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R
esidency is a unique time in one’s medical

career. It is a time of intense learning and

mentorship, as well as work and service. The

aspects of service and education in residency have

often been regarded as being on the opposite ends of a

spectrum.

As an example, consider the scenario of a resident

who has decided, midresidency, to move into another

specialty. In order to provide the best preparation for

this new career choice, one might assume that freeing

up time to participate in research projects and prepare

for application into the newly chosen specialty would

be the best course of action. After all, once the

decision has been made to change specialties, what

educational value remains in being part of a specialty

that one will never practice? Certainly, various

logistical and professional concerns may exist regard-

ing completing clinical duties to minimize disruptions

of colleagues’ schedules resulting from a resident

leaving a program midyear. However, the completion

of such obligations would seem to fall squarely in the

‘‘service’’ category, with little to no educational utility.

This underscores the fact that service and education

in residency are often considered opposing, and

mutually exclusive, considerations. There is a resident

survey given by the Accreditation Council for Graduate

Medical Education (ACGME), which is conducted to

monitor compliance with the accreditation standards,

and residents are asked how often their clinical

education is comprised of excessive service obliga-

tions.1 The ACGME highlights the emphasis on

learning activities and supports the principle that the

balance of education and service should be weighted on

the side of education. The ACGME’s expectation that

education should receive a higher priority than service

likely is rooted in the exploitation of residents dating

back to the 1920s and 1930s, when interns were

relegated to paperwork and inserting intravenous lines,

while having limited opportunities for didactics or

clinical rounds.2 The ACGME standards emphasize the
educational aspects of residency training.

However, who really determines what constitutes

‘‘excessive service obligations’’? Currently, the arbiter is
on the trainee, and this has led to some challenges.3,4 In
addition, neither ‘‘education’’ nor ‘‘service’’ is defined
by the ACGME, and trainees responding to the survey

may not be aware of the experiential learning that
occurs during service provision. As those who have
entered or completed medical training are aware, there
are essential tasks residents must perform that fall

under the heading of ‘‘work’’ or ‘‘service,’’ such as
administrative duties or scheduling. The work required
of the residents and their attending teams to effectively

care for patients on an inpatient service and manage
busy clinic schedules can be significant. While the
educational experience may be the primary factor
focused on during residency training, this focus may

present a false dichotomy in how service aspects are
‘‘balanced,’’ particularly as education and service
aspects often are intertwined. In contrast to viewing
the relationship of education and service as a ‘‘balance’’

between the 2 dimensions, the educational experience
can be understood as a dynamic process. In some
instances, the emphasis will be on education, and in
other instances, on service.

There arguably is a level in which certain activities
become ‘‘burdensome nonmedical chores,’’5 and edu-
cators must recognize this. At the same time, it is
evident that both service and education are valuable

aspects of residency. Attempting to assess the benefits of
a certain amount of service relative to a certain amount
of education is not ultimately helpful, as this may

overlook the primary objective of residency programs.

We assert that professional identity formation should
be the primary objective of residency. Cruess et al6

defined professional identity as ‘‘a representation of

self, achieved in stages over time during which the
characteristics, values, and norms of the medical
profession are internalized, resulting in an individual
thinking, acting, and feeling like a physician.’’ Further-

more, training programs are responsible for providing
an environment that enables this identify formation.7DOI: http://dx.doi.org/10.4300/JGME-D-15-00123.1

154 Journal of Graduate Medical Education, May 1, 2016

PERSPECTIVES

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-27 via free access



Let us return to the scenario of the resident who

decided to change to a different specialty midway

through residency. Conversations focused on service or

education limit how this would best be addressed. As

mentioned above, having a trainee remain in the

program to complete the year appears to be more in

the service realm rather than education. However, if we

understand this within the context of professional

identity formation, answers to the questions of what

does one do from both the program and the resident

perspectives begin to emerge. First, the reasons for the

new specialty choice should be ascertained by the

faculty. Once there is mutual agreement on what is best

for the resident, faculty should support the resident in

pursuing the newly chosen specialty. This may include

offering recommendations and assisting with identify-

ing career options, as well as demonstrating that faculty

members are committed to doing what they can to help

develop the resident’s professional identity formation,

irrespective of the chosen field of medicine.

The resident also has a role in his or her

professional identity formation. For example, the

resident still has responsibilities for providing patient

care as part of the health care team. Furthermore,

expectations that pertain to all residents in the

program, such as giving a grand rounds presentation

on clinical topics, should be met. While the subject

matter may be different, the resident needs to show an

understanding that practical skills gained in providing

patient care will serve him or her well in the new field,

and this should not be overlooked. In other words,

the medical and surgical treatment of a thyroid tumor

may be different than that of a newly discovered skin

cancer, but learning the process of assessing and

counseling patients is an essential skill relevant for all

physicians. In addition, fulfilling responsibilities and

striving for personal excellence is an important part of

being a physician, regardless of specialty.

It should be noted at this point that the scenario

described earlier actually occurred in all of the authors’

residency programs. It was this experience that brought

about a deeper understanding of how professional

identify formation is experienced and understood

within a residency training program. Going beyond

our scenario, the concept of professional identify

formation can be broadly applied in residency. We

believe service is a vital part of professional identity

formation and may be expressed in other examples,

which are as simple as obtaining a wheelchair for

someone who is struggling to walk from the parking

garage to the clinic or stopping to offer directions to

someone who appears to be lost. The concept also

extends to other professions, where it is considered a

conceptual apprenticeship that professionals-in-training

must traverse.8

In summary, the concepts of education and service

during residency are integrated, and few tasks in the

clinical setting are devoid of opportunities to expand

one’s fund of knowledge and skills. Together, these

elements are valuable in achieving the goal of

professional identity formation. This formation, during

these critical years of training, involves teaching

trainees to have a commitment to professionalism, an

adherence to ethical principles, and an engagement in

the pursuit of lifelong education and service.
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