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concern at numbers leaving. While faculty development is often seen as part of the
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development opportunities. Lack of motivation may be linked to what might be called

development to gain further insights into: how professional identity may develop;
individuals' accompanying emotional responses to perceived identity change; and
consideration of the accompanying temporal dimensions. Drawing on new materialist
sociology, we explore medical educator identity formation in terms of an affective
flow that places the individual within a constantly shifting assemblage of psychologi-
cal, emotional and social relations.

Method: We interviewed 20 medical educators at various career stages, with differ-
ing strengths of medical educator self-identity. Using an adapted transition model as
a basis for understanding the emotions experienced by those undergoing identity
transitions, we explore the process that, for some medical educators, appears to lead
to decreased motivation, ambiguous identity and disengagement, but for others
results in renewed energy, a stronger and more stable professional identity and
increased interest and engagement.

Results: By more effectively illustrating the emotional impact of the transition pro-
cess leading to a more stable educator identity, we show that some individuals, espe-
cially where the change was not sought or welcomed, express their uncertainty and
distress through low mood, resistance and an attempt to minimise the significance of
undertaking or increasing teaching duties.

Discussion: Understanding the emotional and developmental phases of the transition
to medical educator identity has several key implications for faculty development.
Faculty development approaches should be alert to the individual educator's stage of
transition since this will affect that individual's readiness to accept and respond to
guidance, information and support. A renewed emphasis on early educational

approaches that will support the transformational and reflective learning of the
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individual is needed, while traditional approaches emphasising skills and knowledge

may be more useful in the later stages. Further testing of the transition model and its

applicability to identity development in medical education is indicated.

1 | INTRODUCTION

While many healthcare educators enjoy long, happy and successful
careers, concern has grown that fewer individuals are entering med-
ical academia®? and still others are leaving to return to clinical prac-
tice.®>* The systemic reasons behind this attrition have been well
rehearsed, including workplace cultures that prioritise clinical service
and academic research above teaching,® unclear career pathways,®
workplace inequities,” lack of institutional support® and faculty
development approaches that fail to support educator identity
formation.”

However, many challenges appear to be personal and individual.
For example, Sethi et al argue that constantly negotiating the multiple
tensions involved in developing and maintaining an educator career
may ‘lead to detachment, cynicism and a weak sense of identity
among healthcare educators’.? It is also suggested that ‘navigating
and overcoming these tensions’ requires a major transition on the part
of the individual—a ‘leap’ towards a more stable educator identity
that many find difficult to negotiate.1®!

Recent research on educator development has focused on ‘iden-
tity formation’—the need for individuals to (re)construct and develop
a new understanding of their professional identity that incorporates
the educator role into their primary clinical identity.?? Establishing a
professional identity as an educator is linked to increased commit-

t, 1% greater role satisfaction,'*

ment to personal and skills developmen
increased well-being and a decrease in feelings of impostorism®® and
a positive impact on teacher effectiveness.'®

Educator identity formation is theorised in different ways, draw-
ing respectively on literature rooted, along Westernised disciplinary
lines, in sociological or psychological theory.>”"*® Some scholars view

identity formation as fragmentary, multiple and always contingent,'?

others view it as a linear progression towards a specific identity,?%?!
while still others see it as a process of socialisation that is influenced
by how an individual experiences their relationship within a profes-
sional community.2?2 Nevertheless, the concept of identity develop-
ment, however theorised, invariably contains a temporal component:
the notion of development necessarily contains within itself a sense
of progression or trajectory—the idea that the individual is continu-
ously becoming something other than what they are at present.?324

In this paper, we emphasise the importance of the emotional
response to assuming (either fully, or in part) a medical educator ‘iden-
tity’. In addition, we consider the temporal dimensions of moving in
(and out) of a medical educator identity. Our theoretical position
draws on new materialist sociology.?> From an ontological and episte-
mological perspective, we see identity as describing a process: a way
of knowing and being ourselves. Identity is not limited to singular cat-

egories (human, woman, doctor, medical educator); rather, identity, or

the identities that we occupy, has fluid boundaries that are temporar-
ily constructed through everyday material-discursive practices
(through our interactions and exchanges within the real-world con-
texts that we inhabit). Like other ‘identities’, medical educator identity
is a material (in that it has physical properties and affects) and social
construct with which individuals or groups may (or may not) engage.
Similarly, with respect to emotions, while we acknowledge the impor-
tance of understanding the embodied, lived experience of emotion
from the perspective of individuals and groups and the role of emo-
tion ‘work’,2¢ theoretically, in this paper, we unhitch emotions from
their corporeal or cultural associations and consider them indepen-
dently, as ‘matter’, in terms of their ‘affect’ within the relationship
(or assemblage) of ‘things’ (actors, social and cultural ideas, rules, arte-
facts). Our position is that emotions have material effects, and this
has implications for perpetuating or disrupting well-trodden ‘normal-
ised” ways of ‘thinking and doing’. Finally, we regard temporality as
an inherent and unproblematised aspect of any ‘process’, which (like
emotions) is underplayed within the medical education literature.
Mostly theorised from within the phenomenological school of thought
(see, e.g. the work of Sundberg et al?”) from our new materialist per-
spective, we consider time in terms of ‘affective flow’?8: in terms of
how assemblages of things (‘matter’—such as actors, rules and arte-
facts) are involved in ongoing, relentless, social production. Our posi-
tion here aligns with and draws on theories discussed elsewhere in
medical education, including actor-network theory?? and cultural his-
torical activity theory.*°

To describe the relationship between medical educator identity,
emotion and time, we draw on ideas associated traditionally with the
field of psychology: transition theory. Within the context of this
paper, we treat transition theory as a mid-range theory.3! Unlike
broader, more abstract ‘grand theory’ (e.g. new materialism), mid-
range theory is more local and applied: a theory that can be used as a
heuristic framework and applied to a particular phenomenon. Addi-
tionally, mid-range theories might be tested empirically using (in this
case, social science) methodologies. As such, transition theory, in
addressing how individuals respond to their social and material con-
texts, to changing relationships, routines, assumptions and roles, pro-
vides useful conceptual insights that can assist the exploration of
‘trajectories’ in relation to ‘taking on’ a professional identity.>2

To illustrate the value of transition theory in highlighting the
importance of the emotional aspects of the medical educator journey,
we draw on a study undertaken in the United Kingdom in 2018. The
aim of the study was to explore the development of the medical edu-
cator from the perspective of those at various stages in their medical
education career. These included early career medical educators,
senior medical educators and those who have opted out of the medi-

cal educator role.
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2 | METHOD

Ethical permission for the study was granted by the Peninsula Medical
School Faculty Research Ethics Committee (ref 17/18-874) and
Cardiff University School of Medicine Research Ethics Committee (ref
18/30).

Because we wanted to explore the process of professional iden-
tity development among educators, leaving the question of what they
understood ‘identity’ to mean to the participants themselves, a quali-
tative design was used. Participants were encouraged to discuss their
ideas and experiences in their own words. We aimed to recruit UK-
based practising educators to exclude, as far as possible, systems-
based effects such as different employment conditions.

Initial recruitment was through social media communications con-
taining a link to a short online survey, which was sent out via our own
social media networks (personal Twitter accounts @greyliterature and
@traceloader) with a request to retweet, and also from the UK-based
Academy of Medical Educators account (@medicaleducator, with
14 000 followers) between 26 February and 15 July 2018, giving us a
potential reach of tens of thousands of UK medical educators.

The recruitment survey introduced the qualitative study and our
request for a sample. The first two questions asked were, ‘would you
describe yourself as a medical educator’ and ‘what is your job title’?
We wanted to gather the views of a wide range of people actively

TABLE 1  Characteristics of study participants.

involved in the education of medical students, trainees and doctors,
including those who (i) would not describe themselves as medical edu-
cators; (ii) felt that it was a weak or developing part of their profes-
sional identity; and (iii) strongly identified as medical educators. We
therefore also asked, ‘on a scale of 1-10, how far do you identify as a
medical educator’? We also asked those who said that they would
describe themselves as medical educators to disclose years of involve-
ment in medical education.

One hundred and forty responses to the recruitment survey were
received. All respondents indicated that they were actively involved in
the education of medical students, trainees and doctors. Of these,
80 expressed willingness to be interviewed. The majority of responses
(n = 79/140) came from those who did not describe themselves as
medical educators: But of these, only 19/79 left contact details so
that interviews could be arranged. The remaining 61/140 all left con-
tact details. These had been asked to indicate how long they had been
working in medical education. Using these data, we allocated respon-
dents into groups depending on the degree to which they identified
as medical educators with O = not at all and 10 = completely. We also
divided them according to their career stage: those who had been in
the field for up to 5 years (EARLY [EC]); those with 6-12 years' expe-
rience (MID CAREER [MC]); and those with more experience including
retired (LATE CAREER [LC]). Because we wanted to exclude possible
contextual effects of differing healthcare systems, 10 volunteers from

Stage of career based on years
since first teaching role

Early = <5

Mid = 6-12
Late = > 13

Participant Gender
Late
Late
Mid
Late
Mid
Mid
Mid
Late
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Early
Late
Late
Mid
Mid
Early
Mid
Mid
Late
Late
Early
Mid
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Declared self-identity as medical
educator (scale of 0-10)

0
10
0
10
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6-7
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outside the United Kingdom were excluded, leaving 23 EARLY,
17 MID and 30 LATE. Our final sample was purposively selected and
comprised 20 respondents (Table 1).

JB and TC conducted 20 hour-long, semi-structured telephone
interviews. The interviews took the form of a ‘conversation with a
purpose’ about each respondent's personal journey within the field of
medical education.>®> Our prompt question was: ‘Can you tell me
about your career as a medical educator?’ As participants talked about
their careers, comments about medical educator identity were
probed.

All interviews were transcribed professionally. We first undertook
a thematic analysis, double-coding the interview transcripts and dis-
cussing the data and codes in detail. In this way, we familiarised our-
selves with the data, developing around 230 themes and codes in a
process that Terry et al describe as ‘Big Q TA’, in which ‘analysis
becomes a creative rather than technical process, a result of the
researcher's engagement with the dataset and the application of their
analytic skills and experiences, and personal and conceptual stand-
points’.34 Early in the process, we began to appreciate that each inter-
view represented a coherent and distinct narrative that our coding
was not fully able to reflect, so we went on to undertake a detailed
analysis of each participant's ‘journey’, plotting their development,
noting temporal factors—significant events, emotions, threshold
moments, choices and career trajectories—and comparing these ana-
lytically. This iterative approach to exploring affect and ‘affective

FIGURE 1

flow’ and relating it to development over time gave rise to our inter-
pretation of the data in terms of individual progress between phases
of identity transition. (For an insight into the process, see Figure 1.)
Because the applicability of the transition model was identified during
the process of our working and reworking of the thematic clusters fol-
lowing initial analysis, we present combined findings and discussion in
the next section.

3 | TRANSITION THEORY

Transition theory emerged in the 1970s as a new conceptual field that
attempted to integrate, explore and develop previous approaches to
understanding and assisting psychosocial adjustment to grief and
loss.2>3¢ However, it has since been shown to have wider applica-
tions, including clinical practice, social work, occupational therapy,
leadership, education and career development.®” Adopting a mid-
range theoretical approach®? focusing on the practical application of
the ideas rather than the philosophical aspects, recent research into
transition theory has shown that it can be usefully applied to the
study of the process in which healthcare educators move from a pri-
mary professional identity (such as nurse, dentist or doctor) to a new,
integrated identity where the educator and clinical/academic identi-
ties are held in satisfactory equipoise.***®3? The process of moving
from primary professional identity, through a series of changes,

2¢er?)
< H3 - Traonng Cuame:
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Image showing research notes and temporal mapping undertaken by authors (anonymised).
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towards a more stable integrated self-identity may not be linear or
involve significant stress to the individual; and it is certainly not

t’40

permanent,”™ but it does involve a temporal progression against which

healthcare educator career trajectories can be theorised.**

Hopson and Adams,** expanding on Kiibler-Ross's work,*?

pro-
posed a model representing the emotional effects of the transition
phases involved in ‘experiencing a disruption, acknowledging its real-
ity, testing oneself, understanding oneself and incorporating changes
in one's behaviour’*! (p. 13). They stressed that it should be seen as
cyclical, emphasising that individuals rarely move neatly from phase to
phase, with some never getting past the first stages and others hin-
dered in their progression and cast back to earlier phases by sudden
setbacks. Subsequently, Williams*® applied the model to career
change. We have adapted this model further to reflect the current
state of the literature around the move to a more stable healthcare
educator identity (Figure 2).

Most scholars report a dip in mood during transitions; this is to be
expected, since all transitions involve some degree of loss, uncertainty
and stress, even where the change provoking the transitional process
was desired, such as a career promotion. Figure 2 shows this graphi-
cally, where the line of transition dips into negative well-being. Our
interviewees, describing their career trajectories in medical education,

offered substantial support for this interpretation.

3.1 | Phase 1: Excitement or Shock/Denial

Starting at the Y axis, individuals find themselves faced with a signifi-
cant change or trigger event: in the case of participants, they started a
new teaching role or significantly increased their educator responsibil-
ities. If a change is unwelcome (lower dashed line), individuals may

Wellbeing First Provisional Inner
teaching adjustment contradictions
post
Change (ending) -> Neutral zone
Positive

2. Honeymoon

3. Uncertainty,

feel overwhelmed and even unable to accept their new situation
(phase 1). Many of our interviewees reported that they had not ini-
tially sought medical education careers, or that where they had, the
job-seeking and induction processes had been difficult. While excite-
ment and euphoria often follow a desired change, for most of our
respondents, even those with high educator identity scores, their

chief reaction appeared to be disappointment and stress:

I'd got to this stage and | just felt I'd fallen back down
the ladder like snakes and ladders, fallen down the
snake. Participant D (10, LC)

| took it because | couldn't afford not to have the
money, or not to have the gap on my CV and to be out
of it altogether. Participant G (7, MC)

And so it was an uncomfortable time. Participant B
(10, LC)

Well as | said to them in my interview when they go
‘Why this job, why now?’ and | was like | can't stand
the thought of the wheels coming now after every-
thing everybody's done. And it wasn't a particularly
good time for me personally. Participant O (8, MC)

Transition theory suggests that individuals experiencing an
unwelcome or difficult change are likely to attempt to deny, minimise
or trivialise it in an effort to adapt their new circumstances to their
internal mood. Some of our respondents with low educator identity
scores were indeed disparaging of medical education, with a linked
suggestion that it was not worth the effort:

Inner crisis Re-construction

> New beginning

7. Internalisation

1. Excitement loss of 6. Search for
Primary identity confidence, meaning Modified identity
disappointment (e.g. clinical lecturer)
(e:g:junioridoctor) SR\ YT e R L N e B e e e B S SR S SR
5. Testing
i Loss of motivation,
i A partial recovery
S i < e WIS
Negative i 4. Recognition § == Letting go,
7 ! of realit ; i “
(1. Shock/denial) : Y i ~cmn gultting
Time

FIGURE 2

Hopson and Adams's seven phases of transition applied to educator identity development*? (modified).
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There's a lot of people within medicine do teaching for a [...] meeting or something like that, and that can
because it's easy, | don't have to put much effort into be quite stressful, | do have those moments of oh my
it, and | can skive, and I'll get time for it. Participant A god why am | doing this to myself. Participant M
(0,LC) (10, MC)
| think teaching is a main part of all medicine. We all do
teaching but there's been a few snotty people who're 3.4 | Phase 4: Recognition of Reality
kind of ‘I've done a diploma’. Participant A (0, LC)

The theory proposes that phase 4 (recognition of reality) represents a
| think also a lot of the construction (sic) educational ‘crunch point’—the place, we hypothesise, where the previously
theory, so a lot of the stuff is [...] based on pseudosci- described ‘leap’ to medical education happens.*? Many participants
ence. Participant T (2-3, MC) reported a phase where the tension between clinical and educational

identities became almost overwhelming:

3.2 | Phase 2: Honeymoon I'm very much feeling that tension at the moment of

If the initial change is welcome, a period of euphoria (phase 2—honey-
moon) is likely, especially where the individual is happy to leave
behind an unwanted situation. As examples of this, two participants
described their early-career excitement, one looking forward and one

looking back:

| just saw the way other people were doing it and
could see myself doing that in a few years' time, it just
seemed really such a rewarding thing to do, to be able
to train others and pass on your information and your
wisdom to other people, | think that's really interesting.
Participant P (2-EC)

And | see a lot of the doctors in training coming in and
they're keen and they're interested; it's such a shame
for them that there isn't a big thing like we had with
the GMC and ‘Tomorrow's Doctors’ because that was
just the most fantastic time to be in medical education,
ever. It was just so fabulous, and it was life-changing
almost Participant D (10, LC)

3.3 | Phase 3: Uncertainty

Over time however, the realities begin to sink in for most (phase 3—
uncertainty, loss of confidence, disappointment). They become aware
that they need to adapt to new working conditions, relationships and
responsibilities. The limitations of their changed situation become evi-
dent. They may start to miss aspects of their past situation and social
grouping, especially where these were closely linked to their self-iden-
tity. A dip in mood is inevitable as the uncertainties and difficulties of

their new situation become clearer:

... sometimes if | need to be in several places at once,
or I've got a deadline coming up and deadlines always
seem to cluster, so there'll be a clinical thing and a PhD

thing, and maybe something that | need to get sorted

people saying well which one do you want to be, you
can't just have it all, and actually what I've been saying
is well actually | feel like | do want both parts of that
world, and that's not me being greedy, but | just don't
feel like, | can't give up education cos it feels the most
natural thing to me, but yeah you've claimed me for
near on 11 years so it would be a shame for me to
have to give up (clinical specialty) altogether. Partici-
pant P (2, EC)

In this phase, the individual is forced into either making a com-
mitment to the change process, or resisting it, risking loss of motiva-
tion or disengagement. Interviewees reported how they began to
achieve realistic acceptance of the educator role, leaving behind lin-
gering attachments to their previous (pre-transition) situation. As
the new reality was accepted, it became possible to look to the
future more optimistically and to see the genuine potential in the

new situation.

But yeah it is an interesting one isn't it, trying to strike
the balance and | think I've just about got it right at the
moment, but | can see how you end up doing 14 hours
every day for five or six days a week, but yeah I'm
good enough | think at striking a balance there. Partici-
pant F (8, MC)

| think just sheer bloody-mindedness meant that |
decided therefore | was going to make sure that this
was really successful and | was going to prove that
medical education was just as valuable as any other

direction within medicine. Participant M (9, MC)

3.5 | Phase 5: Testing
Those who successfully navigate phase 4 progress into phase 5 (test-
ing), where they start exploring new behaviours, skills and social

situations, metaphorically trying on the role of healthcare educator

B5UB017 SUOLULUIOD dAIES.D) 3|ced ddde U Ag pausenob afe saplie O (88N JO s3I 40y Afeid 17 8UIIUO AB]1M UO (SUONIPUCO-PUR-SLLBY WD A8 1M Ase1q 1B [UO//SANY) SUONIPUOD PUe Swid | 3L} 835 *[€202/50/G2] U0 AfeiqiTauliuo AB]IM IBLILBAOD AJqUisSY USPM AG ¥60ST NPSW/TTTT 0T/I0p/wod A3 1M Afeiq jpul|uo//sdiy Wwoiy papeojumoq ‘0 ‘€26259ET



BROWNE and COLLETT

to see how well they can make it fit. At this stage, the more
experienced educators reported undertaking courses and qualifica-
tions in education as a way of exploring the potential of their new

situation:

once I'd got it (PGCert Medical Education) | had this sort
of extra feather in my cap that said yes, yes, this person
is dedicated and they know a bit more than the other
doctors who do not have this. Participant Q (6-7, LC)

in my first couple of years | just went in, did the ses-
sion or taught students on the ward and that was that.
Whereas this qualification has helped me consider the
other aspects of education, for instance evaluation,
linking it to assessment, so actually what is the use of
this and how do you involve the students in that, and
obviously the theory and the different learning styles.
So this has branched out my thinking of education.
Participant N (8-EC)

During phase 5, individuals may still feel unsettled or irritable as
they harness the personal energy involved in the process, but their
interest and curiosity to explore their new position continues to fuel
their progress.

You've got to be committed and you've got to be pre-
sent if you're wanting to change and move things
on. ... | learnt to be rather assertive to actually build

what | wanted | suppose there. Participant B (10, LC)

() was a good strong classroom teacher, I'd done my
Cert Ed, [...] So | felt really that | knew what | was
doing educationally, and I'd done my masters as well to
sort of stretch it a bit. Participant D (10-LC)

3.6 | Phase 6: Search for Meaning
Phase 6 (search for meaning) is a more reflective phase where individ-
uals begin to make sense of and rationalise their experiences of

change.

So that's a large part of what actually drives me now in
education, it's how my effort can be magnified
and multiplied to help the most people, even though
they don't know that I'm helping them. Participant G
(7,LC)

a sort of incentive to keep myself up-to-date, to keep
myself keen, eager, looking for the best, er and to develop
myself, and also in order to help support the development
of the profession as a whole. | suppose you could
describe that as self-interest. Participant R (4-6 LC)

you have to take these sort of things seriously and do
these things properly, and that there are ways that are
demonstrably better than others, and you need to have
robust measures, it's something that's quite difficult to
get across, we're doing it this way cos we think it's
best, as opposed to why you need to do it this way.
Participant K (8 LC)

3.7 | Phase 7: Internalisation

Having been able to understand at a more cognitive level what the
change means in their lives, they are able to move to phase 7 (interna-
lisation) in which they incorporate these meanings into their self-

identity and behaviour.

And | think the other thing is about think through why
you're in it, why you're in the game; | know now from
lots of reflection and sort of find your why sort of
thing, I'm in education, and leadership, and all the stuff
| want to do, is cos | want to improve the health for

patients and communities. Participant D (10, LC)

4 | ‘GETTING STUCK’

However, some people become stuck at earlier phases, typically at
phase 4 (recognition of reality). These individuals struggle to leave
behind their previous clinical identity and status—a significant risk
within in healthcare education due to the previously described chal-
lenges involved'®—and they may never succeed in letting go
completely. Some risk quitting education entirely (Figure 2, lower
dashed line). Others may struggle on with low motivation and contin-
ued regrets, but in these cases their adaptation happens so slowly that
detachment, cynicism and a weak sense of identity remain problems
for them and inhibit their progress into phase 5 and beyond.? We
found that many of the mid/late career educators with weaker self-
identities were able to articulate why they found maintaining the jour-

ney towards transition so difficult:

So would | have liked to have done it if I'd had the chance,
I'm sure | would have, my concern is now what you're
actually able to do with it, and if you go through the effort
of doing it and then can't use it it's an utter waste of time
... And you're going to end up scunnered and feeling |
don't want to do anything. Participant A (0, LC)

| don't really want to be hooked into this, into kind of
all those processes that come with it really. Participant
T (2-3, MC)

| find now that I'm that much older the responsibility

weighs heavier cos | get all the really complicated stuff,
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but also | just can't hack it, | can't. And I'm just thinking
I'm too old for this. Participant Q (6-7, LC)

5 | THESIGNIFICANCE OF THE
TRANSITION MODEL FOR FACULTY
DEVELOPMENT

Continued attention has been paid to faculty development highlight-
ing the ongoing need for support at the level of the institutions of

10,19

medicine, education and medical education and providing insight

into various elements of running courses with respect to their over-
arching design, their content and processes of implementation.®?4344
Relatedly, significant work has explored the myriad ways in which
24911 angaging

in faculty development. Yet, while there is increasing acknowledge-

individuals are motivated towards®® or deterred from

ment of the importance of integrating the educator identity into one's
broader identity and attending more closely to the transition that
many faculty encounter,*"12 there is a continued emphasis on using
categorical measures against which to benchmark success*® along
with an over-simplification of the process of moving individuals from
non-educator to educator (as discussed by Steinert et al®). For exam-
ple, Dana et al,*® defining two groups of faculty learners, capture
some of the frustrations of engaging clinical teachers in faculty devel-
opment activities:

Faculty resisters did not see any need for changes in
the way we teach, did not believe student-centred
teaching to be more effective, could not appropriately
define student-centred teaching, were motivated by
extrinsic factors, and felt unvalued. Conversely, faculty
changers were excited for changes and saw the need
for change and for student-centred teaching, were
intrinsically motivated, and felt valued as faculty

members.

Recognising that change resistance is a regular challenge for fac-
ulty developers, they recommend explaining why educational reform
is needed and offering greater rewards and incentives for those who
adopt more student-centred methods.*” However, our adaptation of
Hopson's model, by focusing on the individual's emotional journey
towards a settled educator identity, provides insights into why such
approaches may have limited success with those whose educator
identity remains weak, such as new educators, or those who have
resisted change for some time. No matter how much someone desires
change, regret and nostalgia are invariably involved as individuals
leave behind aspects of their previous situation that contributed to
their sense of identity.** Examples in healthcare education may
include the social capital that comes from being a senior clinician, the
security of a clear career track or the colleagues and role models who
reinforced their professional identity.!!

The main implication of this is that that an individual educator's

development is unlikely to become appropriately self-directed and

reflective until they are approaching the fifth phase: active testing
against a realistic understanding of the change that has occurred.*?
Early interventions for new educators should therefore focus on
assisting learners through the difficult first stages, acknowledging the
risk of regression and withdrawal.

The activity of medical education is methodologically complex,
yet this is often under-acknowledged initially. The key to working
with transformation is not to fall back into labelling: not to categorise
individuals as simply having ‘a bad attitude’, ‘resistant to change’, or
‘unable to cope’, but respectfully (and in keeping with the original
psychotherapeutic literature) supporting those who wish to be sup-
ported when moving on is challenging.

6 | LIMITATIONS

There was a risk of volunteer bias in studying participants who had
been recruited via social media; this was mitigated somewhat by the
very large potential pool of respondents, and by our use of purposive
sampling, in which 20/80 volunteers were carefully selected to ensure
the widest possible range of career stages and degrees of educator
self-identity.

Our data were gathered prior to COVID-19; while it is almost cer-
tain that pandemic pressures affected the workloads and stress levels
of educators and might have accelerated or decelerated an individual's
progress, the transition literature suggests that it is unlikely that these

factors would alter the order in which an individual experienced the

transition trajectory.

Finally, as strongly-identifying medical educators ourselves, we
acknowledge the risk of study bias. Careful and reflexive discussion
and journalling, the support of critical friends and reviewers and scru-
pulous attention to method have helped us to approach this study as

objectively as possible.

7 | CONCLUSION

In this paper, we set out to emphasise the importance of the emo-
tional response to assuming (either fully or in part) a medical educator
‘identity’ and to consider this with respect to the passing of time. Our
methodological position is grounded in new materialism?® that is, we
argue that ‘who we perceive ourselves to be’ and the lived experience
of who we are, are mediated by our interactions with the objects of
everyday life (animate and inanimate). Moreover, our emotional
responses will affect and at times (re)produce what we become. We
have used transition theory as a practical/conceptual way of giving
voice to the emotional embodied phenomenon of being a medical
educator as it is experienced over time by those of varying career
length and with varying degrees of acceptance of the medical educa-
tor identity. Furthermore, we have suggested that particular configu-
rations of activity or assemblages give rise to opportunities for
transformation and growth, whereas other configurations can hold

people back.
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Because becoming a self-identifying educator involves significant
internal personal change, (and for some this is experienced as a deep
ontological/epistemological shift as the everyday taken-for-granted
norms come into question) we argue that with respect to faculty
development, more attention might be paid to teaching and learning
methodologies that have a stronger focus on the transformational
aspects of teacher development. Indeed, faculty development inter-
ventions that concentrate on teaching knowledge or skills without sig-
nificant attention to learners' need for support with the personal
aspects of the educator role are perhaps less likely to help those still
struggling with the change process. Since supporting change in the
individual's self-identity until aspects of educator identity are assimi-
lated and stable is essential to aid transition, transformative learning
(TL) techniques should be considered.*® In keeping with social con-
structionist pedagogies, such techniques should be rooted in mutualis-
tic exchange and might include acknowledging and discussing the
social, political and psychological contexts within which change is tak-
ing place as well as individual mentoring.48 In addition to approaches
to educator development that focus on transition and identity change,
educators themselves need to understand the process in which they
are engaged to assist in the reflective and recreative approaches that
are so necessary to support individuals and themselves during stress-

ful periods.

AUTHOR CONTRIBUTIONS
Julie Browne and Tracey Collett contributed equally to study design,

data collection, analysis and write-up. Both approved the final draft.

ACKNOWLEDGMENTS
Nil.

CONFLICT OF INTEREST STATEMENT

None.

ETHICS STATEMENT

Ethical permission for the study was granted by the Peninsula Medical
School Faculty Research Ethics Committee (ref 17/18-874) and
Cardiff University School of Medicine Research Ethics Committee
(ref 18/30).

ORCID

Julie Browne "2 https://orcid.org/0000-0003-2712-3812

Tracey Collett "= https://orcid.org/0000-0002-8541-0417

REFERENCES

1. Evans JD. Why we became nurse educators: findings from a nation-
wide survey of current nurse educators. Nurs Educ Perspect. 2018;
39(2):61-65. doi:10.1097/01.NEP.0000000000000278

2. Sethi A, Ajjawi R, McAleer S, Schofield S. Exploring the tensions of
being and becoming a medical educator. BMC Med Educ. 2017;17(1):
62. doi:10.1186/512909-017-0894-3

3. Sood A, Rishel Brakey H, Myers O, et al. Exiting medicine faculty want
the organizational culture and climate to change. Chron Mentor Coach.
2020;4(S113):359-364. PMID: 33244484, PMCID: PMC7685288.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Salem V, Hirani D, Lloyd C, Regan L, Peters CJ. Why are women still
leaving academic medicine? A qualitative study within a London medi-
cal school. BMJ Open. 2022;2022(12):e057847. doi:10.1136/
bmjopen-2021-057847

Cantillon P, Dornan T, De Grave W. Becoming a clinical teacher: iden-
tity formation in context. Acad Med. 2019;94(10):1610-1618. doi:10.
1097/acm.0000000000002403

Hu WOCY, Thistlethwaite JE, Weller J, Gallego G, Monteith J,
McColl GJ. ‘It was serendipity’: a qualitative study of academic
careers in medical education. Med Educ. 2015;49(11):1124-1136. doi:
10.1111/medu.12822

Varpio L, Harvey E, Jaarsma D, et al. Attaining full professor: women's
and men's experiences in medical education. Med Educ. 2021;55(5):
582-594. doi:10.1111/medu.14392

Eghosa-Aimufua O, Boam A, Webb KL, Browne J. ‘| felt forced to find
an alternative’: a qualitative analysis of women medical educators'
narratives of career transitions. BMJ Open. 2022;12:e059009. doi:10.
1136/bmjopen-2021-059009

Steinert Y, O'Sullivan PS, Irby DM. Strengthening teachers' profes-
sional identities through faculty development. Acad Med. 2019;94(7):
963-968. doi:10.1097/acm.0000000000002695

Sabel E, Archer J, on behalf of the Early Careers Working Group
at the Academy of Medical, E. “Medical education is the ugly
duckling of the medical world” and other challenges to medical
educators' identity construction: a qualitative study. Acad Med.
2014;89(11):1474-1480. https://journals.lww.com/academicmedicine/
Fulltext/2014/11000/_Medical_Education_Is_the_Ugly_Duckling_of_
the.25.aspx. doi:10.1097/ACM.0000000000000420

Browne J, Webb K, Bullock A. Making the leap to medical education:
a qualitative study of medical educators' experiences. Med Educ.
2018;52(2):216-226. doi:10.1111/medu.13470

Barrow M, Xu L. Making their way as academics: a qualitative study
examining how nurse academics understand and (re)construct aca-
demic identity. Nurse Educ Today. 2021;100:104820. doi:10.1016/j.
nedt.2021.104820

Thomas LR, Roesch J, Haber L, et al. Becoming outstanding educa-
tors: what do they say contributed to success? Adv Health Sci Educ.
2020;25(3):655-672. doi:10.1007/510459-019-09949-7

Van De Want AC, Den Brok P, Beijaard D, Brekelmans M, Claessens LC,
Pennings HJ. The relation between teachers' interpersonal role identity
and their self-efficacy, burnout and work engagement. Prof Dev Educ.
2019;45(3):488-504. doi:10.1080/19415257.2018.1511453

Freeman KJ, Carr SE, Phillips B, Noya F, Nestel D. From clinician to
educator: a scoping review of professional identity and the influence
of impostor phenomenon. Asia Pac Scholar (Online). 2022;7(1):21-32.
doi:10.29060/TAPS.2022-7-1/RA2537

Simpson D, Marcdante K, Souza KH. The power of peers: faculty
development for medical educators of the future. J Grad Med Educ.
2019;11(5):509-512. doi:10.4300/jgme-d-19-00613.1

Wald HS. Professional identity (trans)formation in medical education:
reflection, relationship, resilience. Acad Med. 2015;90(6):701-706.
doi:10.1097/acm.0000000000000731

Mount GR, Kahlke R, Melton J, Varpio L. A critical review of
professional  identity = formation interventions in  medical
education. Acad Med. 2022;97(11S):596-5106. doi:10.1097/ACM.
0000000000004904. Epub 2022 Aug 9. PMID: 35947478.
Monrouxe LV, Rees CE. Theoretical perspectives on identity:
researching identities in healthcare education. In: Cleland J,
Durning SJ, eds. Researching Medical Education; 2015. doi:10.1002/
9781118838983.ch12

Monrouxe L, Poole G. An onion? Conceptualising and researching
identity. Med Educ. 2013;47(4):425-429. doi:10.1111/medu.12123
Topolewska-Siedzik E, Cieciuch J. Trajectories of identity formation
modes and their personality context in adolescence. J Youth Adolesc.
2018;47(4):775-792. doi:10.1007/510964-018-0824-7

B5UB017 SUOLULUIOD dAIES.D) 3|ced ddde U Ag pausenob afe saplie O (88N JO s3I 40y Afeid 17 8UIIUO AB]1M UO (SUONIPUCO-PUR-SLLBY WD A8 1M Ase1q 1B [UO//SANY) SUONIPUOD PUe Swid | 3L} 835 *[€202/50/G2] U0 AfeiqiTauliuo AB]IM IBLILBAOD AJqUisSY USPM AG ¥60ST NPSW/TTTT 0T/I0p/wod A3 1M Afeiq jpul|uo//sdiy Wwoiy papeojumoq ‘0 ‘€26259ET


https://orcid.org/0000-0003-2712-3812
https://orcid.org/0000-0003-2712-3812
https://orcid.org/0000-0002-8541-0417
https://orcid.org/0000-0002-8541-0417
info:doi/10.1097/01.NEP.0000000000000278
info:doi/10.1186/s12909-017-0894-3
info:doi/10.1136/bmjopen-2021-057847
info:doi/10.1136/bmjopen-2021-057847
info:doi/10.1097/acm.0000000000002403
info:doi/10.1097/acm.0000000000002403
info:doi/10.1111/medu.12822
info:doi/10.1111/medu.14392
info:doi/10.1136/bmjopen-2021-059009
info:doi/10.1136/bmjopen-2021-059009
info:doi/10.1097/acm.0000000000002695
https://journals.lww.com/academicmedicine/Fulltext/2014/11000/_Medical_Education_Is_the_Ugly_Duckling_of_the.25.aspx
https://journals.lww.com/academicmedicine/Fulltext/2014/11000/_Medical_Education_Is_the_Ugly_Duckling_of_the.25.aspx
https://journals.lww.com/academicmedicine/Fulltext/2014/11000/_Medical_Education_Is_the_Ugly_Duckling_of_the.25.aspx
info:doi/10.1097/ACM.0000000000000420
info:doi/10.1111/medu.13470
info:doi/10.1016/j.nedt.2021.104820
info:doi/10.1016/j.nedt.2021.104820
info:doi/10.1007/s10459-019-09949-7
info:doi/10.1080/19415257.2018.1511453
info:doi/10.29060/TAPS.2022-7-1/RA2537
info:doi/10.4300/jgme-d-19-00613.1
info:doi/10.1097/acm.0000000000000731
info:doi/10.1097/ACM.0000000000004904
info:doi/10.1097/ACM.0000000000004904
info:doi/10.1002/9781118838983.ch12
info:doi/10.1002/9781118838983.ch12
info:doi/10.1111/medu.12123
info:doi/10.1007/s10964-018-0824-7

10

BROWNE and COLLETT

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

Kroger J, Marcia JE. The identity statuses: origins, meanings, and
interpretations. In: Schwartz SJ, Luyckx K, Vignoles VL, eds. Handbook
of Identity Theory and Research. Springer; 2011:31-53. doi:10.1007/
978-1-4419-7988-9_2

van Lankveld T, Thampy H, Cantillon P, Horsburgh J, Kluijtmans M.
Supporting a teacher identity in health professions education: AMEE
guide no. 132. Med Teach. 2021;43(2):124-136. doi:10.1080/
0142159X.2020.1838463

Day C, Kington A, Stobart G, Sammons P. The personal and profes-
sional selves of teachers: stable and unstable identities. Br Educ Res J.
2006;32(4):601-616.  http://www.jstor.org.abc.cardiff.ac.uk/stable/
30032695. doi:10.1080/01411920600775316

Fox NJ, Alldred P. Sociology and the New Materialism: Theory,
Research, Action. SAGE; 2017. doi:10.4135/9781526401915
Williams SJ. In: Bendelow G, ed. Emotions in Social Life. Taylor &
Francis; 1997.

Sundberg K, Josephson A, Reeves S, Nordquist J. May | see your ID,
please? An explorative study of the professional identity of under-
graduate medical education leaders. BMC Med Educ. 2017;17(1):29.
doi:10.1186/512909-017-0860-0

Fox NJ, Alldred P. New materialist social inquiry: designs, methods
and the research-assemblage. Int J Soc Res Methodol. 2015;18(4):399-
414. doi:10.1080/13645579.2014.921458

Fenwick TJ, Edwards R. Researching Education through Actor-Network
Theory. John Wiley & Sons; 2012. doi:10.1002/9781118275825
Larsen D, Nimmon L, Varpio L. Cultural historical activity theory: the
role of tools and tensions in medical education. Acad Med. 2019;
94(8):1255. doi:10.1097/ACM.0000000000002736

Merton RK. Social Theory and Social Structure. Free Press; 1968.
Bridges W. Transitions: Making Sense of Life's Changes. 2nd ed. Da
Capo Press; 2004.

Burgess RG (Ed). Field Research: A Sourcebook and Field Manual.
Routledge; 1982.

Terry G, Hayfield N, Clarke V, Braun V. Thematic analysis. In: Willig C,
Stainton Rogers W, eds. The SAGE Handbook of Qualitative Research
in Psychology; 2017. doi:10.4135/9781526405555.n2

Parkes CM. Psycho-social transitions: a field for study. Soc Sci Med
(1967). 1971;5(2):101-115. doi:10.1016/0037-7856(71)90091-6
Lindmark U, Bilow PH, Martensson J, Rénning H, A.D.U.LT.
Research Group. The use of the concept of transition in different dis-
ciplines within health and social welfare: an integrative literature
review. Nurs Open. 2019;6(3):664-675. doi:10.1002/nop2.249.
PMID: 31367388; PMCID: PMC6650790.

Sueningrum AS, Simadibrata M, Soemantri D. Clinical teachers' pro-
fessional identity formation: an exploratory study using the 4S transi-
tion framework. Int J Med Educ. 2022;13:10-18. doi:10.5116/ijme.
61dd.7764

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Pleshkan V, Boykins AD. Cognitive preceptorship: an emerging nurse
practitioner role transition to practice model. J Prof Nurs. 2022;39:
194-205. doi:10.1016/j.profnurs.2022.02.002

Gordon L, Rees CE, Jindal-Snape D. Doctors' identity transitions:
choosing to occupy a state of ‘betwixt and between’. Med Educ.
2020;54(11):1006-1018. doi:10.1111/medu.14219

Westerman M, Teunissen PW, van der Vleuten CP, et al. Understand-
ing the transition from resident to attending physician: a transdisci-
plinary, qualitative study. Acad Med. 2010;85(12):1914-1919. doi:10.
1097/ACM.0b013e3181fa2913

Hopson B, Adams J. Towards an understanding of transition: defining
some boundaries of transition dynamics. In: Adams J, Hayes J,
Hopson B, eds. Transition: Understanding and Managing Personal
Change. Martin Robertson & Co; 1976.

Kubler-Ross E. On death and dying: what the dying have to teach doc-
tors, nurses, clergy and their own families. Scribner; 1969.

Williams D. Human responses to change. Futures. 1999;31(6):609-
616. doi:10.1016/S0016-3287(99)00017-8

Proctor D, Leeder D, Mattick K. The case for faculty development: a
realist evaluation. Med Educ. 2020;54(9):832-842. doi:10.1111/medu.
14204

Sherman S, Kumar S, Lim J, Sargsyan Z, Ratan B, Turner T. Measuring
teacher identity during the transition from medical school to resi-
dency. Proc (Bayl Univ Med Cent). 2020;33(4):566-571. doi:10.1080/
08998280.2020.1792747. PMID: 33100530; PMCID: PMC7549982.
Dana C, Soffe B, Shipley J, et al. Why Do Faculty Resist Change? [Ver-
sion 1]. Vol. 10. MedEd Publish; 2021:89. doi:10.15694/mep.2021.
000089.1

llleris K. Transformative Learning and Identity. Routledge; 2014. doi:10.
4324/9780203795286

Elmberger A, Bjorck E, Liljedahl M, Nieminen J, Bolander Laksov K.
Contradictions in clinical teachers' engagement in educational devel-
opment: an activity theory analysis. Adv Health Sci Educ. 2019;24(1):
125-140. doi:10.1007/s10459-018-9853-y

How to cite this article: Browne J, Collett T. Transition theory
and the emotional journey to medical educator identity: A
qualitative interview study. Med Educ. 2023;1-10. doi:10.
1111/medu.15094

B5UB017 SUOLULUIOD dAIES.D) 3|ced ddde U Ag pausenob afe saplie O (88N JO s3I 40y Afeid 17 8UIIUO AB]1M UO (SUONIPUCO-PUR-SLLBY WD A8 1M Ase1q 1B [UO//SANY) SUONIPUOD PUe Swid | 3L} 835 *[€202/50/G2] U0 AfeiqiTauliuo AB]IM IBLILBAOD AJqUisSY USPM AG ¥60ST NPSW/TTTT 0T/I0p/wod A3 1M Afeiq jpul|uo//sdiy Wwoiy papeojumoq ‘0 ‘€26259ET


info:doi/10.1007/978-1-4419-7988-9_2
info:doi/10.1007/978-1-4419-7988-9_2
info:doi/10.1080/0142159X.2020.1838463
info:doi/10.1080/0142159X.2020.1838463
http://www.jstor.org.abc.cardiff.ac.uk/stable/30032695
http://www.jstor.org.abc.cardiff.ac.uk/stable/30032695
info:doi/10.1080/01411920600775316
info:doi/10.4135/9781526401915
info:doi/10.1186/s12909-017-0860-0
info:doi/10.1080/13645579.2014.921458
info:doi/10.1002/9781118275825
info:doi/10.1097/ACM.0000000000002736
info:doi/10.4135/9781526405555.n2
info:doi/10.1016/0037-7856(71)90091-6
info:doi/10.1002/nop2.249
info:doi/10.5116/ijme.61dd.7764
info:doi/10.5116/ijme.61dd.7764
info:doi/10.1016/j.profnurs.2022.02.002
info:doi/10.1111/medu.14219
info:doi/10.1097/ACM.0b013e3181fa2913
info:doi/10.1097/ACM.0b013e3181fa2913
info:doi/10.1016/S0016-3287(99)00017-8
info:doi/10.1111/medu.14204
info:doi/10.1111/medu.14204
info:doi/10.1080/08998280.2020.1792747
info:doi/10.1080/08998280.2020.1792747
info:doi/10.15694/mep.2021.000089.1
info:doi/10.15694/mep.2021.000089.1
info:doi/10.4324/9780203795286
info:doi/10.4324/9780203795286
info:doi/10.1007/s10459-018-9853-y
info:doi/10.1111/medu.15094
info:doi/10.1111/medu.15094

	Transition theory and the emotional journey to medical educator identity: A qualitative interview study
	1  INTRODUCTION
	2  METHOD
	3  TRANSITION THEORY
	3.1  Phase 1: Excitement or Shock/Denial
	3.2  Phase 2: Honeymoon
	3.3  Phase 3: Uncertainty
	3.4  Phase 4: Recognition of Reality
	3.5  Phase 5: Testing
	3.6  Phase 6: Search for Meaning
	3.7  Phase 7: Internalisation

	4  `GETTING STUCK´
	5  THE SIGNIFICANCE OF THE TRANSITION MODEL FOR FACULTY DEVELOPMENT
	6  LIMITATIONS
	7  CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST STATEMENT
	ETHICS STATEMENT
	REFERENCES


