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Abstract

Background: Difficult clinical encounters pose emotional and behavioural challenges

for medical students. Unless resolved, they threaten students’ professional compe-

tence and well-being. Learning how to humanistically interact with patients perceived

as “difficult” is an important component of the developmental process that underlies

professional identity formation (PIF).

Methods: This study used thematic analysis to examine reflective essay data from

the same set of students (N = 69), first in their third year and then in their fourth

year of training at a US public medical school. Analysis focused on how student per-

ceptions of patients’, preceptors’, and their own behaviour, attitudes, and emotions

in difficult patient care situations evolved over time, and how such evolution contrib-

uted to their professional growth.

Findings: Students identified clinical predicaments influenced by their own emotions

and behaviour, as well as those of patients and preceptors. In response to patients

perceived as angry, rude, and uncooperative, students described themselves and

their preceptors primarily as engaging in routine medical behaviours, followed by

expressions of empathy. These encounters resulted in residual emotions as well as

lessons learned. Fourth-year students reported more empathy, patient-centeredness,

and patient ownership than third-year students. While student-physicians grew in

professionalism and compassion, they also noted unresolved distressing emotions

post-encounter.

Conclusions: From third to fourth year, medical students undergo a process of pro-

fessional growth that can be documented at a granular level through their percep-

tions of themselves, their patients, and their preceptors. Despite positive
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professional growth, students’ lingering negative affect merits attention and support

from clinical teachers.

1 | INTRODUCTION

Difficult clinical encounters are interactions in which patient and/or

provider experience negative emotions.1 They can pose emotional,

attitudinal, and behavioural challenges for medical students. Unless

resolved, they threaten students’ professional competence and emo-

tional well-being by engendering personal and professional uncer-

tainty.2 The inability to manage difficult clinical encounters has

negative implications for future physician–patient relationships, physi-

cian wellness, and patient care.3 Learning how to humanistically inter-

act with patients perceived as “difficult” is important in professional

identity formation (PIF).

Physicians tend to locate the causes of a difficult clinical encoun-

ter within the patient,4 with less attention paid to physician, relational,

and institutional factors.5 Difficult encounters can create more and

less efficient work for physicians and contribute to a sense of loss of

control in the workplace.3 They can also lead to physician feelings of

helplessness, frustration, and burnout.5 Additionally, challenging

patient encounters are associated with increased healthcare utilisation

by patients and decreased patient satisfaction.4

Little research exists regarding medical student perceptions of

difficult clinical encounters. Some studies offer causal explanations of

difficulty based on factors such as patient characteristics and work

culture.6,7 Difficulty can also come from medical students’ uncertainty

about their clinical skills and disagreements with another provider’s

treatment .2,8 In one study, medical students’ perceptions of patients

as “difficult” led to less empathy, poorer care, and more diagnostic

errors.7

The concept of PIF9,10 provided a framework for this study. In

the context of medicine, PIF is the ongoing, self-reflective “founda-
tional process one experiences during the transformation from lay

person to physician”.11 PIF is multidetermined and dynamic,

consisting of various stages, albeit with situation-specific reversals. It

is influenced by personal backgrounds, values, expectations, interests,

goals, relationships, role models, the formal and hidden curricula of

medical education, healthcare delivery systems, and larger social

forces.12 A growing body of data identifies role models and students’

evaluation of their professional role and responsibilities in their clini-

cal experiences as key factors in PIF.13 When medical students

encounter challenging circumstances, they are forced to develop a

more complex lens as professionals.14 These new ways of viewing a

clinical situation improve their ability to question assumptions, think

critically, attend to emotions, and explore multiple perspectives.13

Figure 1 depicts a modified version of Cruess et al.’s PIF model

where specific stages of PIF are presented.10 Cruess et al. in turn

drew on Kegan’s stage theory of identity development,9 in which

Stage 0 pertains to infancy and Stage 1 focuses on young children’s

issues of impulsivity. Stage 5 represents a level of self and other

awareness that emphasises deeply interconnected worldviews and is

rarely seen before mid-life. Stages 2 through 4 examine young adult

developmental concerns and are considered most relevant to medical

students.10

F I GU R E 1 Modified professional identity formation model.
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In Stage 2, individuals can assume professional roles but are pri-

marily motivated to follow rules and to be correct; self-reflection is

low and emotions are not examined.10 This stage has been called

“instrumental”12 because it is characterised by right-wrong thinking,

limited perspective-taking ability, and an emphasis on mastery of

technical skills. Lewin et al. explain that individuals in this stage are

focused on navigating the rules that govern their world so as to secure

personal acknowledgment and avoid punishment.15

In Stage 3, individuals are able to view multiple perspectives

simultaneously and begin to subordinate self-interest to the welfare

of others. In this stage, people tend to follow the norms and status

quo of their organisations. They adhere to group standards to

strengthen relationships with and be accepted by members of per-

ceived high-status, powerful groups (i.e., residents and attendings).15

Stage 4 describes individuals who can assume a professional role

while evaluating its norms and standards in terms of personal princi-

ples and values. Kalet et al.12 define this stage as characterised by

awareness of the capacity to make choices that support professional

integrity regardless of institutional expectations. Individuals in this

stage critically evaluate their social environment based on personal

authority and independent judgement.

Despite a well-developed theoretical framework and many arti-

cles describing the general process of PIF in medical students, the

scholarly literature lacks a granular investigation of how PIF evolves

during clinical training. We believe that if issues of transition between

PIF stages are more deeply understood, then teaching and supervision

can be tailored to the needs of students as they face difficult clinical

interactions at different stages of development. Thus, in this study,

we conducted an intensive analysis of reflective essay from the same

cohort of students, first as third-year medical students and then as

fourth-year medical students. Our aim was to address the following

questions: (i) How do medical students in their clinical years perceive

patients, preceptors, and themselves in difficult clinical encounters;

(ii) do these perceptions change from third to fourth year?; (iii) do stu-

dents evolve from Year 3 to Year 4 in terms of their PIF?

2 | METHODS

2.1 | Study setting and data collection

This research used reflective essay data from students at a US public

medical school, in a 4-year medical program in which the first 2 years

emphasise didactics and the last 2 years concentrate on hospital- and

clinic-based training. Students completed essays during their third-

year Family Medicine clerkship as well as during a fourth-year Art of

Doctoring elective, which typically enrolled about 70% of the fourth-

year class (74 out of 106). The essays were required in both courses

but were not graded and did not affect students’ final course grade.

The directions for the essay were as follows:

“Write a brief reflection about a difficult interaction with a

patient. A ‘difficult’ encounter may be one in which you experienced

negative feelings (frustrated, sad), positive feelings (challenged), or

both; and/or describes a situation which had an unsatisfactory

outcome or posed a challenge, or one in which there was a barrier of

language, culture, or class.”

2.2 | Recruitment

Fourth-year students received an email asking for permission for the

anonymous use of their essays from both the third- and fourth-year

courses in a research study about difficult clinical encounters, which

was described in detail. They could decline participation by email, but

only three did so.

2.3 | Data analysis

Thematic analysis was selected because research indicates that reflec-

tive writing provides insights into students’ perceptions of their interac-

tions with patients and preceptors 16,17 and that subjective impressions

of patients influence subsequent interactions and decisions.18 Over a

9-month period, we analysed 69 paired essays until achieving theoreti-

cal saturation of the data (i.e., no new themes were identified).

Using the qualitative data analysis (QDA) software Dedoose, we

engaged in flexible coding19 to deductively code essays based on

themes from a previous study on student perceptions of difficult clini-

cal encounters16 that included student views of patients’, preceptors’,

and their own attitudes and behaviours. Additional inductive codes

emerged from the data as well that were also applied to our analysis

(see Appendix A for examples of the main codes used). We considered

the frequency with which various codes appeared in the essays as

simply an indicator of potential themes to explore further as findings.

Conceptualisations of PIF in the literature guided our methods in

the following ways: Contemporary constructivist theories of identity

formation define identity as “a dynamic process of continual interac-

tions within social and relational environments”.20 This influenced our

focus on how PIF might evolve during the clinical years. We also

developed codes that were sensitive to change, such as students mov-

ing from the periphery to more centrality in professional responsibili-

ties.11 Further, we incorporated codes that reflected students’

perception of role models and various dimensions of patient care

experiences, since these are regarded as essential to PIF.13

2.4 | Trustworthiness

Essays were coded by one investigator and quality controlled by

another. Discrepancies were discussed until consensus was reached.

We minimised bias through triangulation of investigators.21 Our team

of researchers included a professor of family medicine trained in psy-

chology, a sociology graduate student, a medical student, a genetic

counselling graduate student, and a pre-medical student. These

diverse disciplinary perspectives enabled us to compare findings and

verify reaching the same or similar conclusions. To monitor team

FREEMAN ET AL. 3 of 11
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reflexivity,22 we kept personal notes on our thoughts and feelings

regarding the project, and periodically shared insights. For example,

when one researcher noted their bias in favour of patients, this led to

a discussion about how it might skew the coding. Another researcher

mentioned how their background as a pre-med student could impact

their data interpretation in a way that favoured medical students.

2.5 | Ethics approval

This research was reviewed and approved by our institutional review

board (protocol HS #6657) and by our institution’s FERPA (Family

Educational Rights and Privacy Act) office, which reviews all student-

related research to protect student privacy.

3 | RESULTS

3.1 | Medical student and patient characteristics

Sixty-nine students participated in the study, and 41 of the students

(59.5%) were female. For privacy, all essays were blinded for any

other identifying student characteristics prior to analysis. Student

essays did not reliably identify patient sex, ethnicity, or age. Our

patient population is 72% Latinx, 67% have only basic state/county

insurance or no insurance, and 30% are at 200% of the federal pov-

erty level or below.

3.2 | Overall student perceptions of difficult
clinical encounters

Figure 2 presents a conceptual model summarising the main compo-

nents of students’ perceptions of their difficult clinical encounters

along with the relationships between components.

Difficult encounters were organised around a perceived predica-

ment, i.e., a dilemma that could not be easily resolved from the stu-

dent’s perspective. Encounters had three central actors: (i) the

preceptor, who guided and participated in the encounter; (ii) the

patient, who was the focus of the encounter; (iii) the student, who

interacted with both patient and preceptor. Every clinical encounter

also had an “aftermath” for the student—residual emotions and les-

sons learned. This model provides a guide for understanding the fol-

lowing results.

F I GU R E 2 Key elements of the difficult clinical encounter. Note: arrows in the “Changes From Start to End of Encounter” section indicate
directionality, but the direction, while always positive, does not always mean an increase in frequency (e.g., “more to less confrontational”).
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3.2.1 | Student perceptions of predicaments

Patient management and communication were the most frequent pre-

dicaments students identified. Patient management referred to medi-

cal challenges with patients, while communication problems often

arose because of miscommunications/misunderstandings between

patients and students.

3.2.2 | Student perceptions of patients’ verbal and
nonverbal behaviour and attitudes

Students most often saw patients as angry, uncooperative, and rude.

A smaller number of patients were described as either anxious or

cooperative.

3.2.3 | Student responses

To resolve their predicaments, students responded verbally and

nonverbally. Most frequently, their responses were standard

behaviours, or behaviours routinely expected of medical students

such as greeting the patient, washing their hands, taking a history,

performing some physical examination functions, and providing

information. Far fewer verbalisations, although next most frequent,

were expressions of empathy and efforts to connect with the

patient.

“Later in the day, I returned to his room. I sat next to him, asked

how he felt, and said nothing more. Reflecting on how I was previ-

ously occasionally annoyed by his rambling, in this moment I let him

speak … and affirmed that we were there to help him and felt terrible

that in the process had hurt him.” (4062)

Reflecting on how I was
previously occasionally
annoyed by his rambling, in
this moment I let him speak.

3.2.4 | Student emotional states

While students were demonstrating behaviours of professional com-

petence and empathy, their emotional state was often confused,

uncertain, overwhelmed, helpless, or frustrated.

“It is hard in these cases not to be mad that the patient appears

to be lying or deceiving. I felt used and caught myself dismissing all of

his pain as a lie for disability.” (3028)

I felt used and caught myself
dismissing all of his pain as a
lie for disability.

3.2.5 | Student views of preceptors

Preceptors modelled how to manage these difficult encounters. Stu-

dents most often described preceptors as engaged in standard medi-

cal behaviours. When preceptors expanded their interactions, they

tended to be perceived as patient-centred. Most often, students

referred to preceptors in positive terms, though negative perceptions

were almost as prevalent.

3.2.6 | Lessons learned

Students described lessons from these difficult encounters. These

highlighted patient-centeredness:

“But by honing in on what put George the most at ease, I was

able to build a connection with him that allowed me to be part of his

healing process and help him get through an otherwise stressful part

of his ED stay.” (4047)

I was able to build a
connection with him that
allowed me to be part of his
healing.

They also stressed how critical empathy is in improving the clini-

cal encounter. In addition, the students wrote about re-evaluating

their responsibilities as medical students.

3.2.7 | Retrospective feelings about the encounter

Despite generally reporting movement in a positive direction in both

patients and themselves (see Figure 2 for changes patients and stu-

dents from beginning to end of encounter); and despite noting lessons

learned that focused on patient-centred medicine, empathy, and rela-

tionship, students recorded more feelings of self-judgement, frustra-

tion, and lack of self-efficacy after than during the encounter (see

Table B1 for frequencies of student perceptions of their emotions

during and after encounters).

FREEMAN ET AL. 5 of 11
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3.3 | Changes in students from years 3 to 4

Examining changes in students from Year 3 to Year 4 showed many

positive developments, while confirming the overall patterns

described above. Figure 3 summarises key changes in student percep-

tions of various characteristics of patient, student, and preceptor atti-

tudes and behaviours organised into broader categories that

increased or decreased from year three to year four.

3.3.1 | Student perceptions of predicaments

As fourth-year students, their ability to identify the nature of the pre-

dicament expanded to issues outside of the patient-student dyad, such

as family involvement or differences of opinion with the preceptor.

3.3.2 | Student perceptions of preceptors

As shown in Figure 3, fourth-year students reported more positive

and negative perceptions of preceptors compared to mostly

positive views as third-year students. Fourth-year students appeared

to have more interactions with preceptors, stating that preceptors

gave them advice and expressed compassion and concern for them

more often than as third-year students. But they also were more likely

to record preceptors expressing negative views of patients. Student

critiques of preceptors suggested more subtle, internalised judge-

ments about what constitutes being a “good physician.” (frequencies

for student perceptions of preceptors from year three to year four are

presented in Table B2).

3.3.3 | Student perceptions of patients’ behaviour
and attitudes

Fourth-year students were more observant of their patients’ positive

and negative behaviour and attitudes. For example, fourth-year stu-

dents reported more patients who ultimately agreed to treatment,

were appreciative and cooperative, shared personally, and more

instances of angry, uncooperative, and rude patients as well as

patients who were afraid and anxious. (Table B2 displays frequencies

for student perceptions of patients’ behaviours and attitudes by year).

3.3.4 | Student responses and feelings

In the section of Figure 3 that focuses on student behaviours and atti-

tudes, we show that fourth-year students documented more examples

of verbal and nonverbal empathy and patient-centeredness than as

third-year students, and more examples of connecting with patients,

respectful communication, de-escalating behaviour, and advocating

for patients. Fourth-year students’ behaviour was less determined by

the type of patient encountered than third-year students. For exam-

ple, third-year students tended to show more empathy to patients

who were cooperative and pleasant, thus mirroring the patients’ posi-

tive behaviour. The empathetic behaviour of fourth-year students was

more evenly distributed among angry, anxious, and cooperative

patients. During and after the encounter, fourth-year students

reported more instances of empathic and compassionate feelings

toward patients. By contrast, third-year students recorded more

instances of difficulty empathising with patients, and more negative

attitudes toward patients than as fourth-year students. Yet after the

F I GU R E 3 Changes in student perceptions of the clinical encounter from third to fourth year.
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encounter, fourth-year students also described feeling caught off

guard, sad, helpless, scared, confused/uncertain, regretful, doubting

their own efficacy, and engaging in self-judgement more than as third-

year students (see Table B2 for frequencies of student perceptions of

their reactions and emotions).

3.3.5 | Changes within the encounter

Comparing change within encounters from third to fourth year,

fourth-year students showed more examples of positive movement in

both patients and themselves, suggesting greater student effective-

ness. Patients seen by fourth-year students were evaluated as becom-

ing less confrontational, more trusting, and more accepting of

treatment. Students in their fourth year generally became less judg-

mental and more empathic toward patients, experienced improved

communication with patients, and learned more from the encounter.

3.3.6 | Lessons learned

When they reflected on these encounters, fourth-year students were

more likely than third-year students to emphasise the importance of

empathy, relationship-building, and critical thinking about their

patient’s problems. They also were more likely to mention the impor-

tance of professional responsibilities toward their patients.

4 | DISCUSSION

The goal of this study was to explore changes in medical student per-

ceptions of difficult clinical encounters over time (from Year 3 to Year

4) and how such shifts could deepen our understanding of the process

of PIF. As a result, we observed positive growth in students from Year

3 to Year 4, including increased empathy and patient-centeredness.

Fourth-year students also documented more examples of connecting

with patients, respectful communication, de-escalating behaviour, and

advocating for patients than they did as third-year students. In

response to patients perceived as angry, rude, and uncooperative,

fourth-year students described themselves and their preceptors pri-

marily as engaging in routine medical behaviours, followed by expres-

sions of empathy. While students grew in professionalism and

compassion from Year 3 to Year 4, they also noted unresolved distres-

sing emotions post-encounter.

Our findings support existing literature that progression during

clinical training moves from peripheral involvement to more clinical

responsibility and greater ownership of patients.13 Our analysis indi-

cates that third-year students tended to be in Stage 2 of the PIF

model9,10 with its focus on external validation, mastery of technical

skills, and limited perspective-taking. Fourth-year students were often

in Stage 3 i.e., able to consider multiple perspectives, subordinate

their own interests for others’ good, and identify positive role-models.

Sometimes, fourth-year students appeared in a transitional process to

Stage 4 as evidenced by taking ownership of their professional

obligations,23 while critiquing them according to their internalised pro-

fessional values. This agrees with previous studies that students gen-

erally enter medical school in Stage 2 or 3 and proceed to Stage

4 .10,24 Further evidence of this professional growth was fourth-year

students’ enlarging recognition of clinical predicaments, confirming

that students grow increasingly capable of handling demanding or

ambiguous problems.12 Evolving PIF was also found in fourth-year

students’ more critical relationships with preceptors, building on Hen-

delman and Byszewski’s work,25 in which students identified greater

lapses of professionalism among preceptors during clerkships.

In addition, as shown in other PIF research, fourth-year students

in this study showed increasing commitment to patient care.20 Fur-

ther, they seemed to forge more empathic relationships with patients,

in line with Pohontsch et al.’s7 conclusion that as students become

more confident in their clinical skills, they experience a resurgence in

empathy. Fourth-year medical students appeared more emotionally

invested in patients which likely reinforced their more patient-

centred, empathic attitudes and behaviours, and greater movement

within the encounter toward less judgement, more empathy,

improved communication, and more lessons learned. Their ability to

convey empathy to different types of patients fairly consistently also

indicated evolution from Pontasch’s finding that students’ empathic

behaviour is associated with patients being likeable, cooperative,

adherent, optimistic, patient, informed, and appreciative.7

It is not possible to know with certainty why this evolution in pro-

fessionalism occurred in students from Year 3 to Year 4. However,

our analysis of the essays suggests that these shifts were related to

changes the students made in how they interacted with patients.

These changes included focusing on the patient perspective and dem-

onstrating empathy regardless of the type of patient they were seeing

as well as incorporating positive behaviours from physician role-

models. Over time it appeared that students became more thoughtful

and reflective about who they were becoming as physicians and

brought this elevated attention to their patient encounters.

As noted, fourth-year students described greater feelings of nega-

tive emotions post-encounter, such as sadness, helplessness, fear,

regret, and self-judgement, than they did as third-year students. This

finding is consistent with PIF processes as well. Cruess et al.10 point

out that the socialisation process of PIF can result in anxiety, fear, and

stress as well as satisfaction and joy, while Sarraf-Yazdi et al.13 note

that the process of self-deconstruction involved in PIF can be disor-

ienting and confusing. It is also true that an early study26 showed stu-

dents tolerating increased or the same levels of anxiety and confusion

in their fourth year compared to their third year while increasing

empathy, relationship focus, and connection with patients.

More recently, Lönn et al. frame persistent negative emotions as

a key aspect of emotionally challenging situations (i.e., difficult clinical

encounters) that prompt PIF in medical students.27 They explain that

as students endeavour to resolve their negative feelings through self-

reflection, they become more adept at managing these feelings and

develop a deeper awareness of self which are important elements of

PIF. Lönn et al.’s findings help to explain how fourth-year students in

FREEMAN ET AL. 7 of 11
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our study developed as professionals in multiple areas while also con-

tending with lingering negative feelings.

We used high-quality data to examine variation in medical student

perceptions of difficult clinical encounters over time. However, several

aspects of the data and study limit our conclusions. First, while the goal

of qualitative research is not generalisability, because the study was

monocentric in the context of a single public medical school, this may

have skewed the findings, though theoretical saturation was achieved.

Second, the data could be impacted by self-enhancement bias28 and

other memory biases29 since the data consisted of students’ retrospec-

tive recollections of events. Potential memory biases were mitigated

by recollections typically occurring within days or weeks of the actual

events. Greater reporting accuracy is suggested by recollections of

specific verbal and nonverbal actions in addition to general impres-

sions. Future research should address these issues, as well as examin-

ing students’ professional growth over time in managing difficult

clinical encounters from the perspectives of patients and preceptors.

Larger, quantitative studies can also make meaningful contributions

about generalisability of results to students at other institutions.

Based on this research, medical educators can help students in

their third and fourth years of medical school take “the next step”
in their PIF in several ways. For example, especially during their third

year, students could benefit from encouragement to move beyond

purely behavioural responses and conformity to institutional norms

toward more emotional self-awareness and more compassionate,

patient-centred care. In both clinical years, but especially during stu-

dents’ fourth year, preceptors should realise that students pay close

attention to their supervisors’ verbal and nonverbal behaviour, and

ensure that they are modelling appropriate patient interactions that

adhere to the highest professional standards. Preceptors could also play

an active role in normalising (while always keeping student safety and

well-being in mind) that the many unresolved distressing feelings stu-

dents experience are part of the PIF process. Further, they could pro-

vide reassurance and guidance to students by appropriately disclosing

their own constructive coping strategies for regulating upsetting emo-

tions. Our results also indicate that especially in Year 3, but also in Year

4, students have many questions and uncertainties about how to man-

age difficult clinical situations. Short debriefing sessions30 after such

contacts could focus on brainstorming ways to deal with specific prob-

lematic patient verbal and nonverbal behaviour as well as improvisa-

tional role-playing demonstrating empathic, patient-centred

interactions. Finally, the findings of this study may be useful for medical

education in other settings (i.e., 5 to 6-year undergraduate programs)

by helping to facilitate the PIF of medical students in their clinical years.

5 | CONCLUSION

To our knowledge, this is the first study to document a clear expan-

sion in patient-centred approaches among medical students from Year

3 to Year 4 in a 4-year medical program. The findings provide a

detailed view of the perceptions of clinical medical students regarding

the emotions and behaviours of their patients, their preceptors, and

themselves during difficult clinical encounters, as well as what they

learned from these encounters. The findings also provide important

insights for clinical educators into how, through modelling and

debriefing, they can guide students through the stages of their PIF.

CONFLICT OF INTEREST

The authors have no conflict of interest to disclose.

AUTHOR CONTRIBUTIONS

Nicholas Freeman: Writing—original draft; methodology; visualization;

writing—review and editing; software; formal analysis; project admin-

istration; investigation; conceptualization; validation; supervision.

Johanna Shapiro: Conceptualization; investigation; writing—original

draft; methodology; validation; visualization; writing—review and edit-

ing; formal analysis; project administration; data curation; supervision;

software. Marvin Paguio:Writing—original draft; methodology; valida-

tion; writing—review and editing; formal analysis; data curation; soft-

ware; visualization. Yasaman Lorkalantari: Writing—original draft;

methodology; validation; visualization; writing—review and editing;

formal analysis; data curation; software. Alexis Nguyen:Writing—orig-

inal draft; methodology; validation; visualization; writing—review and

editing; formal analysis; software; data curation.

ACKNOWLEDGEMENTS

The authors wish to thank the wonderful study participants for shar-

ing their stories and the attendees of the 14th Annual Midwestern

Medical Humanities Conference for their helpful discussion and com-

ments about this project. We also wish to thank the journal reviewers

for their excellent feedback and suggestions.

DATA AVAILABILITY STATEMENT

Research data are not shared.

ETHICS STATEMENT

This research was reviewed and approved by our institutional review

board (protocol HS #6657) and by our institution's FERPA (Family

Educational Rights and Privacy Act) office, which reviews all student-

related research to protect student privacy.

ORCID

Nicholas Freeman https://orcid.org/0009-0004-9891-9126

REFERENCES

1. Steinkruger, S., & Grams, J. (2023). Difficult encounters. In The

patient-centered approach to medical note-writing (pp. 177–93).
Cham: Springer International Publishing, https://doi.org/10.1007/

978-3-031-43633-8_14

2. Weurlander M, Lönn A, Seeberger A, Hult H, Thornberg R,

Wernerson A. Emotional challenges of medical students generate

feelings of uncertainty. Med Educ. 2019;53(10):1037–48. https://
doi.org/10.1111/medu.13934

3. Hinchey SA, Jackson JL. A cohort study assessing difficult patient

encounters in a walk-in primary care clinic, predictors and outcomes.

J Gen Intern Med. 2011;26(6):588–94. https://doi.org/10.1007/

s11606-010-1620-6

8 of 11 FREEMAN ET AL.

 1743498x, 0, D
ow

nloaded from
 https://asm

epublications.onlinelibrary.w
iley.com

/doi/10.1111/tct.13795, W
iley O

nline L
ibrary on [14/08/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0009-0004-9891-9126
https://orcid.org/0009-0004-9891-9126
https://doi.org/10.1007/978-3-031-43633-8_14
https://doi.org/10.1007/978-3-031-43633-8_14
https://doi.org/10.1111/medu.13934
https://doi.org/10.1111/medu.13934
https://doi.org/10.1007/s11606-010-1620-6
https://doi.org/10.1007/s11606-010-1620-6


4. Jackson JL, Kroenke K. Difficult patient encounters in the ambula-

tory clinic: clinical predictors and outcomes. Arch Intern Med. 1999;

159(10):1069–75. https://doi.org/10.1001/archinte.159.10.1069
5. Fosnot L, Jones CD, Keniston A, Burden M, Indovina KA, Patel H.

Hospitalists’ perspectives on challenging patient encounters and phy-

sician well-being: a qualitative study. Patient Educ Couns. 2022;

105(5):1209–15. https://doi.org/10.1016/j.pec.2021.08.023
6. Toivonen AK, Lindblom-Ylänne S, Louhiala P, Pyörälä E. Medical stu-

dents’ reflections on emotions concerning breaking bad news.

Patient Educ Couns. 2017;100(10):1903–9. https://doi.org/10.

1016/j.pec.2017.05.036

7. Pohontsch NJ, Stark A, Ehrhardt M, Kötter T, Scherer M. Influences

on students’ empathy in medical education: an exploratory inter-

view study with medical students in their third and last year. BMC

Med Educ. 2018;18(1):231. https://doi.org/10.1186/s12909-018-

1335-7

8. Steinauer JE, O’Sullivan P, Preskill F, Ten Cate O, Teherani A. What

makes “difficult patients” difficult for medical students? Acad Med.

2018;93(9):1359–66. https://doi.org/10.1097/ACM.0000000000

002269

9. Kegan, R. (1982). The evolving self: problems and process in human

development. Harvard University Press, https://doi.org/10.4159/

9780674039414

10. Cruess RL, Cruess SR, Boudreau JD, Snell L, Steinert Y. A schematic

representation of the professional identity formation and socializa-

tion of medical students and residents: a guide for medical educators.

Acad Med. 2015;90(6):718–25. https://doi.org/10.1097/ACM.

0000000000000700

11. Holden M, Buck E, Clark M, Szauter K, Trumble J. Professional iden-

tity formation in medical education: the convergence of multiple

domains. HEC Forum: an Interdisciplinary Journal on hospitals’ Ethi-
cal and Legal Issues. 2012;24(4):245–55. https://doi.org/10.1007/
s10730-012-9197-6

12. Kalet A, Buckvar-Keltz L, Monson V, Harnik V, Hubbard S, Crowe R,

et al. Professional identity formation in medical school: one measure

reflects changes during pre-clerkship training. MedEdPublish. 2018;

7(41):41. https://doi.org/10.15694/mep.2018.0000041.1

13. Sarraf-Yazdi S, Teo YN, How AEH, Teo YH, Goh S, Kow CS, et al. A

scoping review of professional identity formation in undergraduate

medical education. J Gen Intern Med. 2021;36(11):3511–21. https://
doi.org/10.1007/s11606-021-07024-9

14. Epstein RM, Hundert EM. Defining and assessing professional com-

petence. Jama. 2002;287(2):226–35. https://doi.org/10.1001/jama.

287.2.226

15. Lewin LO, McManamon A, Stein MT, Chen DT. Minding the form

that transforms: using Kegan’s model of adult development to under-

stand personal and professional identity formation in medicine. Acad

Med. 2019;94(9):1299–304. https://doi.org/10.1097/ACM.00000

00000002741

16. Shapiro J, Rakhra P, Wong A. The stories they tell: How third year

medical students portray patients, family members, physicians, and

themselves in difficult encounters. Med Teach. 2016;38(10):1033–
40. https://doi.org/10.3109/0142159X.2016.1147535

17. Wald HS, White J, Reis SP, Esquibel AY, Anthony D. Grappling with

complexity: medical students’ reflective writings about challenging

patient encounters as a window into professional identity formation.

Med Teach. 2019;41(2):152–60. https://doi.org/10.1080/

0142159X.2018.1475727

18. Van Ryn M, Fu SS. Paved with good intentions: do public health and

human service providers contribute to racial/ethnic disparities in

health? Am J Public Health. 2003;93(2):248–55. https://doi.org/10.
2105/AJPH.93.2.248

19. Deterding NM, Waters MC. Flexible coding of in-depth interviews: a

twenty-first-century approach. Sociological Methods & Research.

2021;50(2):708–39. https://doi.org/10.1177/0049124118799377

20. Hatem DS, Halpin T. Becoming doctors: examining student narra-

tives to understand the process of professional identity formation

within a learning community. J Med Educ Curric Dev. 2019;6:

2382120519834546. https://doi.org/10.1177/2382120519834546

21. Denzin NK. Triangulation: a case for methodological evaluation and

combination. Sociol Methods. 1978;339–57.
22. Subramani S. Practising reflexivity: ethics, methodology and theory

construction. Methodol Innov. 2019;12(2):2059799119863276.

https://doi.org/10.1177/2059799119863276

23. Steinauer JE, Teherani A, Mangini R, Chien J, Ten Cate O,

O’Sullivan P. Characterizations of motivation and identity in medical

students’ reflections about challenging patient interactions. Med

Teach. 2019;41(10):1178–83. https://doi.org/10.1080/0142159X.

2019.1626976

24. Jarvis-Selinger S, MacNeil KA, Costello GR, Lee K, Holmes CL.

Understanding professional identity formation in early clerkship: a

novel framework. Acad Med. 2019;94(10):1574–80. https://doi.org/
10.1097/ACM.0000000000002835

25. Hendelman W, Byszewski A. Formation of medical student profes-

sional identity: categorising lapses of professionalism, and the learn-

ing environment. BMC Med Educ. 2014;14(1):1–10. https://doi.org/
10.1186/1472-6920-14-139

26. Dyrbye, L. N., Thomas, M. R., & Shanafelt, T. D. (2005). Medical stu-

dent distress: causes, consequences, and proposed solutions. In May-

o Clinic proceedings (Vol. 80, No. 12, pp. 1613–22). Elsevier, https://
doi.org/10.4065/80.12.1613

27. Lönn A, Weurlander M, Seeberger A, Hult H, Thornberg R,

Wernerson A. The impact of emotionally challenging situations on

medical students’ professional identity formation. Advances in

Health Sciences Education. 2023;28(5):1557–78. https://doi.org/10.
1007/s10459-023-10229-8

28. Shepperd J, Malone W, Sweeny K. Exploring causes of the self-

serving bias. Social and Personality Psychology Compass. 2008;2(2):

895–908. https://doi.org/10.1111/j.1751-9004.2008.00078.x
29. Hertel PT, Mathews A. Cognitive bias modification: past perspec-

tives, current findings, and future applications. Perspect Psychol Sci.

2011;6(6):521–36. https://doi.org/10.1177/1745691611421205
30. Eng J, Schulman E, Jhanwar SM, Shah MK. Patient death debriefing

sessions to support residents’ emotional reactions to patient deaths.

J Grad Med Educ. 2015;7(3):430–6. https://doi.org/10.4300/JGME-

D-14-00544.1

How to cite this article: Freeman N, Shapiro J, Paguio M,

Lorkalantari Y, Nguyen A. Taking the next step: How student

reflective essays about difficult clinical encounters

demonstrate professional identity formation. Clin Teach.

2024. e13795. https://doi.org/10.1111/tct.13795
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Verbal Behaviour (71)*

Descriptions of the topic or emotions behind verbal statements

made during the encounter by a preceptor, patient, or student

Preceptor18

20.2: Preceptor verbal action to patient—patient centred

23.2: Preceptor verbal action to student — labels patient as

difficult.

Patient (34)
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10.4: Patient’s verbal action — appreciative/complimentary/polite

10.20: Patient’s verbal action — refuses treatment

Student19

25.7: Student verbal action — standard response/question

25.1: Student verbal action — connects with patient

25.8: Student verbal action — uses interpreter

Non-verbal behaviour18

Description of the body language of the patient, preceptor, and student

Preceptor3

22.1: Preceptor non-verbal action to patient — positive

Patient.8

11.3: Patient’s non-verbal action — happy/smiling

Student.7

26.1: Student non-verbal action — caught off guard/surprised/uncomfortable

Student perception [38].

The student’s perception and judgement regarding the patient or the preceptor

Patient (32).

12.2: Student perception of patient — happy, kind, pleasant, polite

13.1: Student perception of patient — angry/upset

Preceptor6

24.4: Student perception of preceptor — dismissive

24.6: Student perception of preceptor — empathic/compassionate

Predicaments12

Problems with the patient encounters that students felt required attention

27.1: Student predicament — communication w/Pt

27.5: Student predicament — Pt management

27.8: Student predicament — how to break bad news

Student state of mind during the encounter (34)

The emotions, attitude, and mental state of the medical student before the patient encounter

30.13: Student state of mind — anxious/uncomfortable

30.15: Student state of mind — frustrated

30.25: Student state of mind — confused/uncertain

Student reflection after encounter — after the encounter20

The emotions, attitude, and mental state of the medical student before the patient encounter

31.1: Student reflection — happy/relieved

31.9: Student reflection — frustrated

Lessons learned27

Student reflections on lessons they learned regarding issues that affected their encounter as well as skills that are necessary for navigating

difficult patient encounters

32.13: Student reflection — patient-centred medicine

32.14: Student reflection — empathy/important to understand patient’s POV

Developmental arc27

The coder’s subjective assessment of whether the essay evidenced movement from the patient or student, from one emotional point to

another, and whether that movement had a positive or negative valence.

Patient14

33.7: Patient developmental arc — refusal of treatment to understanding/accepting treatment

Student13

35.3: Student developmental arc — more to less judgmental toward patient

35.4: Student developmental arc — no/little understanding to better understanding of patient

*Numbers in parentheses refer to the total number of codes in each category.
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APPENDIX B. FREQUENCY TABLES FOR STUDENT PERCEPTIONS OF VARIOUS ASPECTS OF DIFFICULT CLINICAL

ENCOUNTERS B

T AB L E B 1 Frequencies for student perceptions of their attitudes during and after the clinical encounter (N = 69).

Clinical encounter

N

Post-encounter

N

Self-judgement 3 (4.34%) 29 (42.0%)

Frustrated 19 (27.5%) 36 (52.1%)

Doubt self-efficacy 9 (13.0%) 21 (30.4%)

Frequencies are presented. Percentages of total sample are in parentheses.

T AB L E B 2 Frequencies for student perceptions of attitudes and behaviours during difficult clinical encounters by year (N = 69)

Year 3

N

Year 4

N

Predicaments

Patient management 21 (30.4%) 31 (44.9%)

Patient verbal behaviour

Angry/yelling 7 (10.1%) 38 (55.0%)

Expressing negative emotions 6 (8.69%) 33 (47.8%)

Refusing treatment 14 (20.2%) 22 (31.8%)

Sharing information 10 (14.4%) 23 (33.3%)

Patient nonverbal behaviour

Rude/angry 4 (5.79%) 14 (20.2%)

Disengaged 2 (2.89%) 13 (18.8%)

Patient attitudes and emotions

Angry/upset 17 (24.6%) 34 (49.2%)

Rude/uncooperative 5 (7.24%) 26 (37.6%)

Frustrated 15 (21.7%) 17 (24.6%)

Student verbal behaviour

Standard 35 (50.7%) 61 (88.4%)

Empathetic 6 (8.69%) 30 (43.4%)

Connects with patients 5 (7.24%) 23 (33.3%)

Student nonverbal behaviour

Standard 8 (11.5%) 22 (31.8%)

Empathetic 3 (4.34%) 33 (47.8%)

Student attitudes and emotions

Confused/uncertain 5 (7.24%) 13 (18.8%)

Caught off guard 9 (13.0%) 25 (36.2%)

Thinking critically 11 (15.9%) 22 (31.8%)

Empathetic 5 (7.24%) 25 (34.7%)

Frustrated 12 (17.3%) 24 (34.7%)

Awareness of structural factors 12 (17.3%) 4 (5.79%)

Importance of overcoming communication barriers 15 (21.7%) 1 (1.44%)

Preceptor verbal behaviour

Standard 21 (30.4%) 23 (33.3%)

Labels patient as difficult 2 (2.89%) 14 (20.2%)

Patient-centred 14 (20.2%) 7 (10.1%)

Preceptor attitudes and emotions

Positive 18 (26.0%) 19 (27.5%)

Negative 5 (7.24%) 20 (28.9%)

Frequencies are presented. Percentages of total sample are in parentheses.
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