remediators knew of the impact of those vulnerabilities on their level of 

competency and performance and that they took them into account in their remediation 

plans. They therefore realized that their acceptance of the remediation strategies was 

mostly a positive influence on their experience. However, sometimes they had a neutral 

impression or even a negative one about the strategies proposed or used, which is an 

important new finding to understand remediation mechanisms. 

In this study, remediators sometimes asked to be withdrawn from the duty of 

remediating a resident. Remediators’ vulnerabilities to remediation are known (Steinert, 

2013; Telio et al.2015; Cohen et al., 2019). Indeed, the medical education world asks 

remediators to be supportive and flexible to the resident situation while also sensitive to 

the educational institution, where parts of the problem sometimes lie (Steinert, 2013; Telio 

et al., 2015; Cohen et al., 2019). However, the residents seldom interpreted changes of 

remediators as if due to the difficult nature of their deficiency which caused distress to the 

remediator or of being of some other nature they did not know of. They felt those changes 

or retrievals were not fully explained or understood, which is also a finding not reported 

before.  

Some remediated residents perceived some lived situations as microaggressions or 

harassment (Aysola et al.,2018). For example, the sensation of exclusion felt by a 



100 
 

remediated for a preceptor not accepting the resident’s past involvement in the 

development of abortion clinics and the inference to an IMG mother that she should know 

how to correctly prescribe pediatric liquid dosage of Tylenol if she was a mother. This later 

situation made the resident interpret she was judged as not being a good mother and made 

her feel attacked on personal grounds. These unpleasant interactions could lead to harmful 

psychological impact. This, sometimes, negatively influenced the structuration of a self-

coherent and congruent medical identity. In this study, these experiences either contributed 

to the development of a dissonant medical identity, or made the awareness process 

lengthier. 

 Those experiences caused remediated residents to question the remediation 

program’s trustworthiness, or to request a review of the remediation placement decision. 

They even considered suing the institution and had to face extension or repetition of the 

remediation process. However, when residents did not present antagonism to remediation, 

most residents were accepting the help of supportive staff or structures, offered as a 

wellness program or psychotherapy.  

During the remediation period, the interaction with their remediators led to the 

progressive reorganizing of their medical identity into one that made sense to the 

remediated, be it congruent or dissonant with their remediators’ expectations or the 

community of practice standards of competency, performance, professionalism, and 

medical identity. I named this self-meaning reorganized medical identity the self-coherent 

medical identity in formation. In the study, a congruent experience made the residents 

realize that the intensity, appropriateness, and timeliness of the support received was of 

fundamental importance for getting through remediation constructively. This remediated 

lived experience corroborates with findings in the literature demonstrating that lower 

performance levels are achieved if corrective feedback is not suitably and timely applied, 

or if it is not related to the goals or desired level of achievement (Kaufman, 2019). 

The emotional congruence or dissonance of the experience influenced the 

restructuring of the residents’ medical identities. It did so by impacting the feeling of safety 

experienced when disclosing their vulnerability issues and needs, involved in reaching the 

levels of clinical competency, performance, professionalism, and identity desired by their 

remediators. Indeed, a state of identity dissonance with the remediators or the community 
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of practice can cause significant emotional and cognitive upheaval (Pekrun,2006; Pekrun 

et al., 2011; Artino et al., 2012; LeBlanc et al. 2015; Arnold et al. 2016).  

Those who developed a dissonant self-coherent identity tend to question whether 

or not accept the remediation program’s offered supports. If they felt isolated, they would 

rely on themselves and their own resources, such as a trusted friend or family member, to 

get emotional support and talk about their experience. They would also afterwards believe 

vulnerabilities should be undisclosed unless they are at risk of dismissal or even at a life-

threatening breaking point. Although the study points to the fact that all remediated learners 

preferred individual and customized approaches to their remediation processes, those 

dissonant residents’ lived experience made the experience less fluid and easy, which could 

undermine the possible positive effects of their remediation process, paradoxically desired 

by their remediators and teaching institution.  

Communication issues experienced due to different cultural communications styles 

and tthe system organization limits that influenced the type and the complexity of the 

resident’s clusters of patients or the profile of the rotation site and were at stake in this 

study. Those were felt as influencing suitability to the residents different learning styles 

(Khanal, Shah, and Koirala, 2014) and desires and contributed to the felt unpredictability 

of the experience. 

   Moreover, administrative problems originating at the institution level (Lacasse, 

2009; Lacasse et al., 2019), such as changes of program direction, lack of clear explanation 

and understanding of remediation length and review processes made participants feel that 

the program was lacking in fairness or rigor and also contributed to a sensation of confusion 

and unpredictability for the remediated. Therefore, the compounding effect of the teaching 

and health system environmental predisposing factors described in the literature seems to 

have influenced the development of the phenomenon of dissonance lived by the remediated 

in this study (Lacasse, 2019).  

 It is known that the hidden curriculum is known to influence medical education 

and can positively or negatively affect the formal curriculum (Hafferty et al.,1994; Lempp 

et al., 2004; Kauffman,2019). Concordantly, this study demonstrates that residents lived 

the institution’s hidden curriculum in their experience (Lacasse et al., 2019; Cohen et al., 

2019). A positive impact was demonstrated through the acceptation of benefiting from 
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supportive staff and coaching strategies (Chou et al.,2019). However, the study details how 

those positive and negative impacts happened through their interaction with their peers, 

remediators and the teaching institution representatives, which are new important findings. 

Consequence of miscommunications issues may have exacerbated the sensation of 

vulnerability described as happening early in remediation. The remediated felt confused 

and dishonest to preceptors and peers if not disclosing their remediation status during their 

rotations and not knowing how to inform exactly the year of residency they were in. That 

also seemed to exacerbate the tendency not to disclose this issue and to isolate them from 

peers, leading them consequently to rely principally on their remediators, the institution or 

external supports to get through their remediation process (Nothnagle et al.,2011) which is 

also an important finding. 

Residents looked for group or peer-support through resources outside of the 

teaching institution. However, peer-support is a strategy mentioned by the experts to 

address shared or intertwined vulnerabilities to reduce stigmatization. (Chou et al., 2019).  

 This study demonstrates the difficulty lived by the remediated to benefit from peer-

support group. The wounded pride involved in the remediation seemed to prevent the self-

organization and the promotion by the remediated and the institution of such groups, even 

when this rare opportunity appeared. In the cohorts where residents were simultaneously 

remediating, residents deduced and knew who was remediated but did not disclose or talk 

about this fact between them. This is another new important finding. 

In summary, remediated residents experienced high levels of performance anxiety 

during their remediation period, which had implications at different levels: individual, 

dyadic (with the remediator) with the postgraduate program and medical institution, and 

with the patients. On the individual level, an “impostor syndrome” contributed somewhat 

in the performance anxiety lived. It was overcome gradually by the resident making contact 

with his core self, values and vulnerabilities to rebuild a sense of professional identity that 

made sense to him so that he could face remediation. The remediation experience seems to 

be lived through unbalanced power relationships with their remediators. Their reactions to 

this power imbalance were influenced by their personal vulnerabilities, as it occurred also 

for the remediators (Kalet and Zabar, 2014). Those interactions in the remediated-

remediators relationships were contributing to the positivity and negativity of the 
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experience and to the congruence or dissonance of their self-coherent professional identity 

with their community of practice. Institutional hidden curricula as well as administrative 

issues influenced the experience of remediation. It could provoke confusion, 

unpredictability, miscommunications and experience of microaggressions (Aysola et 

al.,2018). This also influenced the congruence or dissonance the remediated felt with the 

community of practice, their participation to coaching and remediation strategies and their 

willing to organize peer-support or stay isolated and dependent on remediators. 

5.3 Coherent and congruent medical identity: the road toward entrustability. 

 In the immediate post-remediation period, the remediation period’s self-coherent 

medical identity in formation continued to evolve through the relations of the remediated 

with their preceptors, until it was possible that the teaching staff recognized their 

improvement. Empowered by this more coherent identity, they could better understand 

their remediators’ point of view and reach the competency, performance, professionalism 

and identity criteria needed to reach trustworthiness in their capacity to securely self-

manage their medical conduct and graduate (Cruess et al., 2014; Cruess et al. ,2016). 

 The residents saw themselves “through” the emotional pain of remediation and 

understood the nature, magnitude and remediators’ perspective of the deficiencies that led 

them to be remediated. That opened them to use the opportunity of their remediation to 

achieve a more congruent and successful remaining residency period (Kalet and Zabar, 

2014), independently if they agreed with remediation or not. The coherent identity created 

evolved substantially from the self-coherent one of remediation. On the other hand, an 

overall negative experience of remediation or resident’s self-coherent identity that was 

dissonant with the community of practice made the remaining residency period more 

difficult to live.  However, the study demonstrated the positive impact of fairness in the 

preceptors’ attitude in the remaining residency period of a dissonant resident. For example, 

it made the assessed need for a supplementary remediation period more acceptable to a 

repeating remediated resident. 

The medical education literature describes that a medical individual’s unique set of 

ascribed and achieved identities, coupled with their current stage of identity formation, 

interacts with the environment and leads individuals to construct their unique professional 
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identity (Arnold et al., 2016). Indeed, medical identity in formation seems to follow 

sequential stages up to developing an internalized and self-authored identity in the context 

of remediation. What I called the self-coherent identity enabled the resident to successfully 

negotiate and integrate multiple identities that include the profession’s values (Arnold et 

al., 2016; Ortiz-Paredes, 2019). From the medical teaching institution’s perspective, those 

values include respect for high-level criteria of competency, performance, and 

professionalism (Kalet et al, 2016). Concordantly, this study demonstrates that building 

this identity has been a prerequisite for developing the minimum competency, 

performance, and professionalism needed to acquire the entrustability from their preceptors 

and, consequently, terminate residency and achieve licensure.   

Constructivist learning theory underscores the importance of knowing individuals’ 

development as a necessary first step in facilitating movement toward an integrated and 

internalized identity (Arnold et al. 2016). Given that knowledge, the right amount of 

challenge provided moved residents into a state of disequilibrium that, along with the 

timely and pertinent necessary scaffolding, led them toward their proximal development 

zone and kept them there (Artino et al., 2012; Kalet and Zabar, 2014). In this study, the 

residents mostly responded positively to the stimulus of remediation. The resident was 

taken out of his zone of comfort and faced sometimes roughly and directly with his 

deficiencies at one moment, while being appraised in another one. At the time, they would 

sometimes live this negatively. However, they would eventually come to see it as an 

educational technique similar to the ones happening in the mother and child interaction 

used to help children thrive, which is an interesting finding. 

They also developed an acute sense of the quality and pertinence of the processes 

of coaching, supervision, and mentoring they went through and developed an interest in 

academic medicine and teaching. However, reaching a state of entrustability did not give 

the remediated residents automatic access to an academic appointment into the faculty. 

That suggests a pre-established policy by the preceptors and institution on the requirements 

to pursue an academic career that was unknown to the participants. Some residents 

questioned the validity of this position from their remediators. Interestingly, contrary to 

this position, a descriptive phenomenological study of remediation of unacceptable 

professionalism behaviors addressed by simulation techniques demonstrated that residents 
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that underwent successful remediation were frequently invited to academic positions 

(Guerrasio and Aagaard, 2018). This finding may influence positively the place of 

remediated in medical education academic and teaching structures. 

Remediated residents experienced unexpected licensure bureaucracy and delays 

and, consequently, loss of income (Foo et al., 2017). Although those possible consequences 

of remediation were bothersome and not known or addressed by the faculty staff, the 

remediated found more value in the success of their residency, the regaining of control over 

their lives achieved after they went through a challenging remediation placement, and the 

insights on the importance of self-care the experience gave to them over the temporary 

financial losses. These are important findings that supports the insights of the remediated 

about the importance of implementing information debriefings at the beginning and 

throughout residency about remediation, the consequences of being remediated, the criteria 

used to assess the need for remediation and its possible consequence on the access and 

appointment to an academic career. 

5.4 Remediation lasting influence: a road to professional achievement. 

In the late post-remediation period, most participants were left with the impression 

that remediation was a helpful and an overall positive lived experience. As recalled by the 

participants, a satisfying experience of remediation predisposed them to a positive sense of 

achievement manifested through experiences such as transforming a devastating into a 

transcending experience of residency, experiencing euphoric sensations of relief and 

power, regaining and valuing control over personal life and, orienting practice toward areas 

of challenges that they themselves overcame, which  support the existing  place for the 

wounded  healers and those suffering from impostor syndrome in academic medicine and 

medical education. 

The positive experience of remediation contributed to the consolidation of a 

coherent and safe medical identity. That, in turn, led to the experience of positive emotions 

related to remediation, medical education, and practice. These positive emotions gave rise 

to a sensation of achievement and allowed them to look safely after the self-identity issues 

which were needed to develop a healthy and dynamic medical identity. The related 

emotions felt were gratitude toward the remediators, preceptors, and supportive staff, 
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personal life benefits, growth and wisdom, and happiness over their practice. They 

developed a disposition to contribute to the community of practice by sharing their 

experience in order to prevent remediation in residents and supervising residents in their 

practice. The impact of negative aspects of an overall positive remediation experience, such 

as performance anxiety and high stress, even of life-threatening intensity, faded away in 

those participants.  

Although lasting effects of remediation were positive for most of the six former 

remediated residents, some experienced overall negative experience of remediation or a 

persistent dissonant self-coherent medical identity in the immediate post-remediation 

period that seemed to extend in the remaining residency period and also in the late post-

remediation period. These manifested as an unclear or ambivalent satisfaction regarding 

their medical education experience of residency and in practice. There was an interpretation 

of residency, in this context, as a mere exercise of political competition of self-confidence 

and performance. In those cases, remediation was not seen as an opportunity for education 

and self-actualization. The uselessness sensation felt about remediation persisted, as well 

as a blurred and undermining evaluation of possible value of the help provided or of the 

experience at large. Although they sometimes recognized some positive elements to the 

experience, those residents thought they made the best of a bad situation by just going 

through it. 

  Other vulnerabilities, such as stigmatization and motivation issues, seemed to have 

emerged from an overall negative experience. Sensations of unfairness and prejudice, self-

confidence and self-identity issues continued partly unresolved, with what seemed a felt 

lack of internal safety to review position about those sensations, reacting negatively to the 

remembrance of remediation even after a long time having gone through it.  An overall 

impression of dissatisfaction or confusion about career orientation seemed also to emerge 

and interfere with the clear sense of professional achievement in those dissonant former 

remediated residents. 

However, the experience of debriefing through the research interview provoked an 

openness to constructive insights from the former remediated residents. They therefore 

realized the possible benefit of debriefing interviews during residency and remediation and 

suggested them. Other pertinent insights about the value of the experience also emerged, 
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such as questioning the valorization of self-confidence in residency, the dangers of wrongly 

stimulating overconfidence, and the importance of creating safe spaces for expressing 

vulnerabilities in residency. 

Former remediated residents with an overall positive experience of remediation 

were able to retrieve from their memory assets learned through coaching when facing 

similar challenging situations in practice, as shown in the literature (Guerrasio et al., 2018). 

Although most acknowledged the help received, some felt some resources to be more 

helpful than others. The strategy felt helpful by one resident would not necessarily feel the 

same way for another one. The residents seemed to be able to perceive which assets best 

suited their personality and deficiencies accurately. 

 According to Artino, Humlboe, and Durning (2012), feelings of achievement 

influence cognitive resources, motivation, use of cognitive and metacognitive learning 

strategies, overall learning and performance. In general, positive or pleasant emotions exert 

adaptive effects on learning and performance, whereas negative or unpleasant emotions 

tend to exert non-adaptive effects (Pekrun, 2006, Pekrun et al.,2011; Artino et al.,2012). In 

this study, the participants had fair and constructive insights about improving remediation 

plans, which extended to pertinent and credible suggestions for remediation program 

improvement.  

That suggests that the remediated resident can be of interest in academics or 

research, specifically contributing to determine success and failure criteria to remediation, 

and the expected long-term outcomes, through sharing their knowledge in an accurate, 

sensible and deep interpretation of their lived experience (Shearer et al., 2019). Indeed, as 

suggested by the last stage of the Kegan’s identity development theory (Arnold et al., 

2016), participants seem to have contextualized their identity. However, it is not sure if 

they understood that there are multiple valid ways to act following one’s core beliefs 

(Steinert, R.,2006). This may impede embedding of different aspects of personality to 

transcend them and consolidate the professional identity (Ortiz-Paredes,2019). Experts 

knows this is very rarely achieved (Kalet and Pusic, 2014; Arnold et al., 2016). However, 

this study seems to suggest that remediation may play a constructive role in reforcing this 

type of achievement, therefore, demonstrating the potential of remediation for developing 

a disposition to participate constructively in the community of practice and valuing 
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expertise development through academic or deliberate practice (Ericsson, 2015; Kalet and 

Pusic, 2014; Kaufman, 2019). Finally, the challenging experiences lived by all the 

stakeholders involved in the medical education and remediation of those residents 

contribute to demonstrate what seems to be an unknown or unrecognized but high 

relevance of remediation in the medical education continuum. It supports the research and 

academic experts’ opinions to continue to enhance residency remediation programs’ 

quality through integrated approaches supported by sound quantitative and qualitative 

evidences (Lacasse et al., 2019; Kalet et al., 2019; Guerrasio et al., 2019; Cleland et al., 

2018; Cohen et al., 2019; Kalet et al.,2014; Hauer et al., 2009). 

 5.5 Summary of discussion  

This study unveils how challenging, emotionally intense, and impactful is the lived 

experience of a postgraduate medical remediation program. Strong emotions were 

experienced by these individuals, such as surprise, shock, shame, fear, and sensations of 

losing control over life. The study shows how suddenly disruptive this experience was, and 

how it caused disequilibrium in the existing residents idealized medical identities they were 

building since the pre-medicine and pre-residency periods previous to the remediation. 

It also points outs the paramount importance of the relationship between the 

remediated resident and the remediator preceptor in order for the resident to successfully 

manage the stress of performance and associated psychological patterns that the 

remediation context have been shown to generate in this study. 

The study stresses how crucial the timeliness and adequacy of support from 

remediators is to scaffold the resident during the remediation process, thus permitting the 

resident to be self-coherent and awarded entrustability first, then graduation and licensure, 

which is a critical finding to help understand entrusting mechanisms involved in health 

professional education. It also shows how this critical lived experience can influence the 

development of congruence or dissonance of the medical identity formation with the 

community of practice. It shows how the coherence and congruence of the medical identity 

emerging from this striking and challenging experience positively or negatively affects the 

way remediation is lived. It also shows the lasting effects of those phenomena on the 
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satisfaction, happiness, and sense of professional identity and achievement of practice in 

the late post-remediation period.  

5.6 Study limitations and strategies of trustworthiness. 

This study’s principal interpretative limit is the elapsed time between graduation 

and the interviews, which went from 1 year and three months to 6 years. The remediation 

program probably did not have the same characteristics and development stage for the 

interviewees who did remediation close to the interview time and those who did it a more 

extended time away. 

Participants’ remediation occurred in the same medical school. Although 

remediation programs can be built on the same principles and with the same learning 

objectives, there should be caution in transferring aspects of the residents’ lived experience 

related to the organizational context. 

A third limitation is the conduct of the interviews by a research assistant. Although 

there was systematic and reiterative work done on the transcriptions from the in-depth 

interviews, the analysis could not perfectly incorporate the experience of the co-creation 

of the data.  

All that said, several strategies assure the trustworthiness of this investigation. The 

rigor took in giving a thick definition of the research settings, the characteristics, and the 

narrative analysis of the participants’ lived experience assures the findings’ transferability. 

Furthermore, the author status as a former family medicine resident, although not 

remediated, and as an experienced family medicine practitioner, gives the interpretative 

phenomenological analysis a consequent and pertinent confirmability to the findings. 

The institution that produced the data is different from the institution that analyzed 

it. This situation has its strengths and limits. The fact that the institution of origin’s needs, 

culture, and worldview directed the study’s objectives and research question’s 

customization could constitute a limit to this study. However, a master student’s data 

interpretation from another institution could enhance the quantity and quality of the 

findings presented with a certain neutrality, considering the seemingly different and 

sometimes contrasting ontological and epistemological worldviews of all the different 

stakeholders involved.  
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Moreover, the triangulation provided by the in-depth and thorough iterative and 

recursive processes of intra-cases and cross-cases analysis assures the findings’ credibility, 

as does the debriefings meetings held between the original team of researchers, the thesis 

committee, and the master student, and the submission of the thesis process to the scrutiny 

of an external examinator expert in the domain. Finally, the availability of the intra-cases 

and some elements of the cross-case analysis of this interpretative work in the appendices 

make the findings dependable. 

Only subjects that went through successful remediation were included in the study. 

Critiques may arise from the fact that there were no failed remediated residents included 

in it. However, it is remarkable the delay of such a necessitated study suffered in the 

academic remediation experts’ community of practice. Studying a past insider’s 

perspective of remediated residents is a hard one in the context that physicians are difficult 

to reach and recruit once they are in practice. The delay in making this study possible is 

probably related to this difficulty, as is the subject’s sensitivity for the experts’ academic 

and research remediation community. In this context, the decision to investigate first a 

lived experience of successfully remediated residents is appropriate. However, it points to 

the need for sequential evaluation of failed remediated residents’ lived experience, not only 

as a complementary but a necessary contribution to remediation knowledge in medical 

education. 

Throughout the research project, the thesis supervision, and the writing process, 

this thesis English language was the third language for the master student, sometimes 

leading to subtle inconsistencies of the meanings and interpretations provided. The thesis 

committee’s close supervision of the written version of this thesis’ chapters addressed this 

limitation.  

5.7 Implication for theory and research in medical education remediation.  

To my knowledge, this study is the first in medical education to use a robust 

interpretative methodology such as IPA to study in-depth the experience of being 

remediated and makes several significant contributions to both practice, theory and opens 

avenues to further literature development on the subject. 
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For practice, the study first points out the unique and sometimes life-threatening 

situations lived by the remediated residents and their insights about the experience. That 

emphasizes the importance of residents feeling safe to disclose vulnerabilities during 

residency and for the medical educators to focus on the well-being of the remediated and 

of timely and accurate support (Kalet and Zabar, 2014; Lacasse et al, 2019). Findings 

suggest the importance of this support’s timeliness and pertinence and the need for 

academic support to be also forwarded to the remediators. It also supports the seriousness 

of assessing the need for remediation as soon as possible during residency and address 

systemically the residents’ unawareness phenomenon related to competency assessment 

(Wimmers et al., 2008; Kenwright et al, 2019). 

Second, the study demonstrates how impactful remediation is on the formation of 

the residents’ professional medical identity. It shows how competency issues have to be 

taken into account first through a sense-making of the striking experience of remediation, 

from where emerges a self-coherent identity, which may be emotionally congruent or 

dissonant with the expectations of their community of practice, but with which the resident 

feels able to face the assessed lack of competency, performance, trustability and 

professionalism diagnosed by his educators (Arnold et al., 2016). It therefore reinforced 

the need to deepen the understanding of self-identity issues in remediation, such as 

ambivalence about career fit and the management of the impostor syndrome. (Lacasse et 

al., 2019). 

  Third, in this study, the CanMeds roles self-perceived as being remediated by the 

participants of the study were the Medical Expert and Professionalism one, compounded 

with Communications issues, while the self-perceived ACGME descriptor deficiencies 

were principally in the patient care and medical knowledge descriptors. Those 

characteristics are similar to the ones related in the literature (Zbierowski et al., 2013; 

Guerrasio et al., 2014). The learning deficiencies and the vulnerabilities that influenced 

them were dynamics and fluctuated over time (Artino et al.,2012; Layne al.,2018). 

Moreover, knowledge deficits and unsatisfactory skills were one of the principal motives 

of placement in remediation (Lacasse,2009). Complex learning phenomena implicating 

cognitive problems and clinical reasoning are known to be often addressed as simple 

knowledge issues (Audétat et al., 2011). This study supports socio-constructivist and self-
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regulated learning approaches (Durning et al.; 2011) and may support developing studies 

to prove the efficacy and enhancing effect of behavioral change techniques (BCT) 

interventions (Lacasse,2009; Lacasse et al.,2019) in remediation.  

The study details and support the way knowledge and skills deficits intertwine with 

the compounding effect of personal issues on defined clusters of deficiencies 

(Lacasse,2009; Cohen et al.,2016). Those were mental health issues such as self-esteem, 

depression, and substance use disorder; physical health and gender issues such as 

motherhood, pregnancy, and miscarriage; and status issues such as being older, an 

immigrant, or an international medical graduate. Furthermore, the study clarifies and 

details how competence, performance, entrustability, and professionalism issues identified 

by the remediators lived and intertwined inside the residents’ selves, how their 

vulnerabilities and emotions influenced their expression in practice, how it intertwined in 

their relationships with their remediators, which felt as implicating emotionally-driven   

and unbalanced power aspects. 

Thus, this study provides insights on how important it is for post-graduate educators 

to be conscious of the variety and intensity of the vulnerabilities lived by residents in the 

context of a full-blown lived experience of remediation during residency. In order to  

improve the felt experience of remediation  and  attenuating  its possible related lived 

dissonance (Layne et al.,2018; Guerrasio et al., 2018),  this study supports that the capacity 

to address comprehensively and simultaneously complex deficiencies related to clinical 

reasoning, professionalism and sense of professional identity and belonging needs to be 

continuously enhanced and pursued and adapted to the different level of remediation 

educational systems (Lacasse 2009; Cleland et al.,2013; Chou et al. 2019; Lacasse et al., 

2019, Shearer et al., 2019). Regarding those remediation programmatic aspects, this study 

supports that experienced and high-skilled remediators need to count on faculty 

development and medical education research resources to address multiple and complex 

deficiencies and vulnerabilities (Guerrasio et al.,2018; Guerrasio et al.,2019) and enhance 

the overall quality of remediation practices, which, in turn, deserve a recognized and 

qualified integration into the medical education practices continuum. 

 Moreover, this study supports investigating the cultural and familiar aspects of the 

pre-medicine and pre-residency periods that might play an important role in a future need 
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for remediation, and consequently may have retroactive benefit to undergraduate 

admission and education processes.  

  As for theory, the study makes significant contributions to this field in three 

different areas of interest for medical educators and opens roads to theorize around 

remediation assessment. It also opens the way to the study and development of short, mid-

term, and long-term success criteria. (Krzyzaniak et al., 2017; Gomes-Gabriello et al., 

2018). 

           First, this study suggests that remediation success in reaching the standard states of 

competency, performance, and entrustability occurs through the living of five specific 

stages. Those are stages of reorganization of a suddenly disrupted professional medical 

identity and are intimately related to the defined periods of remediation. They are, namely: 

1) an initial idealized stage of medical identity in the pre-remediation period: the “idealized 

medical identity in formation”, 2) a transitional one after a period of disequilibrium of the 

medical identity in the time surrounding the announcement of the remediation placement: 

“the transitional medical identity in formation”; 3) the reorganizing of the medical identity 

in a self-coherent one, that makes sense first to the remediated: “the self-coherent medical 

identity in formation” during remediation;4) the subsequent consolidation of a coherent 

identity that then make sense to the remediators too and provided entrustability: “the 

coherent medical identity in formation” in the immediate post-remediation period ; and 

finally 5) a coherent , safe and dynamic medical identity in the late post-remediation period 

that is autonomous and lead to satisfaction, happiness and a sense of professional 

achievement and is maintained throughout the years in practice: “the coherent medical 

identity of practice”.  

Second, in the context of EPAs-based and programmatic assessment involved in 

CBME, this study seems to account for the medical profession’s cognitive, behavioral, 

motivational, and emotional aspects involved in remediation, into the functional nature of 

medicine (tenCate, 2017). 

The process of clinical assessment that led to the perceived deficiencies and 

subsequent placement in remediation was felt as happening and can be enlightened by the 

amended Miller’s clinical assessment pyramid (Cruess et al.,2016), which includes 

elements related to the cognitive, behavioral, and emotional aspects of clinical assessment 
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(See fig.1b). In this study, the patterns involved in the clinical assessment of the perceived 

lack of competency and performance of the remediated contribute to understand how the 

assessed deficiencies’ intertwining aspects led to remediation and how the residents lived 

them and the remediation process. 

 Pellegrini’s modified assessment tetrad (Gomes-Gabriello et al.,2018), a teacher-

learner health professional assessment theory, accounts for the medical educators’ 

emotional aspects involved in the remediation placement and assessment interpreted as 

happening in this study (See fig.4). Its four angles, composed of the remediators’ cognition, 

observation, interpretation, and emotion, illustrates perceived interactions implicated in the 

remediated assessments done by the remediators. In the pre-remediation and remediation 

periods, the remediated felt assessed through their known cognitive knowledge under 

criteria of competency and performance they thought they possessed. Although they were 

initially unconscious of this process, they realized that their medical identity, competence, 

and performance were observed and interpreted by their preceptors through initial 

residency and the remediation placement process. Finally, through positive or negative 

interactions lived with their preceptors, they perceived that emotions influenced the 

remediators’ role and impacted their lived experience of the remediation process.  

Third, in the context of faculty development to support remediation, there is a need 

to explore further and qualify the role of mentorship in remediation. Remediation practices 

involved mentorship as an essential type of medical supervision. Mentorship relates more 

to personal and professional development, while some other types of supervision are about 

performance.  Indeed, in this study, those aspects overlap to a greater or lesser extent 

(Launer,2019). Consequently, mentors are considered an essential resource by remediation 

experts to intervene in wellness, resilience, and achievement issues (Pekrun, 2006; 

Williams, 2014). However, the rarity of mentors that already went through an experience 

of remediation may influence some mentoring practice’s suitability to the specificity of the 

remediated residents’ situation and needs (Williams,2014). As it occurred in this study, 

individuals who cannot successfully work through a state of intense identity dissonance to 

a place of identity congruence are precisely the individuals who need special attention in 

the form of a remediation plan (Arnold et al., 2016). 
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Moreover, those who did not benefit from mentor support seemed to have more 

chances of developing dissonance and less chance of developing a lasting and durable 

sensation of achievement throughout the practice. (Pekrun,2006). There was a clear impact 

of the mentor interaction in scaffolding the remediated resident, giving an external, even if 

not neutral view, in the context of unbalanced power relationships. Therefore, this study 

can contribute significantly to the theorization of the role and practice of mentorship in the 

context of medical remediation. (Pekrun et al., 2011; Arnold et al., 2016).  
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6.CONCLUSIONS 

The present research used an interpretative phenomenological analysis approach to 

examine in-depth six former successfully remediated family medicine residents’ lived 

experiences as they made sense of a past lived experience of remediation within their 

family medicine residency program. The objective was to understand the experience of the 

remediation through the lens of those who lived it. This study, therefore, emphasizes the 

important role of emotions, learner-teacher relationships between remediated and 

remediators, and professional identity formation during remediation programs in medical 

education. 

  Each experience was unique, but they shared similarities. The process of 

sensemaking of the difficult experience of remediation undertaken by these former 

remediated residents allowed the identification of a temporality characterized by its 

emotional intensity and long-lasting impact on professional identity construction. Most 

participants were unaware of their lack of competency and performance, as assessed by 

their remediators. All had a strong emotional reaction to the placement on remediation, 

independently of a subsequent positive or negative experience toward successful licensure 

achievement. Remediation created a transitional state in the development of their medical 

identity in formation that progressively gave space to a coherent, entrustable and 

professional medical one through five lived stages. Those were intimately related to the 

pre-remediation, remediation, and immediate and late post-remediation periods. They were 

also intrinsically rooted in the life, family, and medical education history of the participants 

and compounding personal issues concurrent of remediation.  

 Remediation exerted a lasting influence on the professional career of the former 

remediated residents. Over time, most remediated residents developed a progressive and 

congruent identity with their community of practice, and some developed a lasting 

dissonant one. A congruent medical identity contributed to satisfaction, happiness, and a 

sensation of professional achievement in practice. A dissonant had, contrarily, an 

undermining effect on those sensations. Finally, remediation usually contributed to a 

lasting sensation of achievement that predisposed the former remediated residents to 

participate in their community of practice through experience sharing, academic work, 

teaching in the community, or deliberate practice.  
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This study may open road to theorization of remediation through the perception of a 

staged professional identity development during remediation. It supports the integration of 

multiple embedded identities into a medical professional’s one (Ortiz-Paredes, 2019), 

accounting for congruence and dissonance in this identity formation. It talks to the 

cognitive piaget-based Kegan’s identity development stage theory in medical education 

continuum process and to the amended Miller’s pyramid of clinical assessment (Arnold et 

al., 2016; Cruess et al., 2016). It may contributes to the improvement of medical education 

continuum supporting remediation relevance and the pertinence of experts suggestion of 

systemic and holistic approach to remediation ( Lacasse et al., 2019) , linking to CBME 

and performance-based assessment theories and practice, such as entrustable professional 

activities, programmatic assessment ( Swanwick et al.,2019) and rater’s cognition , in 

showing possible links to emotion-based educational and health professionals educational 

theories such as Pekrun’s control-value theory and Pellegrini’s modified assessment 

tetrad.(Gomes-Garibello & Young, 2018). Finally, while setting bases for studying the 

resident’s lived experience of remediation of other programs and faculties of medicine, this 

study calls for the need of studying former lived experience of unsuccessful remediated 

residents and also patients’ experience of being cared by a remediating resident to 

complement and enhance the knowledge of the lived experience of remediation.    
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8. APPENDICES 

APPENDIX I: Key informant interview guide – revised Aug 2017 

Introduction: 

Purpose for the interview 

• To understand former students’ lived experience of the remedial process, as well 

as the impact of this experience on their current medical practice.  

• To improve remediation processes at the University of Toronto DFCM as 

informed by the point of view of successfully remediated former residents. 

• To contribute to theory in remediation processes in medicine 

Our question  

• What is the perspective of former residents on the remediation process they went 

through? 

Who is involved: 

• The postgraduate family medicine department in Toronto  

Why we need your help:  

• In the literature there is, to our knowledge, no exploration of remediation from the 

point of view of those undergoing the process. The purpose of this project is to 

help assess remediation in postgraduate family medicine education at a large 

residency program in Canada. (University of Toronto) 

What will happen to the data? 

A research assistant will transcribe the recorded interviews verbatim and 

then de-identify all the transcripts. Several of the researchers, who are not 

involved directly in University of Toronto DFCM, will read the transcripts and 

extract themes.  Then several of the Researchers will look at the extracted de-

identified themes and will come to a consensus about the meanings of the themes 

identified; this will be done in person with the researchers gathering to perform 

the analysis, arrive at consensus, and maintain evidence of the process.  

• How the community will benefit: 

• The results of this study will inform any revisions of the remediation process for 

the department and university 

Key questions:  

• Tell us about your current practice 

o Probe: (solo/ group, practice setting, focused practice vs comprehensive 

care) 

• Tell us about your experience with Remediation during your residency 

o Probe 1:  What is your understanding of why you were asked to 

participate in remediation? 
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o Probe 2: Did you feel supported during your remediation? Probe: If so by 

whom? (program, mentor, Family etc.), in what way? f not, why not 

o Probe 3: What were the most helpful parts? What were least helpful parts? 

•  Today when you reflect back on your remediation period, what are your 

thoughts? (Have your perceptions changed over the years?) 

• What advice would you have for the program if any regarding how to improve the 

remediation process? 

• Is there anything else you would like to tell us that we have not asked? 

Closing question:  

• What advice would you have for the program to improve the process? 

Summary: 

• Summary of answers and discussion items from above. 

• Is there anything else you would like to tell us that we have not asked? 

Additional optional probes: 

• What were your feelings about the remediation?  

o Why did you feel this way about remediation? 

• Do you think the remediation was useful?  

o Why? 

o In what way?  

• Do you think the way remediation was triggered/started was useful?  

o Why? 

o In what way?  

• Do you think the way the remediation was structured was useful?  

o Why? 

o In what way?  

• Do you think the remediation tutors interacted with you was useful?  

o Why? 

o In what way?  

• Do you think the remediation assessments were useful?  

o Why? 

o In what way?  

• Do you think the remediation was harmful? 

o Why? 

o In what way? 

• What aspects of the remediation was the most harmful? 

o Why? 

o In what way? 
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APPENDIX II-Example of step two and three of analysis – initial noting and 

developing emergent themes. (Extract from Case #4: Pavneet) 

LEGEND and 

EMERGENT 

THEMES 

TEXT interview #4(Pavneet) EXPLORATORY 

COMMENTS 

Remediation phase 

 176: But at the time, how did you feel about it?  

Felt very upset, 

ashamed. 

Felt her self-esteem 

was hurt. 

Felt incompetent and 

shaky in front of the 

preceptor 

Those feelings were 

adding more stress, 

they were not helping 

to improve. 

Relieved by the 

kindness and 

supporting attitude of 

the staff. 

 

178: I was very upset, to be honest with you.  I 

was obviously, I feel ashamed.  I was 

upset.  My self-esteem was … it got 

hurt.  I was feeling incompetent.  Why 

this one?  And, I don’t want to share 

with anything.  So that was kind of hard 

for me, and at some point, I thought 

okay what happens if I lose my 

residency.  So, these types of things, 

these types of thoughts were coming to 

my mind, and they were adding stress 

on me.  These things were not helping 

me.  These were making me all shaky in 

front of my preceptor, okay,okay, I’m 

the one who’s incompetent, not the 

preceptor who’d be  judging me.  And 

that was quite stressful for me.  Luckily, 

that preceptor that I was assigned, they 

were really nice, they supported me a 

lot.  I am so thankful to them. 

Very stressed and 

impacted by the 

remediation need 

diagnosis. 

 

Adding more 

stress, but 

relieved by the 

supporting 

attitude of staff. 

 190: How did they support you; would you 

remember? 

 

Felt helpful support 

done to boost self-

esteem and 

confidence. 

Relieved by the 

kindness and 

supporting attitude of 

the staff. 

192: I remember because they boosted my self-

esteem.  They tried to reinforce my 

confidence.  For example, if I did 

something right, they appreciated me a 

lot.  They provided my opportunity to 

talk with patients.  conferences, like 

some drugs are coming. and that helped 

me a lot. 

Support given in 

form of extra 

time, new try in 

talking to 

patients. 

Allowing 

conversations 

with drug 

representants. 
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APPENDIX IIIA- Step four of analysis: Resume of Intra-cases analysis 

Table: Intra-case Analysis Interview #1 

“CHECKED BOX”- “Poisoning the well” 

         REMEDIATION: MEDICAL EDUCATION PROFESSIONALISM: 

BILATERAL EQUATION, UNBALANCED POWER 

SUPER 

THEME 

I 

Pre-remediation phase: Living negative first contacts and ongoing 

cycles of negativity- personality conflicts  

T
H

E
M

E
S

 1
 1.1 Expressing the residency group anxiety about mastering family 

medicine: created vulnerability. 

1.2 Internalizing feeling of being behind peer standards: transparency 

generating personality conflict. 

1.3 Living performance pressure stress: contributing to depression. 

1.4 Feeling of failing at something while giving one’s best: disappointment 

SUPER 

THEME 

II 

Remediation phase: Remediation as a hopeful strategy to overcome 

conflicts. 

  
T

H
E

M
E

S
 2

 2.1 Self-motivated with supportive staff: relieved in overcoming some 

conflict issues. 

2.2 Torn between medical practice desires and social/emotional support 

needs. 

2.3 Felt lack of support: opting for non-disclosure of mental health issues. 

SUPER-

THEME 

III 

Post-remediation period: Results of remediation felt to be less than 

expected.  

T
H

E
M

E
S

 3
 3.1Communications skills with patients and staff: coming from 

acknowledging issue to intrenched personality conflict with preceptor. 

3.2 Disputed criteria to evaluate his communications issues with preceptors: 

undermining positive effects of remediation. 

3.3 Feeling of concealed anger, unluckiness, unfairness and misfortune: 

negative overall feeling about process and effect of remediation. 

SUPER 

THEME 

IV 

Post-residency period: Toll of remediation and being remediated on 

practice. 

 

4.1 Unexpected consequences of remediation on licensure and early 

medical career: re-experiencing self-confidence issues. 
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4.2 Unidentified specific medical training needs and desires: medical 

training expectations perceived as not helped by remediation. 

4.3 Distrust in disclosing failures, valuing of false over confidence and 

missed opportunity for rural residency: toll of mismanaged remediation. 

 

Table: Intra- case Analysis Interview #2 

“WOUNDED HEALER” 

“Slow the train or die…Once it’s over, it’s the most precious thing that I have” 

  SUBSTANCE ABUSE DISORDER IN MEDICAL EDUCATION AND 

REMEDIATION: IMPOSTOR SYNDROME 

SUPER 

THEME 

I 

Pre-remediation phase: The impostor syndrome. 

  
  
T

H
E

M
E

S
  
1

 

1.1 Initiating residency with low self-esteem and self-confidence: 

uneasiness about career choice and its responsibilities. 

1.2 Developing substance abuse disorder as a way to cope: awareness of not 

being ready to be a practitioner. 

1.3 Living with his flaws and addiction: spiral of false beliefs. 

SUPER 

THEME 

II 

Remediation phase: Acknowledging flaws to heal. 

  
  
T

H
E

M
E

S
  
2

 2.1 Having clinical, time and professionalism management issues. 

2.2 Fear of disclosing substance abuse: repeated leaves of absence and 

unsuccessful re-entries. 

2.3 Unveiling addiction: initiating journey to recovery and successful 

residency. 

SUPER-

THEME 

III 

Post-remediation phase: Giving meaning to medical practice. 

T
H

E
M

E
S

  
3

 

3.1 Gaining control over life: from pain to euphoria. 

3.2 Acknowledging the help received from the program and greeting 

opportunity for debrief. 

3.3 Financial issues: a supporting factor determining for success or 

failure. 

3.4 Developing sensibility and compassion: orienting career toward mental 

health and addiction care. 
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SUPER 

THEME 

IV 

Post-residency period: Need to share and transcend his story 

positively. 
  
 T

H
E

M
E

S
  
4

 

4.1 Praising residency and remediation tools; willingness to contribute for 

improvement and share experience. 

4.2 External support resources: unveiling need for neutral peer-support 

groups. 

4.3 Transforming burdens into breakthroughs: developing interest in  

academy. 

 

Table: Intra-Case Analysis Interview #3  

“CAUGHT IN A “HAZE”- “Stealing everything from me”  

 REMEDIATION: MEDICAL EDUCATION CULTURAL COMPETENCY: 

BILATERAL EQUATION, UNBALANCED POWER 

SUPER 

THEMES I 

Pre-residency period: Integrating family of origin desire to own’s 

desire. 

 

THEME 1 1.1 Determined to meaningfully integrate her identity as an immigrant, 

mother and medical practitioner. 

SUPER 

THEME II 

Pre-remediation period: Feeling ingrained respect of authority, 

acknowledging superior’s evaluation and making changes to 

improve. 

T
H

E
M

E
S

  
2
 

2.1 Unawareness of her clinical weaknesses due to lack of realistic 

feedback: Surprised and shocked with recommendation for 

remediation.                      

2.2 Impact of non-disclosure of program’s criteria and expectations: 

sensation of losing control over her life. 

2.3 Impact of unresponsive evaluation and decision process between 

staff and resident.                    

2.4 Impact of continuous erroneous identification of her as an 

international medical graduate: disrespectful and aggressive 

communication from preceptor.              

SUPER-

THEME III 

Remediation period: Uncovering positive and negative coping 

strategies 

S

S
U

B
-

T
H

E
M

E
S

 

3
 

3.1 Issues of isolation and trust: fear of disclosure overcome by 

genuine and supportive relationships with peers and staff. 
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3.2 Negative effects of remediation on her physical, mental and 

maternal health: superimposed stress that may have contribute to 

miscarriage. 

3.3 Awareness of benefits of remediation program: improvement of 

clinical skills due to extra time, one-to-one tutoring and wellness 

program. 

SUPER 

THEME IV 

Post-remediation period: Developing criticism 

 

S
U

B
-

T
H

E
M

E
S

  4.1 Felt benefit after the program 

4.2 Lack of larger awareness of the contingencies of the program 

SUPER 

THEME V 

Post-residency period: Feeling integrated 

 

S
U

B
-

T
H

E
M

E
S

  

5.1 Achieved happiness when feeling integrated in Canadian medical 

culture.                                

5.2 Constructive criticism on her lived experience: reflecting on 

 own’s, peer supervisors and supervised residents experience. 

 

Table: Intra-Case Analysis Interview #4  

“Opening eyes on broader views- Learning to drive safely through Canadian 

medical culture”-  

MEDICAL EDUCATION CULTURAL COMPETENCY: PREVENTION OF 

REMEDIATION IN INTERNATIONAL MEDICAL GRADUATES 

SUPER 

THEME I 

Pre-residency period 

THEME1 Following mother’s profession and studying equivalency exams 

at home: protected but unprepared for Canadian working 

culture. 

S
U

B
-

T
H

E
M

E
S

 1.1Studying in a homebound setting: positive feeling of over 

achievement. 

1.2 Few previous contacts with external and professional 

environment in Canada: acknowledged toll of naivety. 

SUPER 

THEME II 

Pre-remediation period 
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THEME2 Adaptation to Canadian medical work environment:  a daily 

stressing life challenge 
S

U
B

-T
H

E
M

E
S

 2.1 Communicating in English: from knowing language to properly 

articulating thoughts and having meaningful interrelations.                  

2.2 Going to work: overwhelmed by the stress of staying safe and 

alive on the road. 

2.3 Learning Canadian medical culture: deeper comprehensiveness 

of interviews and medical care. 

2.4 Acknowledging the shallowness of her evaluations: assuming all 

responsibility for being appointed to remediation.                                

SUPER-

THEME III 

Remediation period 

THEME3 Remembering mother-child interaction 

S
U

B
-T

H
E

M
E

S
 

3.1 Sense of loss of self-esteem: an added stress. 

3.2 Bait and switch awakening strategies: upsetting first. 

3.3 Importance of supportive staff:  need of mentoring out of the 

clinical encounter setting. 

3.4 Sensing burden over preceptor: hardness in the interaction 

eventually beneficial. 

SUPER 

THEME IV 

Post-remediation phase 

THEME 4 Fair treatment: suggestion for improvement in residency to 

prevent remediation. 

S
U

B
-T

H
E

M
E

S
 

4.1 Longer residency and more electives: more time to absorb and 

exploring more specific interests.                                

4.2 Preventing remediation in medical international graduates: 

specific wellness program during residency. 

4.3 Observership: source of mentorship in international medical 

graduates. 

SUPER 

THEME V 

Post-residency phase 

THEME5 Gratitude 

S
U

B

-

T
H

E
M

E
S

 5.1 Fulfilled happiness practicing where living 

5.2 Medical practice as a lifelong learning process 
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Table:  Intra-Case Analysis Interview #5 

“Never two without three: self-assertiveness as a family affair” 

MEDICAL EDUCATION: FROM DESIRE FOR NOBILITY AND 

FLUIDITY TO ASSERTIVENESS AND PROFESSIONALISM. 

SUPER 

THEME I 

Pre-residency period 

THEME 1 Family medicine as a personal evolutive track. 

S
U

B
-T

H
E

M
E

S
 1.1 Choosing medicine over music as a professional choice: gratitude, 

desire for nobility and to help peers with similar existential issues 

because of help received from hometown’s family practice as a 

teenager. 

1.2 Preparation for return in solo practice in own birth town: international 

and multi-site learning experience. 

SUPER 

THEME II 

Pre-remediation period 

THEME 2 Balancing self-care, leisure and acquisition of knowledge and 

responsibility. 

S
U

B
-T

H
E

M
E

S
 

2.1 Priorizing self-care and leisure: felt residency as easier than 

expected. 

2.2 Residency training in city felt as easier than graduation training in 

smaller setting: relying on experts. 

2.3 Appointed to remediation for lack of dedication to self- studying: 

felt personally as a hidden lack of readiness, assertiveness and 

emotional maturity. 

2.4 Accepting remediation: felt as a good opportunity to deepen 

preparedness for responsibility and maturity.                            

SUPER-

THEME 

III 

Remediation period 

THEME 3 Conscientizing remediation process through qualitative research 

interview 

S
U

B
-T

H
E

M
E

S
 

3.1 Sense of hurt of pride: recognizing some unreadiness to solo 

practice. 

3.2 Emotional immaturity hidden behind appearance of self-confidence: 

strengthened through objective self-learning acquisition tools. 

3.3 Conscious concealed disclosure of remediation status in the group: 

protecting pride but not allowing peer-support. 
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 3.4 Understanding better preceptors’ strategies and assessment through 

research interview: acknowledging subjective emotional support even if 

felt more helped by objective learning tools. 

SUPER 

THEME 

IV 

Post-remediation period 

THEME 4 Late indication to remediation: felt as a shocking event not being 

indicated to write final residency exams. 

S
U

B
-T

H
E

M
E

S
 

4.1 Being indicated to remediation late in the course of residency: felt 

need for earlier warnings by objective knowledge and emotional 

assessments through residency.                         

4.2 Performance of confidence: acknowledging help received, 

recognizing the difficult equation of resources for remediation and 

suggesting implement objective knowledge evaluation during residency 

as well as subjective emotional ones. 

SUPER 

THEME V 

Post-residency phase 

THEME 5 Security of acquired status and solo practice: looking objectively 

and openly to lessons provided by remediation. 

 S
U

B
-T

H
E

M
E

S
  
  
  
  
  
  
  
  
  
  
  

5.1 Positive overall evaluation of remediation:  gradual clearing of an 

initial uneasy feeling about disclosing reasons for remediation in the 

immediate post-residency period. 

5.2 Valorizing the importance of double-checking sources of medical 

information in solo practice: tool used critically in actual practice. 

5.3 Arising questions about the appointment of her and her brotherhood 

to remediation in different family medicine programs: priorizing self-

understanding and preceptors’ assessments over parents’ ones.    

5.4 Role of parenting in the choice of family medicine: being over 

enthusiast about children geniality and existence of a cultural family 

issue with self-assertiveness. 

 

Table: Intra-Case Analysis Interview #6 

“Verticality of a certain age and different province of origin: standing for one 

self while meeting communication and professionalism standards” 

MEDICAL EDUCATION: ASSUMING LATE LIFE MEDICAL STUDIES: 

THE CHALLENGE OF CREATING A SATISFYING HUMANIST MEDICAL 

IDENTITY. 
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SUPER 

THEME I 

Pre-residency period 

THEME 1 Family medicine: a challenge between individuality, 

comprehensiveness and longitudinality. 

S
U

B

-

T
H

E
M

E
S

 1.1 Be the best one she can be through medicine and its role models. 

1.2 Wanting to be prepared for a comprehensive practice in a family 

medicine group in her province of origin. 

SUPER 

THEME II 

Pre-remediation period: 

 Choosing rural family medicine: facing internal and external 

personality challenges. 

S
U

B
-T

H
E

M
E

S
 

2.1 Lack of assertiveness in rural residency site choice: clashes 

between program structure and her learning style and needs. 

2.2 Lack of confidence and understanding of the skills to acquire in 

family medicine. 

2.3 Direct style of communication leading to cultural and personal 

conflicts with rural site and program direction. 

2.4 High expectations toward role models and program structure: 

disappointment and low insights on one’s own limitations. 

2.5 Discrepancy between first- and second-year evaluation: creating 

distrust, self-protective attitude and feelings of passive-aggressive 

reactions from the program direction. 

SUPER-

THEME III 

Remediation period 

THEME 3 Clash between general residency and remediation program and 

between learning sites. 

S
U

B
-T

H
E

M
E

S
 

3.1 Critical to the failing diagnostic and putting forward the support 

of her own complex educational needs. 

3.2 Lack of continuity and fragmentation of remediation program: 

burden felt as prejudicial. 

3.3 Ingrained distrust and hostility: developing a sensation of 

incongruency, intimidation, threatening which lead to seek for 

hierarchic and legal protection. 

3.4 Angriness and reactivity toward program content leading to 

second period of remediation; felt better of learning from self-

organized elective rotations. 
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3.5 Self-supporting herself through remediation and residency: 

refusing program aids. 

SUPER 

THEME IV 

Post-remediation period 

THEME 4 Negative evaluation of her experience of the remediation 

program: high reactivity and failing to create a satisfying and 

strong medical identity. 

S
U

B
-T

H
E

M
E

S
 

4.1 Felt remediation as a punishment for expressing her needs: 

experienced projected feelings of rudeness, hatred, condescendence 

and exclusion. 

4.2 Felt no support to her specific needs: witnessed 

unprofessionalism from whom she expected role model. 

4.3 Expectations of being treated according to her age and 

experience: less prone to accept what she considered as unacceptable. 

4.4 Felt supported by preceptors who acknowledged her progress and 

who were supportive but not much by younger doctors or residents. 

SUPER 

THEME V 

Post-residency period 

THEME V Lasting impact of remediation experience: felt damaging on her 

medical identity construction. 

S
U

B
-T

H
E

M
E

S
 

5.1 Figured difficulty of residency and remediation after going back 

to her province of origin: negative and damaging impact of 

remediation. 

5.2 Initial lack of confidence and acknowledging flaws in 

communications that needed to be improved: sensation of 

degradation and of being failed on personal grounds behind 

professionalism arguments. 

5.3 Stigmatizing effect of remediation: against prolonged duration of 

residency and low-stimulating rural site, favorizing problem-based 

and clinical learning tools. 

5.4 Felt no improvement in her oral evaluation performance: no 

recognition of her performance on written exams. 

5.5 Passed through inefficacious decision revision process: suggest 

implementing real neutral instance that review program and hierarchy 

decisions. 
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APPENDIX III- Example of the second part of the Step 4 of the analysis. Case #3, Asma, 

Remediation Period. 

III - Remediation period 

3. Experiencing positive and negative coping strategies 

3.1 Issues of isolation and trust: fear of disclosure overcome by genuine and 

supportive relationships with peers and staff. 

Unawareness of peers 

going through the same 

process 

395 

400 

           “Although I don’t know 

anybody, maybe because it’s 

so confidential they don’t 

disclose.” “I never got to meet 

anybody who went through 

remediation before me.” 

Trust and isolation   

concerns. 

Overcome by supportive 

peers  

Sensation of lying when 

omitting 

 

405            “No, I didn’t feel isolated.  I 

mean, I was well supported.  

The only thing I would say that 

I was feeling a bit shy or 

hesitated to disclose that 

information to my friends, like 

when they were asking me, 

why are you doing so family 

medicine rotations, or, why are 

you in family medicine block 

for so long, or blah blah blah.  

Only couple of my friends, I 

told them, like, very close 

friends, I told that because I’m 

going through remediation, 

that’s why.  But other people I 

could not, like, I was always 

feeling hesitated.  At the same 

time, I was feeling like, oh 

maybe I’m lying to them” 

3.2 Negative effects of remediation on her physical, mental and maternal 

health: superimposed stress that may have contribute to miscarriage. 

Happiness related to 

pregnancy 

152           “So, I was actually happy.  

Also, and in January, I also 

found out that I was pregnant 

”“So overall, I was very 

happy.” 
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Appendix IV Second part of the fifth step of the temporal super-ordinate themes’ 

analysis. Pre-residency period; later included in the pre-remediation period).  

 

FOCUS ON PRE-RESIDENCY (professional identity pre-formation) 

 

Need for professional achievement build into family’s identity 

 

#3 ASMA: achieving family’s desire into her own desire through medicine. 

“So, I think from the very beginning of my life, I was really convinced by my 

parents that I have to be a doctor… I was determined. I did medicine back home, 

so I have to do be in the medical field.” (Lines: 51-53). 

 

#4 PAVNEET: following mother’s steps: achieving medicine licensing studies at home.  

“My mother is a doctor, so I was influenced by her…. “I took all the Canadian 

 exams. And again, I studied at home, I did not join any kind of training school or 

 preparation school” (Lines: 33-35).  

 

Need for professional achievement build into own’s identity. 

 

#5 CATHERINE: achieving desire of nobility through medicine. 

          “I first realized I wanted to be a doctor when I was probably in Grade 9, Grade 10, 

junior high.  That was because of, I guess, a personal experience with my family 

doctor, and other doctors that work as family doctors in a walk-in setting where I 

felt my previous aspirations were, I guess, not noble enough.  I was really thankful 

for their help, and I decided that I wanted to do something similar for patients in 

the future who might possibly be in the same situation” (Lines:34-39). 

 

#6 MIMI: achieving to be the best she could be through reorientation into 

medicine. 

 “I wanted something that would challenge me to be the best person I could 

be and in which I would meet people who were I thought already the best people 

they could be.  So, I wanted role models as well.  And to me, this was the 

profession that offered me that the most of all the ones I looked at, that I could 

do” (Lines:45-50). 

 

Seeking preparedness far from origins and integrating a new culture. 

 

#3 ASMA: integrating identity as a mother, immigrant and physician.  

“I was determined […] Few people, few IMGs get into that process to practice 

 medicine in Canada […] and with family, again, it’s really difficult […] And that 

 actually, made me think that I will, I’ll would be able to do it if I tried hard.” (Lines 

 63-79). 
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#4 PAVNEET:  integrating into Canadian medical and work culture. 

“…but again, because I was totally housebound before my residency, I did 

not do any kind of odd job.  I was with my kids.  My husband was doing the job so 

I was quite naive with the outside environment” (Lines:48-50). 

 

Seeking preparedness far from origins and coming back to origins. 

 

# 5 CATHERINE: 

“I’m currently in a solo practice in an urban setting, specifically [city] where I 

 grew up.  Yeah, I’m back home basically […]in a small town, you were forced to  

learn everything, so even as a family medicine rotation in a small town, I was doing 

 tons and tons of management of opiate addictions, and joint infections, and things 

 like that, that I’m no longer comfortable in the urban setting (Lines: 12;61-64). 

 

#6 MIMI: for group practice. 

“The second year it was what they called a longitudinal program which I 

was looking forward to.  Because of the way I learn, as I was saying, doing half a 

day of family medicine a week, I wasn’t learning.  And doing Emergency all in 

one block, I wasn’t learning.  Because then I did it that one month and then I 

never saw it again.  And I knew I was going to have to do Emergency when I came 

to my new site, where I’m working now.  So, I was very nervous.  And with this 

longitudinal program it meant that I would be in Emergency one day a week all 

through the year, and I would be doing two days of family medicine every week all 

through the year.  And I thought, this is great, this is how I’m going to be 

practicing in the future” (Lines:310-318). 

          “I work as a GP in [deleted]…so they’re family medicine groups, similar to the 

groups in Ontario, I guess” (Lines:15-16). 
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