
P
p
a
s
e
M
i
c
U
r
e
R
c
w

S
o
h
p
a
p
d
r
m

i
t

F
p
v

e
R
M
d
s

M
W
6
@

f

4

SPECIAL ARTICLE

Sources of Ethical Conflict in Medical Housestaff
Training: A Qualitative Study

Julie R. Rosenbaum, MD, Elizabeth H. Bradley, PhD, Eric S. Holmboe, MD,
Michael H. Farrell, MD, Harlan M. Krumholz, MD, MPH
t
b
t
M
h
C
r
m
a
t
e
m
e
©

URPOSE: Despite increased emphasis on medical ethics and
rofessionalism in medical education, concern about unethical
nd unprofessional behavior by physicians is widespread. This
tudy sought to identify and classify the range of work-related
thical conflicts experienced by medical house officers.

ETHODS: We performed a qualitative study using data from
n-depth interviews conducted in 2001 with 31 internal medi-
ine residents in one traditional and one primary care residency.
sing the constant comparative method, we explored work-

elated experiences during housestaff training that involved
thical conflict with patients or colleagues.
ESULTS: The interviews revealed five categories of ethical
onflict: concern over telling the truth, respecting patients’
ishes, preventing harm, managing the limits of one’s compe-
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ence, and addressing performance of others that is perceived to
e inappropriate. Conflicts occurred between residents and at-
ending physicians, patients or families, and other residents.

any of the conflicts were exacerbated by the function of the
ierarchical structure in residency training.
ONCLUSIONS: This study provides a classification of work-

elated ethical conflicts that houseofficers experience, which
ay be used to improve the working environment for residents

nd support their professional development. By attending to
he challenges that residents face, particularly previously under-
mphasized conflicts concerning competence and perfor-
ance, this framework can be used to enhance education in

thics and professionalism. Am J Med. 2004;116:402– 407.
2004 by Excerpta Medica Inc.
ince the 1980s, many people and organizations have
increasingly emphasized the role of medical ethics
and professionalism in the education and training

f physicians (1– 4). In response, many medical schools
ave developed programs to teach these topics to new
hysicians (5–9). Despite these efforts, both the public
nd the profession have been concerned about recent re-
orts of unethical and unprofessional behavior by resi-
ent physicians (10 –17). Little is known about the expe-
iences that house officers face during their training that
ay lead to such behavior.
Previous studies exploring the ethical challenges of res-

dency have focused primarily on disagreements with at-
ending physicians. This work consists of individual per-
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thics Project. The study was completed while Dr. Rosenbaum was a
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aterbury Hospital Health Center, Department of Medicine, Pomeroy

, 64 Robbins Street, Waterbury, Connecticut 06721, or julie.rosenbaum
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Manuscript submitted September 11, 2003, and accepted in revised
onal accounts or case studies (18 –21), or the results of
losed-ended surveys (14,22,23). Despite their value,
hese methods are limited because they generate either
necdotal information or data constricted by the survey
nstrument used; they do not provide the systematic
readth and depth of more open-ended techniques.

To support the ethical and professional development
f new physicians, it would be useful to understand the
ull range of experiences that cause ethical conflict. A
eeper understanding of the personal and professional
hallenges may provide insight into whether and how
hese experiences may lead to compromised behavior in
he future. Identifying the full range of sources of conflict
or the residents will create opportunities to address
roblems, improve the efficacy and relevance of educa-
ional interventions, and promote a more effective work-
ng environment. In this study, we interviewed internal

edicine residents to identify work-related ethical con-
icts. By categorizing these experiences, we aimed to im-
rove understanding of the types and sources of these
onflicts.

ETHODS

tudy Design and Sample
e interviewed residents from Yale University tradi-

ional and primary care internal medicine residency pro-

rams. These residents train at four hospitals in Connect-

0002-9343/04/$–see front matter
doi:10.1016/j.amjmed.2003.09.044
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cut, including an urban tertiary care center, a Veterans
ffairs hospital, and two community hospitals, which

erve as the sites of inpatient and the majority of outpa-
ient experiences.

Residents were selected through purposeful sampling,
s is typical in qualitative research (24,25). The initial
roup was selected randomly from residents who would
e more likely to be available for interviewing, including
esidents on elective, ambulatory, or consult rotations.
dditional participants, including chief residents, were

elected to ensure breadth and to include a diverse repre-
entation of residents. The Human Investigation Com-

ittee of Yale University School of Medicine and the In-
titutional Review Board at St. Mary’s Hospital in

aterbury, Connecticut approved the study.

ata Collection
n-depth, open-ended interviews were conducted in per-
on over a 6-month period in 2001. After informed con-
ent was obtained, each interview was conducted in per-
on by 1 researcher (JRR). Interviews ranged from 18 to
0 minutes with a median duration of 38 minutes. All
nterviews were audiotaped and transcribed by indepen-
ent professional transcriptionists. The sessions were
onducted privately, and all identifiers were coded on
tudy documents and tapes to ensure confidentiality.

For all interviews, a standardized interview guide was
mployed with probes for clarification and to gather ad-
itional detail. The interviewer asked each resident,
Have you ever done something, or failed to do some-
hing, involving a patient or colleague that made you un-
omfortable?” Questions were also asked about specific
xperiences that the resident felt were improper, wrong,
nethical, or unprofessional. For all questions, respon-
ents were encouraged to elaborate on their experiences
ith examples and specific stories.

ata Analysis
ranscribed data were analyzed by a team with expertise

n qualitative research and with training in internal med-
cine, public health, and epidemiology. The team used
ommon coding techniques and the constant compara-
ive method of qualitative data analysis (25,26). Each
ranscript was read line-by-line by at least 2 researchers,
nd key themes and ideas were abstracted. Data from ini-
ial transcripts were organized into a code structure to
eep track of and analyze the data. According to constant
omparative techniques, as new transcripts were re-
iewed and coded, new quotes were compared with pre-
ious quotes within an evolving category in an iterative
rocess. Investigators examined all of the experiences
hat the residents reported, including experiences that
aused discomfort and those that they characterized as
mproper, wrong, unethical, or unprofessional.

At two points during the concurrent interviewing and

nalysis, the entire research team reviewed the coding p

March
tructure, and consensus was reached among all mem-
ers regarding its logic and breadth. Revisions to the cod-

ng structure were based on new insights and relations
hat emerged within categories during analysis. The re-
earch team reviewed and accepted a final coding struc-
ure. All transcripts were coded according to this final
tructure with differences in interpretation in coding re-
olved by consensus. Coded data were entered into a soft-
are package for qualitative data (NUD*IST 5; Sage Pub-

ications Software, Thousand Oaks, California) to assist
n reporting themes, links between the themes, and de-

onstrative quotations. New residents were interviewed
nd their data analyzed until thematic saturation (24,25)
as reached (i.e., successive interviews did not produce
ew themes). This occurred after the 31st interview.
Several steps were taken to enhance the reliability and

alidity of the methods, as recommended by experts in
ualitative research (27–30). These included purposeful
ampling to ensure a theoretically broad range of experi-
nce, multiple coding of the data by at least 2 researchers,
nd analysis of deviant cases. We enhanced our system-
tic approach through the methodical use of the discus-
ion guide and the creation of an audit trail to document
nalytic decisions.

ESULTS

ligible residents were contacted by pager and invited to

able. Demographic Characteristics of Participants Compared
ith Residents in Training Program*†

Characteristic
Participants

(n�31)
Total Residents

(n�195)

Number (%) or Mean� SD

GY-1 6 (19) 84 (43)
GY-2 9 (29) 55 (28)
GY-3 12 (39) 47 (24)
hief residents 4 (13) 9 (5)
raditional program 23 (74) 118 (61)
hite race 13 (42) 103 (53)
ale sex 15 (48) 97 (54)‡

ge (years) 30.4 � 3.6 29.4 � 3.1

Three residents refused to participate: a white PGY-2 woman from the
raditional program; a PGY-2 woman from the traditional program
ho did not identify race/ethnicity; and an Asian PGY-3 man from the
rimary care residency. The first resident did not participate because she
efused to be taped. The other residents refused because they did not
ant to discuss the topics of the study.
The characteristics of the residents who did not respond to their pages
id not differ from the characteristics of the residents overall.
Sex data were available for only 181 residents. Age data available for
82 residents.
GY � postgraduate year.
articipate. Overall, we paged 51 residents, of whom 3

15, 2004 THE AMERICAN JOURNAL OF MEDICINE� Volume 116 403
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efused to participate. The 31 participants in the study
ere similar to the residents in the Yale medicine residen-

ies in terms of sex, race, ethnicity, and program (tradi-
ional or primary care) (Table). Because of our preference
or residents who were on less time-intensive rotations,
he participants were more likely to be further along in
raining. Seventeen residents who were contacted failed
o schedule interviews because of time constraints or
cheduling difficulties, and their characteristics were also
imilar to those of the residents overall.

All participants described experiences with patients or
olleagues that they considered uncomfortable or that
hey considered wrong, improper, unethical, or unpro-
essional. Almost all of the residents (90%, n � 28) de-
cribed situations in which they had been directly in-
olved. Three respondents (10%) did not report
ncomfortable experiences in which they had been in-
olved but did describe conflicts they had witnessed or
eard about involving colleagues.

We classified the experiences into five broad catego-
ies: concern over telling the truth, respecting patients’
ishes, preventing harm, managing the limits of one’s

ompetence, and addressing performance by others that
s perceived to be inappropriate. Ethical conflicts involv-
ng these five categories occurred between residents and
heir attending physicians, residents and other residents,
nd residents and patients or their families. Residents also
xperienced internal conflict in which they struggled with
hemselves to decide the appropriate course of action.
he types or descriptions of conflicts did not vary mark-
dly by sex or year of training.

ive Categories of Ethical Conflicts
elling the truth. Residents reported having to compro-
ise in telling the truth. This involved many ways of ma-

ipulating information, including delaying, framing, or
mitting information. At times it also involved lying.
ome residents reported that this behavior was due to
ressure from attending physicians; others described
ressure from families, patients, or peers. The types of

nformation about which residents failed to tell the truth
anged from diagnoses and prognoses to how experi-
nced they were with specific procedures. Conflicts arose
rom disagreements over how much information to dis-
lose, who should disclose, and when to disclose.

In an example of delaying the sharing of information, a
esident said, “The biopsy came back that he had lung
ancer . . . our attending wanted to wait until his primary
ttending came back a week later before telling him. We
. . myself and my intern, felt very uncomfortable wait-
ng . . . he [the patient] kept asking us, ‘Do you know the
esults?’ . . . and we’d have to tell him . . . ‘we’re waiting
or the results.’ Even though we knew.”

This resident framed information to guide a patient

oward a particular decision: “The resident did not want p

04 March 15, 2004 THE AMERICAN JOURNAL OF MEDICINE� Volume 116
he patient to undergo the procedure . . . they would re-
lly bias the wording that they would use when portraying
he risks and benefits from the procedure . . . using lan-
uage that no one would end up giving consent for this
rocedure.”

In an example involving omitting information, a resi-
ent said, “It’s obviously frightening to do it [a proce-
ure]– because you are very aware of your own abilities,
hereas the patient is not. And I don’t think that I’ve

lways told the patient, ‘This is my third time doing a
entral line’ . . . patients may think that you do this every
ay, when you don’t.”

To illustrate an example of lying, a resident said, “The
atient says ‘Hey doc! Where are my, where are my meds
prescriptions]?’ I was like, ‘I called them in.’ At that time
actually had not called them in.”

especting patients’ wishes. Residents desired to re-
pect the patients’ autonomy by learning their wishes and
y making efforts to ensure that their treatment decisions
ere respected, often regarding decisions near the end of

ife. Sometimes they were unable to ensure that the pa-
ient’s wishes were being respected because the medical
eam, patient, or family did not agree on what those
ishes were or whether they were in the patient’s best

nterest. One resident stated, “. . . they [the patient] pretty
uch had said that they probably don’t want to be intu-

ated again. And the family wanted it done . . . as the day
ent on there was an ongoing discussion of ‘Should we

ntubate? Should we not? Does the patient really want
his? They probably don’t but the family probably does.’
nd whenever you have that situation it’s kind of tense.”
nother resident said, “. . . I kind of felt like I got strong
rmed [by the attending physician] into putting a PEG
percutaneous endoscopic gastrostomy] in this guy when
really thought it was the wrong thing to do. And not that

t was just my personal decision, but I had spent a lot of
ime talking to the family . . . and this is a new attending
ho just showed up. He had never spoken to the

amily. . . .”

reventing harm. Several residents mentioned experi-
ncing conflicts when patients were harmed by the care
rovided by the residents. One aspect of this distress
temmed from residents confronting the inherent risks of

edicine, including adverse events or side effects of nec-
ssary, although risky, treatments or procedures. One of
he residents said, “It felt difficult for us to live with the
act that we had done something to her that had killed
er. . . . Sometimes I just feel really evil. Doing things to
eople. That’s my way of saying it. But I feel, a lot of times,
e do different procedures to people that are—putting in

ines or whatever—in their so-called best interest. I just
onder a lot of times whether it really is.”
In other instances, the concern was about harm to the
atient resulting from the educational process. Some-
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imes the residents perceived incentives to do procedures
o gain experience, which involves the inherent risks of
he procedure as well as the risks due to the limited expe-
ience of the resident performing the procedure. A resi-
ent said, “It’s that whole tension between what I need to
o to become a better resident, which was I had to get
hrough a certain amount of procedures. . . . I don’t know
hat I would have known that there would be these situ-
tions where my learning would happen maybe some-
hat at the expense of the patient.”

anaging the limits of one’s competence. The house
fficers also reported discomfort related to feeling inad-
quately prepared to perform their duties and how to
andle this discomfort. The residents’ concerns over their
wn competence were exacerbated by concerns about
hether patients, peers, or attending physicians viewed

hem as competent. Due to concern over the perception
f others, especially the superiors who evaluated them,
esidents described pressure to act as though they were
ore experienced than they perceived that they were.

ome residents reported realizing their limitations but
aving difficulty admitting their shortcomings.

A resident expressed this concern about external per-
eptions of competence: “. . . I’m transferring them [a
atient] to somebody and meeting resistance, just feeling
ncomfortable because they [co-resident] say, ‘why
idn’t you do this?’ or ‘why didn’t you do that?’ or ‘they’re
ot really appropriate for me right now. You called me

oo soon.’ Just feeling like I’d been inadequate, inade-
uately working up the patient and why would I call them
rematurely. I feel that, actually, a lot.”

Another resident gave this example of difficulty admit-
ing shortcomings: “I’ve done in the past procedures on
atients that I wasn’t necessarily comfortable doing, with
ot a whole lot of supervision. But when someone asks
e, you know, ‘Do you need me to stand here? Do you

eed me here while you do this?’ And I said, ‘No.’ And
hat was probably not the right answer.”

ddressing the performance of others that is perceived
o be inappropriate. Residents experienced conflict
hen they thought a peer’s or attending physician’s per-

ormance was inappropriate or inadequate. Several resi-
ents described the tension of balancing their profes-
ional responsibility to challenge, intervene, or report the
nappropriate or inadequate behavior with the need for
pproval and acceptance by colleagues. One resident
tated, “When you think that one of your colleagues, for
xample, may be not doing something that they’re sup-
osed to be doing and you feel you should tell them
omething about that. It’s, I’m not quite sure how to in-
ervene.” Another said, “There are a couple of residents, a
ouple of interns that I had that were really horrible and I
id not write an evaluation . . . I think that’s a bad quality

of mine].” A

March
This conflict was reported as especially stressful in
orking with attending physicians, who often were in

harge of evaluating the resident. Some residents de-
cribed acquiescing to the superior’s wish, often subju-
ating their values to the attending physician’s demands.
ne resident said, “. . . there are times I’ve done stuff that
didn’t necessarily think was necessary. I mean because

he attending wanted this or that done and I didn’t . . .
gree with them . . . Not that they were wrong but just
hat I didn’t personally feel this person needed an LP
lumbar puncture) or whatever . . . why bother torturing
omebody?”

ISCUSSION

early all residents reported ethical conflicts in their
ork experiences. These included conflicts between the

esidents and attending physicians, residents and patients
r families, residents and their peers, or internal conflicts

n which the residents grappled over the appropriate
ourse of action, which we were able to classify into the
ve categories.
These concerns are reflected in varying degrees in the

ecent promulgations of professional organizations re-
arding professionalism. The recent Charter on Medical
rofessionalism reaffirms the principles upon which the
edical profession is based (31). The Charter is a joint

ffort of international professional organizations, includ-
ng the American College of Physicians–American Soci-
ty of Internal Medicine, the European Federation of In-
ernal Medicine, and the American Board of Internal

edicine. The principles include a set of professional re-
ponsibilities: honesty with patients, patient welfare, pro-
essional competence, and professional responsibility,
ncluding the self-regulation of peers. In addition, post-
raduate medical training programs are now expected to
emonstrate how they evaluate their learners’ perfor-
ances around six competencies, including the domain

f professionalism (32).
Our study demonstrates the difficulties that the resi-

ents sometimes faced in trying to reach these ideals, de-
pite a common understanding of the importance of
hese professional responsibilities. Sometimes, compro-

ises were necessary between two competing profes-
ional values (e.g., potentially harming a patient to learn a
rocedure for the sake of future patients). At other times,
espite agreement on the meaning of a principle, differ-
nt interpretations of how to implement the principle led
o conflict (e.g., how and when to disclose a diagnosis). In
ddition, residents sometimes felt pressure to act accord-
ng to a separate set of priorities that might be valued
ifferently within the hierarchical training system, in-
luding efficiency, respect for authority, and collegiality.

lthough the strong organizational structure of medical

15, 2004 THE AMERICAN JOURNAL OF MEDICINE� Volume 116 405
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raining provides organization and efficiency, the hierar-
hy may make the residents feel as if they sometimes must
ompromise their core professional responsibility to pa-
ients in order to succeed.

The principles of honesty, nonmaleficence, and respect
or patients’ autonomy have received a great deal of at-
ention in the literature on ethics and in education (1,5).
imilarly, competence and self-regulation are considered
ornerstones of professionalism (3,31,33). However, less
ttention has been paid to how to manage the limits of
ne’s competence and how to implement professional
elf-regulation in the day-to-day setting. For example, if a
esident believed that a colleague had acted inappropri-
tely, the resident reported little guidance about how or
hen to provide effective constructive criticism or when

o seek assistance from a superior. Even when they judged
hat they should have notified a superior, some residents
ere uncomfortable doing so out of a concern about the
ossible consequences for themselves and their colleague.
s the medical profession attempts to reassert its profes-

ional authority, issues of self-regulation will become
ven more important (34,35). Especially given the grow-
ng attention to medical errors and the quality of health
are (32,36), the profession must clarify how this kind of
elf-regulation should proceed and then teach this pro-
ess to physicians in the beginnning of their careers.

This study suggests that there is still much progress to
e made regarding how to ensure that ethical and profes-
ional principles are effectively translated into appropri-
te behavior. There are three levels at which such efforts
an be targeted. First, education can focus on analytic
kills to enable residents to identify and adjudicate the
thical and professional principles that are relevant in
articular situations. Such education can also impart
kills of conflict resolution and effective patient advocacy
ithout compromising residents’ positions in the medi-

al hierarchy. Second, faculty development regarding the
revalence and management of these conflicts during res-

dency may relieve some of the tension and deleterious
utcomes, both in terms of house officer stress and pa-
ient care. Third, the effective translation of principles
nto practice will necessitate addressing the institutional
ontext in which these conflicts occur. This may involve
ttending to a culture and hierarchy that may hinder re-
ective criticism, as well as other desirable ethical behav-

ors. Professional, institutional, and educational leader-
hip will be key in identifying and addressing systematic
nd cultural barriers that deter avoiding or resolving con-
icts with minimal negative effect on the involved parties,
specially on patients.

Our analysis was based on interviews with internal
edicine residents at two programs. It is possible that the

mpirical findings regarding their uncomfortable experi-
nces and values conflicts are particular to this group.

owever, we attempted to sample the residents to ensure

06 March 15, 2004 THE AMERICAN JOURNAL OF MEDICINE� Volume 116
hat they were diverse and representative of medical res-
dents generally. Because many of the findings are related
o values that are deeply held by the profession or are
eflective of the hierarchies that are an inherent part of
edical training, it is probable that similar conflicts
ould be discovered in other groups of trainees.
We used qualitative methodology to explore an area

hat had not previously been subject to systematic re-
earch, specifically to illuminate the types of ethical and
rofessional challenges that the housestaff faced. The 31
esidents were selected through purposeful sampling un-
il thematic saturation was reached. Residents were not
sked to recall each incident to gain a sense of prevalence
or to tell us even their most difficult experience. Because
f the sampling and questioning technique, we are only
ble to report meaningfully the range of experiences.
uantitative data that we might report on the relation

mong year of training, sex, or race and the ethical and
rofessional experiences would be at most suggestive be-
ause of the type of methodology we employed. Our find-
ngs can be used in future studies that describe the fre-
uencies of these experiences or, with hypotheses
enerated by our findings, in studies that explore the rea-
ons that these phenomena exist.

Although each of these experiences caused conflict for
he residents, some experiences may cause discomfort
hat leads to appropriate ethical and professional re-
ponses and growth. Others, however, might lead to more
eleterious effects. With the description of the range of
hese experiences, we can begin to understand how resi-
ents differentiate between experiences that are difficult
ut developmentally important and those that violate ba-
ic ethical standards. To positively influence ethical and
rofessional development, we must ensure that residents
nderstand when compromises in ethical standards
ight be acceptable and when they are not.
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