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Abstract

Purpose

Expectations of certainty and confidence

in surgical culture are a source of internal
conflict for surgeons and learners, with
surgeons describing a pressure to project
an image that is, at times, inconsistent
with how they feel internally. The authors
explored surgical residents’ perceptions of
“impression management” and its effects
on surgical judgment and decision making.

Method

The authors used a constructivist
grounded theory approach to conduct
and analyze 15 semistructured interviews
with general surgery trainees at an

urban Canadian academic health center
between 2012 and 2014. Interviews

explored impression management in

the context of resident learning and
performance. Analysis was inductive,
whereby emergent themes contributed

to a developing conceptual framework,
and deductive, using an existing theory of
impression management.

Results

Residents described sensing an
“expectation” to portray an image
aligned with the ideal surgical stereotype
of confidence and certainty, and shared
strategies used to mirror this image.
Impression management strategies

were used to portray an image of
competence, with the aim to improve
access to teaching and evaluations.

Unintended consequences of impression
management on decision making,
patient safety, and resident wellness
were identified.

Conclusions

These findings contribute to a deeper
understanding of the potential impact
of the sociocultural context on residency
training, and provide a language
allowing for more explicit discussions
about the impact of surgical culture on
trainee behaviors. Translation includes
formal instruction of these concepts in
the curriculum so that trainees better
recognize, reflect on, and cope with
the pressures to perform in front

of others.

Editor’s Note: An Invited Commentary by W.C.
McGaghie appears on pages 685—686.

Judgment and decision making in
surgery has predominantly been considered
a cognitive construct. Surgeons and
researchers alike have delved into how

our brains function; whether they are
describing decision-making processes,
clinical reasoning steps, or problem solving
methods, the focus has been on cognition,
or what is inside the surgeon’s head."”
Aligned with this approach, we recently
described a cognitive process as a hallmark
of expert judgment, “slowing down

when you should.”® Uncertain, critical,
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and unexpected moments in surgery
prompt the expert surgeon to slow down,
cognitively transitioning from an automatic
mode of thinking to a more effortful mode
of thinking when appropriate.

In addition to recognizing the “slowing
down” cognitive process as it relates to
decision making, we also identified the
presence of powerful sociocultural factors
that originated outside the surgeon’s
head.” We noted that trainees and
practicing surgeons were performing—
and believed strongly that they should

be performing—an image of confidence
and certainty in their day-to-day clinical
activities in response to perceived
external expectations. These qualities
were often opposed to the emotions
surgeons felt during critical decision-
making moments—anxiety, uncertainty,
and fear. The difference between how we
think we should feel and how we actually
feel creates a tension that prompts us

to manage our image, to create the
impression we want others to see.

The active management of one’s image was
described by social psychologist Erving
Goffman'® as “impression management.”
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Goffman suggested that individuals

craft and maintain an image in social
circumstances to actively manage the
impression others have of them. Surgical
trainees are in the process of developing
their professional identity and are
embedded within a powerful surgical
culture that teaches them the ideals and
values of their profession, as well as what

is expected of them.""** During their
training, residents develop and embody
what they perceive as a surgeon’s identity,
and reflect this identity back to others.
Although impression management can
play an important role in helping one build
confidence in one’s abilities and function in
anew culture in an effort to become a part
of it, there may be unintended implications
for both how residents learn and how they
execute their clinical duties. The purpose
of this study was to identify how general
surgery residents perceived and performed
impression management during moments
of patient care. Understanding surgical
decision making from a sociocultural
perspective was identified as a gap in the
literature. Our research responds to this
gap by exploring how existing surgical
culture is implicated in the areas of
learning, wellness, and patient care.

769

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.


http://links.lww.com/ACADMED/A518
mailto:Carol-anne.Moulton@uhn.ca

Research Report

Method

This study used a constructivist grounded
theory methodology to develop an
explanatory theory of a social process,
which emerged from naturalistic

data.'® Aligned with the tenets of this
methodology, we considered context

to be essential to the development of
knowledge. The theory of impression
management was used as a sensitizing
concept to guide interview questions and
inform the developing model.'**¢

Participants were general surgery trainees
at an urban, multicultural, Canadian
academic health center. We purposively
sampled junior (postgraduate year [PGY]
1-2; n = 8) and senior (PGY 3-6;n=7)

as well as male (n = 8) and female (n =7)
surgical trainees to capture a range of
experiences. We did not collect data on
participants’ ethnicity/race. It was not the
intention of our study to explore differences
based on ethnicity but, rather, to capture a
wide range of perspectives. All participants
provided written informed consent.

All data were collected through 60- to
80-minute semistructured interviews
between 2012 and 2013. We terminated
data collection after completing 15
interviews, when no new ideas or insights
emerged outside the existing theoretical
categories.'®

We used semistructured interviews to
explore several key questions, while
permitting the interviewer or interviewee
to evolve the questions and pursue other
ideas in detail.’® The original interview
guide is provided in Supplemental
Digital Appendix 1, at http://links.lww.
com/ACADMED/A518. We added and
refined interview questions during the
iterative phases of data collection and
analysis to explore emergent ideas and
refine emerging concepts. All interviews
were digitally recorded and transcribed
verbatim. Each interview was labeled with
an identifier code to maintain anonymity.
All interviews were conducted by the
principal investigator (P.P.), a graduate
student with no medical training at

the time. The decision to select this
interviewer was purposeful to avoid
issues of power dynamics. Identifying
information was removed from the data
prior to analysis by the larger team.

The benefits of a constructivist grounded
theory approach to data collection
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include spontaneity and adaptation
during the data collection; the use of
open-ended questions, which allow
participants the ability to respond in
their own words, more elaborately, and
in greater detail; and the ability to tailor
interview questions and “probes” based
on participant response to deeply explore
and understand the experiences of
participants.

Using a constructivist grounded theory
methodology"’ to analyze the data, we
created a conceptual model of impression
management during general surgery
residency. Using a constant comparative
approach, the investigators (P.P., N.Z.,
C.M.,, C.-A.M.) read each transcript

and identified core issues and thematic
categories.'®"” Labels for the thematic
categories were chosen specifically to
represent language used by participants
to describe their experiences. This
inductive approach was enriched with a
deductive interpretation of the emergent
theory of impression management

using the preidentified sensitizing
concepts from Goffman (impression
management, acting, front and back
stage performance, audience) and
incorporating the theoretical perspectives
and experiences of the entire research
team. This combination of inductive

and deductive coding allowed us to
co-construct an emergent theory of how
impression management affects resident
learning and performance of knowledge
and skills in our context.!*"” Negative
case sampling, also consistent with a
constructivist grounded theory approach,
allowed us to refine our emergent theory
and to establish its representativeness.'”
In other words, we were not interested in
documenting the dominance of any one
specific category but, rather, to establish
how these dimensions of impression
management worked together to facilitate
or inhibit residents’ learning and decision
making.

Member checking was completed during
both data collection and analyses. In
later interviews, we asked participants

to assess whether the emerging
conceptual framework resonated with
their experiences.' This framework

was developed through numerous
discussions with the entire research team,
which included the PI, staff surgeon,
surgical resident, and social scientists
with expertise in the theoretical framing

of the work and identity construction.
Disagreements over the interpretation of
the results were discussed until consensus
was reached or further exploration using
our participants was carried out.'” We
applied the final agreed-on conceptual
framework to the entire dataset. NVivo
software (2007; QSR International) was
used to manage and cross-reference

the dataset."” Institutional review

board approval was obtained from the
academic institution where the study was
conducted.

Results

Despite sampling both male and female
participants from a range of experience
levels, the types of pressures described in
interviews were similar within and across
groups; thus, we present the findings

in aggregate. Numerical participant
identifiers are given after representative
quotes. Surgical residents described being
immersed in an environment where they
felt pressures to perform a set of strongly
normative—yet tacit—expectations to
be “all-knowing,” “quick,” “decisive,” and
“confident”:

[A typical surgeon] should be invincible
... not weak, not unsure, not unconfident.
The pressure is that you're ... the opposite
of all those things. That you should
always know, that you should always be
confident, that you should always have the
answer. (P3)

To demonstrate themselves as competent,
participants discussed the pressure to be
“all-knowing” about their specialty and
patient care:

You really need to be on top of everything
that you do and be five steps ahead of
what they expect for you. (P9)

All participants viewed “quick”
performances as necessary and valued in
the surgical community when making
patient care decisions, assisting, or
operating independently. All residents
admitted they came into surgery

feeling they have to be decisive, despite
recognizing that decisions were not
always black and white.

Many participants felt social pressure

to display confidence when presenting
patient progress on wards, making patient
care decisions, or answering questions
from their attending. The following
sections outline key strategies used by
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residents to manage their performance
as competent residents, and the intended
and unintended consequences that
followed.

Strategies for impression management

Participants developed strategies

to exhibit competence. They were
especially reliant on these strategies
when they sensed they were not
meeting expectations with respect to
clinical knowledge, managing patients,
and technical or nontechnical
abilities.

Fabricating stories. The act of
fabricating stories as an impression
management tool was used to
corroborate decisions and establish an
impression that the resident was meeting
perceived expectations. Some residents
admitted to telling inaccurate stories and/
or witnessing peers produce inaccurate
stories when faced with a situation where
they lacked knowledge. As one resident
shared:

I’ve done it and I’ve seen people do it,
where you feel like it’s so important that
you know the answer to something,

that you might guess or make it up.... If
someone says, what’s the potassium on
that patient, and you ... make it up. (P7)

Fabrications to bolster a supervising
surgeon’s confidence in the resident’s
clinical decision making were also
described. One participant recalled a
time when they misled their staff
surgeon:

T've looked at [a CT scan] and I’ve made
the call, I'll say the radiology resident
also said the same thing, when I hadn’t
spoken to them ... you want to sound
right because basically you’ve made a
decision.... So if you say, I spoke to this
person and they also say it’s this, then
you feel like it makes the story kind of fit
together better. (P14)

A few residents used fabrication as a
strategy for maintaining their image, as
they strove to appear all-knowing and
confident to their teachers.

Remaining silent. Another strategy
commonly used by residents was
remaining silent when unclear on

the details of a patient or task. Most
participants believed that if they refrained
from asking questions, it elicited an
impression to others that they had the
expected level of knowledge.

If I don’t know what’s going on [in the
OR], ’'m scared that they’re going to get
mad at me for asking a dumb question....
You don’t know how much they expect
you to know and not know. I think youre
just afraid to look dumb. (P13)

When using this strategy, participants
recognized a priority shift from “learning”
to “making a good impression” and
acknowledged that withholding questions
could hinder their learning opportunities.
Participants felt pressure to remain silent
particularly during their transition years—
from a medical student to a first-year
resident or from a junior to senior resident,
where new expectations were encountered.
They seemed to share an understanding
that in their new role, albeit never
verbalized by trainee or staff in practice,

You have to be careful with what you ask
... you should be answering [questions],
not asking. (P12)

Avoiding calling for help. Many
participants discussed another common
strategy where they avoided calling for
help. Although explicitly encouraged to
call the senior resident (in the case of the
junior participants) or staff surgeon for
help when necessary, they were concerned
it might be perceived as weakness:

Some staff will be like, “you can call me
at any time,” but if you call it’s a sign of
weakness. (P14)

Most residents felt they had to be
confident and certain before calling for
help. They considered multiple factors
while ruminating over their decision to
call for help, a strategy that sometimes
resulted in delayed patient care:

Some people are very reluctant to call the
staff, and in certain situations I would

do this as well ... you’re worried about
calling the staff because you’re not 100%
sure what’s going on yet. So you think
maybe I can sort this out on my own ...
you start ordering CT scans to rule out
this problem or that problem and involve
other services.... Then you realize it has
been six hours of this patient not doing
well and I haven’t told my staff. (P7)

To appear “confident” and “decisive,”
trainees explained that they sometimes
spend an unnecessary amount of time
reviewing patients’ charts to validate their
decision to call for help or prepare for
questions their attending may ask to test
their clinical knowledge or management
of patients.
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Implications for impression
management

It became evident that the pressure to
manage a culturally acceptable image,
and the use of the aforementioned
strategies to do so, had both intended and
unintended consequences.

Intended consequences.

Building a reputation of the “competent
resident.” According to participants, one

of the well-known adages in the residency
program was “fake it ’til you make it” By
fabricating stories, remaining silent, and
avoiding calling for help, participants “faked
it” in an effort to meet or exceed perceived
expectations. All participants suggested that
the underlying motivation for impression
management was to preemptively build

a positive reputation to avoid being
“branded” with a negative reputation. Some
participants felt it was very difficult to
salvage a negative reputation.

I know for a fact, in this program, if they
brand you an idiot ... youre done. (P5)

The challenge of shifting a reputation to
a more desirable one was compounded
by the limited time residents have to
establish new relationships and recreate
“first” impressions.

Certain residents seem to struggle all the
way along I think partially because their
reputation precedes them ... they have
to dispel these beliefs that others have

of them and usually in the amount of
time we have in each rotation they don’t
manage to do that. I think it’s a little bit
that everybody’s low expectations of
them gets to them or prevents them from
becoming better. (P11)

Other residents discussed concerns about
“reputations getting established very
quickly” and being “hard to improve”
(P001). Residents feared that a negative
reputation, especially early on in training,
might irreversibly taint their potential in
the eyes of others.

Shaping evaluations and learning
opportunities. Most residents expressed
a concern that “negative branding” had
the potential to affect their evaluations
and future learning opportunities.
Participants felt that, through managing
their impression, individual interactions
with their superiors might translate into
more positive evaluations, greater patient
care responsibilities, and more freedom
to learn and practice technical skills.

771

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.



Research Report

Image is everything again, portraying
confidence, we'll let you do more, even

if you don’t have the skills to do it.... If
[residents] don’t look confident or they say
I haven’t done a lot of cases, if you vocalize
that you haven’t, or you look very tentative,
they won’t give you stuff to do. (P12)

One senior trainee recalled selecting a
resident for a case based on a preexisting
reputation:

I'had a good case. I had two juniors to
pick from. I called the one I liked more.
One was on call and I didn’t even call the
one on call, I called someone else. One I
feel is a much more surgical person, loves
to operate, is hardcore, works hard ... not
calling you for everything. (P5)

Participants shared stories of peers
who had done the same, making it
appear a common phenomenon.
Trainees understood they needed
learning opportunities to develop
surgical competencies and confidence
to eventually operate independently
and, therefore, aspired to develop an
impression of competence to improve
evaluations and afford learning
opportunities.

Unintended consequences. Participants
recognized that the pressure they
experienced to manage their impression
also had unintended implications for
themselves and their patients.

Hindering education. Paradoxically, many
residents noted that their preoccupation
with how they were perceived by others
had the potential to negatively affect their
education. They recognized that although
they intended to independently seek
answers to questions they withheld from
their staff over concerns of appearing
unknowledgeable, this could impair
learning in the moment. For example, some
participants expressed that their reluctance
to ask a question, which addressed a salient
part of an operation, hindered them from
fully understanding the procedure.

You won’t ask the questions that you

feel might make you look stupid. Often,
if I don’t quite understand something,
I'll make a mental note to come back

to it and learn about it later, instead of
clarifying right on the spot, because you
don’t want to admit that you don’t know.
And, then it’s just where your focus is,
too, right? If your focus is predominated
at making a good impression, then you're
not focusing on, what do I need to learn
in this situation? (P8)
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The negative consequences of being
unable to freely ask questions was also
discussed in the context of Morbidity
and Mortality rounds, where errors

and complications in patient care were
discussed to prevent future occurrences
and improve practice. Although residents
acknowledged that these rounds could be
very educational, they were also referred
to as “shame rounds.”

I hate those [M&M] rounds. I don’t learn
well where people drill you [like a firing
squad] in front of everybody ... before
rounds, I found myself looking at the
strangest things because I feel like they’re
going to ask me random questions that I
would feel so stupid if I didn’t know. I'm
just trying not to look stupid.... I sit there
in fear of being asked a question that I
don’t know, and then I don’t hear what
anyone else is talking about. (P7)

Several residents shared related
experiences of being preoccupied by the
possibility of having to answer a series of
“fired questions” rather than effectively
participating in educational discussions.

Affecting resident wellness. Most
participants suggested that pressures to
manage their impression had implications
for personal wellness. Although it was
unclear whether their staff were judging
them, the possibility that they were being
closely analyzed and/or criticized was a
source of concern and anxiety. One self-
identified struggling resident stated:

I always worry about [what others think
of me] ... that they see me as behind

in terms of my skills, I think that’s
everybody’s concern.... It’s a vicious cycle,
the more I would feel self-conscious about
it, I may have lacked confidence.... Then
by lacking confidence, I would do less and
be more tentative, and then the cycle kind
of repeats itself.... It was horrible. (P12)

Participants shared that preserving

or negotiating an impression of an
“all-knowing,” “quick,” “decisive,” and
“confident” trainee was taxing and
required a lot of “mental energy” One
individual revealed his concerns that the
efforts to manipulate his image might have
implications for his own personal identity.

I've only been in residency three months
now, but how much time over the last three
months I've spent thinking about these
social pressures, and worrying about these
social pressures, and trying to adapt to, but
also preserve, the elements of myself that I
want to keep ... that extra strain wears on
you at the end of the day. (P8)

Other residents echoed similar concerns
about maintaining elements of
themselves in the process of managing
their impression.

Affecting patient care. Participants
suggested that anxieties associated

with the perception of being judged
sometimes interfered with their ability
to make decisions in the moment, and
ultimately affected the quality of patient
care. Although unclear on whether their
staff were actually judging them in any
particular situation, the possibility was
a source of concern and influenced
their performance. Residents felt that
their obligation to patients could be
compromised because of this anxiety. As
one noted:

There’s the dual identity of being a
physician looking after a patient, and

a resident responsible to his staff....

The resident responsible to the staff job
tends to far overshadow the doctor being
[responsible] to the patient. At the end
of the day I'll go home, and 'm almost
embarrassed to admit this, but a good
day is when I feel like I've made a good
impression on the staff. As opposed to, I
did something positive for a patient. (P8)

Several participants described witnessing
or being involved in a situation where a
trainee’s engagement with impression
management had the potential to affect
patient safety. One participant describes
their experience as follows:

You're always being evaluated.... I was
doing a kidney transplant with a fellow,
he was guiding me ... then the staff
showed up outside the operating room,
and I can see the fellow getting completely
nervous and telling me “go faster,” when
beforehand we were going at a normal,
sort of, slow pace ... to the point that
we ended up putting the kidney upside
down.... We had to take all the stitches
out, and put it back in again. (P4)

These examples illustrate the extent to
which a trainee’s preoccupation with
image management can influence patient
care.

Discussion

The findings of this study suggest that
surgical residents actively project an
image based on perceived expectations.
During residency training, learners
absorb and begin to embody elements
of surgical culture. Part of this process
involves reacting to perceived pressures

Academic Medicine, Vol. 93, No. 5/ May 2018

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.



Research Report

to be “all-knowing,” “quick,” “decisive,”
and “confident.” Participants used
specific strategies to create an impression
of competence. These strategies

were intended to positively influence
evaluations and learning opportunities;
somewhat ironically perhaps, these
same strategies had unintended
negative consequences on learning,
wellness, and patient care. Although

our findings focus primarily on the
unintended consequences of impression
management, participants did address
the positive influences of impression
management including building
confidence in oneself and building
patients’ trust in their physician.

Aligned with the tenets of grounded
theory methodology, our study aimed

to gain a rich understanding of the
experiences of participants in the
context of a large multicultural academic
center. Although the conceptual model
proposed is not intended to be directly
transferable to other contexts or widely
generalizable, it provides a starting point
from which to begin a conversation
around the experiences and challenges of
surgical training. For example, although
we used open-ended questions in our
methodology to allow participants the
freedom to express factors that influence
impression management, participants’
race/ethnicity was never raised as a factor
that influenced impression management.
It is possible that the multicultural
nature of the study site itself may have
influenced this finding. It is important
to consider the potential role that
race/ethnicity may play in impression
management in surgical training, and
future studies at other institutions may
help to shed light onto this.

The process of developing a surgical
resident’s professional identity is
complex, as they are tasked to negotiate a
dual identity as “learner” and “surgeon.”
These identities are not fixed or static
but, rather, constantly constructed,
reconstructed, and negotiated as residents
participate in day-to-day professional
activities. Previous literature supports
our findings, suggesting that as residents
are training to become independent
surgeons, they adopt characteristics and
behaviors belonging to the “surgeon”
identity, such as the need to be quick,
decisive, assertive, and certain. 2152023

In juxtaposition to this, residents also

hold the “student” identity, where they
are actively learning, through posing
questions and seeking feedback. These
inarguably competing identities may
present an internal conflict for trainees
where pressures to conform to surgical
ideals and practices may cause individuals
to experience situational identity
dissonance”**? with implications for
resident learning, wellness, and patient
care. For example, residents in our study
experienced a conflict in attention, where
when trying to display confidence in
their ability to perform a procedure as

a surgeon, they were reluctant to ask
questions as trainees.

Our findings show that through the
workings of the hidden curriculum,
trainees learned implicit expectations that
were not part of the explicit curriculum,
which shaped their behavior. For
example, as residents mentioned, while
the explicit curriculum teaches residents
to call for help when they think they need
it, aspects of the informal curriculum
suggest that they may be seen as “weak”
or “indecisive.” It is possible that explicit
and implicit/hidden curricula are
misaligned; in these situations, the hidden
curriculum is quite likely to be a more
powerful influence in the development of
professional values and behaviors related
to patient care during training.”’~* Some
might suggest that certain behaviors
uncovered in this research demonstrate

a lack of integrity among residents—this
places the blame on individuals. An
alternative explanation is that individuals
enter the surgical profession and learn

to behave in ways that are against their
own moral code, in order to carefully
manage the impression that they believe
is expected of them. Our findings suggest
the latter may be the case.

Although surgical trainees can be
formally informed about these pressures,
it is unlikely that teaching alone is
sufficient to enable a healthy integration
of both learner and worker identities.
Rather, it is time we realign our core
surgical values around notions of patient
safety. Arguably, this movement is already
occurring, but based on the results of
this study and others, we have a way to
go with our educational endeavors.'>***!
It may also be useful to engage the
faculty perspective, particularly around
the relationships between impression
management and learner remediation
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and support. Creating and fostering a
culture that truly encourages residents to
admit knowledge gaps and ask for help
when needed, rather than resorting to
the strategies discussed above, is a vital
first step to avoiding the inadvertent

but critical mistreatment of patients

and introduction of medical errors. The
phenomenon of “organizational silence”
has been described in the literature in
which certain variables create conditions
that deter individuals from speaking
up.’»” Overcoming this culture of silence
might promote changes in surgical
organizations that will potentially benefit
both patient care and resident wellness.

Although surgical programs and
regulatory bodies strive to produce
residents engaged in a lifelong pursuit
of excellence, it appears that their

efforts are mitigated by a number of
factors. With this study we explored
specific cultural relationships that
inhibit students from pursuing their
learning to its fullest extent. Of course,
these cultural relationships are not
generated by surgeons alone. A number
of extrasituational structural constraints
including organizational and financial
arrangements affect how surgeons
negotiate their professional identity. Also
unexplored in this study were the broader
sociocultural conditions that influence
both the expectations patients have of
their health care providers and how they
experience their health care.

Along those lines, health professionals,
both at an individual and systems

level, require a culture of openness

and opportunity for vulnerability and
recognition in one’s limitations that—
when balanced with the accepted cultural
values of confidence and certainty—can
work together to accept and learn from
error. Vulnerability has often been viewed
in the surgical community, and in society
more broadly, as a weakness. This is
reflected in other hierarchical organizations
such as the airline industry where decisions
are similarly made amidst ambiguity;
complexity; and the need to satisfy one’s
colleagues, self, and the public. Previous
research in aviation has shown that pilots’
concerns about “losing face” in front of
peers and passengers, admitting defeat,
ego, and reputation promoted riskier flying
behaviors.”**=*¢ This is similar to behaviors
described by trainees in surgical practice in
the present study. Arguably, however, when
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reframed in a new light, vulnerability can
be considered a strength and a necessity,
essential to create a culture of patient
safety, lifelong learning, and surgeon
wellness. The culture within which our
current education system sits appears to
be achieving the opposite, despite our best
efforts in drawing attention to potential
structural impediments. Further studies
exploring the implications of impression
management in training programs across
institutions and specialties seem well
founded.
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