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Abstract
Background Residents who do not internalize professional values may not be a good fit for their specialty 
and compromise the quality of their patient care. Research aimed at recognizing residents’ shortcomings in 
professionalism may help to prevent future shortcomings towards patients. The aim of this study was to increase 
insight into residents’ shortcomings in medical professionalism in light of professional values relevant within residency 
training.

Methods We analyzed all law cases from the Dutch national conciliation board from 2011 to 2020 on the 
unprofessional behaviors described.

Results During the period investigated, 61 dismissed residents challenged their dismissal. In 39 of 61 cases (64%), 
the program director named unprofessional behavior(s) as (one of the) reasons for dismissal. The most prevalent 
deficit of residents deemed unprofessional was poor self-awareness (80%); less prevalent deficits were: shortness of 
engagement and dishonest and disrespectful behavior (31% or less).

Conclusions We describe perceived unprofessional behavior in residency, which was not about exceptional or 
abominable behaviors. For the most part, these behaviors concerned the accumulation of remediation-resistant 
day-to-day underperformance, discrediting trust and professional reliability. This finding encourages dedicated 
longitudinal assessment of professionalism and fuels the ethical debate about required professional values in hospital 
care.
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Background
Most residents understand the cognitive basis of profes-
sionalism but are still in the process of internalizing its 
moral values. They engage in a process of personal devel-
opment and socialization [1], increasingly demonstrating 
the behaviors expected of a professional [2–3]. However, 
which behaviors suit a professional under which circum-
stances is a matter of debate. There is no cultural consen-
sus [4], and appropriate behaviors differ by specialty [5], 
situation and time [6–7]. At the very least, professional 
behavior must meet expectations, reflect normative prin-
ciples, be adapted to the situation, and congruent with a 
well-intended motive [8–11].

Physicians behaving unprofessionally provide subop-
timal care, and may have a negative impact on patients 
[12], leading to patients’ complaints, [13–14] criminal, 
civil or board actions [15]. A pattern of unprofessional 
behavior in medical school has been shown to form a 
continuum with behavior in residency training and after 
postgraduate certification [16], and such a pattern is one 
of the few observable red flags for future serious wrong-
doing [17].

Domains of unprofessional behavior associated with 
future disciplinary action were unreliability, irrespon-
sibility, lack of self-improvement, inadaptability, poor 
initiative and poor (or lack of ) motivation [18]. These 
domains, in addition to other shortcomings in interac-
tion and integrity, were captured in a model derived from 
a literature review [19]: the Four I’s model (introspection, 
involvement, interaction, and integrity). The model was 
initially tested in medical students [8], and later applied 
to General Practice residents in focus groups consist-
ing of various medical education professionals [20]. The 
model describes and categorizes unprofessional behav-
iors [21], and fulfils a necessity, because patterns of 
these behaviors may be difficult to recognize, assess and 
address among the different specialties [22–25]. This is 
especially true when compared to the other CanMEDS 
competencies of the Physician framework of the Royal 
College of Physicians and Surgeons of Canada [26–27]. 
Categorizing resident behaviors within such a model pro-
vides a renewed perspective on what is considered pro-
fessional and what is not, and could potentially help to 
identify, remediate and sanction unprofessional behavior 
among residents.

There is little research on residents dismissed due to 
unprofessional behavior. Most research focuses on resi-
dents needing remediation, using focus groups or pro-
gram director surveys [28–37], though reasons to dismiss 
residents, especially regarding patterns of unprofessional 
behavior are seldom described in retrospective case stud-
ies [38–39].

We conducted a nationwide retrospective case study 
to examine evidence-based ethics of dismissed residents 

who challenged the program directors’ dismissal deci-
sions. We focused on unprofessional behavior using 
publicly available anonymized case law of residents who 
disputed their dismissal from residency before the Dutch 
conciliation board. In this article, we describe and classify 
unprofessional behavior that contributed to the program 
directors’ decisions to dismiss the residents to elucidate 
which resident behavior had been perceived as unprofes-
sional by program directors in hospital based specialties.

Methods
Data collection
Retrospectively, we studied the cases of the concilia-
tion board of The Royal Dutch Medical Association (see 
below) primarily focusing on unprofessional behaviors 
regarding residency dismissal from 2011 to 2020, during 
which, full reports were publicly available. Furthermore, 
this period was unaffected by changes in medical edu-
cation regulations, and possible irregularities related to 
COVID-19, which could contribute to the outcomes of 
our study.

Context and setting: postgraduate medical school
Dutch medical school graduates subsequently apply to 
a residency training program. Once selected, it takes on 
average, four to six years of training to be registered as 
a Dutch medical specialist, depending on the specialty 
[40]. On average, 6730 residents were in training annually 
from 2010 till 2020 [41]. Approximately 10% of these resi-
dents never graduate, for numerous reasons [42]. During 
the course of their training programmes, residents are 
assessed during progress reviews, the annual compe-
tence assessment and the final programme assessment 
[43]. Graduation as a medical specialist depends par-
ticularly on the resident’s workplace-based assessments 
by supervisors. A decision on graduation is aggregated 
and triangulated by the program director. Every 3 to 6 
months, the program director evaluates the performance 
of the resident during a formative progress review, and 
decides whether the resident may continue training, and 
what focus should be applied during the next consecutive 
training phase. If, after careful deliberation and consulta-
tion of the supervising staff members, the program direc-
tor considers that the resident is inapt for training during 
the annual competence assessment, a formal remediation 
program of at least 3 and at most 6 months tailored to 
the needs of the resident usually follows. If this proves 
unsuccessful in remediation the resident, the director 
may decide to dismiss. After dismissal, the resident may 
request mediation from the hospital’s centralized educa-
tors’ committee. In case of unsuccessful local mediation, 
the resident might subsequently request national concili-
ation from the board of The Royal Dutch Medical Asso-
ciation (RGS KNMG) (see below).
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Conciliation by the royal dutch medical association
The RGS (registration board of medical professions) of 
the KNMG (Royal Dutch Medical Association) installed 
an independent national conciliation board consisting 
of two legal professionals, a program director and a resi-
dent, both from different institutions. The conciliation 
board doesn’t judge the aptitude for residency but con-
siders whether the program director made a deliberate 
and careful decision. The conciliation board can decide to 
continue the training program in another institution with 
additional, more intensive assessments. The conciliation 
board’s decision is binding on both parties. Nevertheless, 
the resident is entitled to continue legal action, although 
residents seldom do so. The decisions of the conciliation 
board are published in public annual reports online, and 
anonymized to respect the residents’ privacy [44].

Data analysis
Quantitative data analysis
The first author selected all the national Dutch concili-
ation board decisions in the study period by: specialty, 
type of dispute (dismissal of residency), and litigants 
(program director versus resident). Descriptive statistics 
were calculated with Excel version 2202.

Qualitative data analysis
The first author scored all cases regarding deficiencies in 
the competency domains as described in the CanMEDS 
competency framework [26–27]. Cases for which the 
categorization was not directly evident were categorized 
by both the first and the second author, and in case of a 
discrepancy the cases were discussed among the research 
team members until consensus was reached. The previ-
ously described Four I’s model (integrity, involvement, 
interaction and introspection) [20–21] was used as an 
additional scaffolding framework for categorizing unpro-
fessional behaviors resulting in deficiencies in the pro-
fessional or communicator competency domains. Most 
decisions described literally in which CanMEDS compe-
tency domain(s) the resident was considered insufficient. 
In other cases, the authors categorized the reported 
behaviors underlying the dismissal decision (e.g., lack of 
conversation skills regarded as insufficient communica-
tion, serious attitudinal concerns as insufficiently profes-
sional). The unprofessional behaviors of the resident were 
literally copied from the conciliation board’s decisions.

Results
Data collection
Dismissed residents challenged the decision of the pro-
gram director in 120 cases. We excluded residents who 
had been in training for non-hospital based specialties 
because their residencies differ in length, educational 
culture, and required competencies. We finally retained 

61 cases of residents who had been in training for the 
following specialty groups: surgery, internal medicine, 
diagnostic specialties, and other hospital based special-
ties (Fig.  1). Of these 61 remaining cases, 39 dealt with 
unprofessional behavior.

Quantitative data analysis
The Board followed the program director´s decision 
in 52% of the (61) cases. Table  1 shows that more male 
residents performed insufficiently in the professional 
domain compared to other CanMEDS domains (44% vs. 
32%). The percentage of males among all dismissed resi-
dents (39%) was in conformity with the mean percentage 
of males in training from 2011 to 2019 in these special-
ties in the Netherlands [41–42, 45], with an average of 
4779 residents enrolled yearly. Dismissed residents per-
formed insufficiently on multiple competency domains 
(with an average of 3.5). Thirty-nine (of 61; 64%) resi-
dents specifically failed to meet sub-competencies within 
the CanMEDS professional domain (Table  1). Most of 
these residents also failed on aspects in the domain of 
communicator (32 of 39; 82%). These deficits were most 
commonly communication problems with colleagues (29 
of 61; 48%) and/or supervisors (22 of 61; 36%) and least 
commonly involved communication with patients (10 of 
61; 16%). Among residents who failed in both domains, 
approximately half (42%) failed in the collaborator 
domain as well.

Qualitative data analysis
We further analyzed what motivated the program direc-
tor to consider the resident’s professional behavior and 
communication insufficient (Table  2). Poor self-aware-
ness was the most prevalent category (31 of 39; 80%) of 
deficiency within the professional domain. Poor self-
awareness was considered present in the inability to 
accept and profit from feedback, lack of insight into one’s 
competence limitations, and limited or absence of self-
reflection. A typical example of this was an unconsciously 
incompetent radiology resident who was unable to par-
ticipate in shifts. Most of his supervisors were worried 
about his trainability and correctability. He informed his 
supervisors rather late, and he overestimated his exper-
tise. After a confrontation with the staff’s concerns about 
his competence, he lacked introspection and showed 
severe externalization, and anger without a sense of real-
ity with regard to his situation. His supervisors had no 
trust in his ability to complete training within applicable 
norms and values because he had shown no sign of self-
reflection (CB17-63279).

Poor self-awareness overlapped considerably (19 of 
31; 61%) with other categories, such as failure to engage 
(31%), disrespectful behavior (28%), and dishonesty 
(21%). These categories were less commonly found and 
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only half as prevalent as poor self-awareness. Many (18 
of 39; 46%) dismissed residents suffered from shortcom-
ings in at least two categories. Residents who failed to 
engage exhibited reduced participation in patient care, 
shift work, and educational activities. For example, a 
second-year resident in dermatology did not return 
patients’ calls and insufficiently ensured the continuity of 
care. She copied medical information to patient records 
without adequate verification. According to her program 
director these behaviors suggested a lack of “authen-
tic engagement” (CB12-63189). A third-year resident in 
rehabilitation medicine was not in charge of the patient’s 
care regarding physical examination and collecting 

available medical information. Continuously, she behaved 
hesitantly, doubtfully and dependently on her supervisor, 
and she was unable to make complex treatment decisions 
herself (CB19-9).

Disrespectful behavior was related to interactional 
problems, resulting in conflicts. A sixth-year resident in 
gynecology had a disturbing attitude during meetings 
and a troublesome collaboration with colleagues, possibly 
resulting from her direct communication style, which she 
was unaware of despite frequent feedback (CB17-63282). 
Dishonest behavior included resume-fraud, lying, con-
cealing incidents, and evasive responses regarding com-
mitments. An example of this was a first-year resident in 

Fig. 1 Consort diagram

 



Page 5 of 10Godschalx-Dekker et al. BMC Medical Ethics           (2025) 26:25 

neurology, who immediately developed an administra-
tive backlog, however when she was assessed on this, she 
assured the program director that she had made excellent 
progress, which was incorrect, damaging the program 
director’s trust (CB12-63183).

Discussion
This nationwide in-depth study examines Dutch data on 
the unprofessional behaviors of residents dismissed from 
hospital specialty training programs from 2011 to 2020. 

In subsequent sections, the main general findings and the 
classification of resident behavior in the Four I’s model 
(involvement, interaction, integrity, and introspection) 
will consecutively be discussed in the context of available 
literature, highlighting some critical ethical aspects.

General findings
61 residents appealed their program director’s decision 
and requested conciliation. The general characteristics 
of our data correspond with the characteristics found 

Table 1 Competencies judged insufficient in dismissed residents (n = 61) from: ethical issues in unprofessional behavior of residents 
who dispute dismissal: ten year analysis of case law in hospital-based specialties

N Male Insufficiencies in CanMEDS competencies
Deficiency in the competencies of… Communication Collaboration Management Medical 

Expertise
Mean 
number of 
insufficient 
competencies

Professionalism 39 44.0% 
(17)

82.1% (32) 35.9% (14) 61.5% (24) 84.6% (33) 4,2

Other competencies, but not 
professionalism

22 31.8% 
(7)

45.5% (10) 13.6% (3) 45.5% (10) 90.9% (20) 2,4

Total 61 39.3% 
(24)

67.2% (42) 27.9% (17) 55.7% (34) 86.9% (53) 3,5

Legend: cross table to show the number of residents (n) insufficient on professionalism, or not insufficient on professionalism (vertical), and the overlap of 
insufficiencies on other competencies (horizontal). Of the 39 residents with insufficiencies in professionalism 82.1% (32 residents) were judged insufficient on 
communication as well. Of the 22 residents without insufficiencies in professionalism 31.8% (7 residents) were male. N = 61 cases with 60 different individual 
residents (one of them appealed, got another chance to remediate, was dismissed again and appealed again)

Table 2 Aspects of insufficient professionalism and communication (n = 42) from: ethical issues in unprofessional behavior of 
residents who dispute dismissal: ten year analysis of case law in hospital-based specialties
Categories* % (n) Examples
Professional (39)
Failure to engage (involvement) 30.8 (12) Absences, delays, unavailability when on call, insufficient preparation for consul-

tations, shift work or education days
Uncertain wait and see attitude
Superficial interaction with peers and supervisors

Dishonest behavior 20.5 (8) Resumé fraud
(integrity) Concealing not honoring commitments

Lying about medical actions that were or weren’t carried out
Concealing incidents

Disrespectful behavior 28.2 (11) Conflicts with staff (handling authority) and peers
(interaction) Disturbing attitude, annoyed or impolite
Poor-self-awareness (introspection) 79.5 (31) Avoiding or externalizing feedback, unable to give or receive critiques, or recog-

nize or profit from feedback
Insufficient self-reflection or introspection
Lacking insight in competence limitations
Lacking in trainability, correctability or indulgence

Communicator (42)
Failure to engage in therapeutic relationships
with patients and family

23.8 (10) Lack of interpersonal skills, difficult, detached or stiff in contact, lack of structure, 
problems to tune into patients and imagine what it would be like for them, 
problems with observing and adequately naming non-verbal communication

Language problems 16.7 (7) Understanding others, clarity and being understood, pronunciation, grammar 
errors and misspellings

Failure to accurately report relevant findings to 
others (oral or written)

40.5 (17) Abruptness in communication with colleagues and supervisors, or frequent 
miscommunication and vagueness (when discharging patients) regularly not 
writing a discharge summary or daily progress notes for shift handovers

*Adopted from Vossen et al. 21
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in other studies about residents with remediation needs 
[46]. Previous studies, program director surveys among 
specific specialties in the United States reported on dis-
missed residents with lapses in professional behavior 
from 1990 to 2018. Between 0.1% and 2.6% of these resi-
dents were dismissed, with a mean percentage of 0.6% 
[34, 38]. The present study revealed a dismissal percent-
age of 0.6%, comparable with the mean percentage found 
in the other studies. The current study brings forward 
three important findings.

First, according to the training program directors, 
approximately two-thirds of the 61 dismissed residents 
(64%) failed to meet the level of competence for the 
CanMEDS professional domain. Previous studies found 
a lower percentage of residents (in remediation) insuf-
ficient in the professional domain: from 41–51% [34, 
38–39, 47–48]. Explanations might be that insufficiencies 
found in the current study were overrepresented in dis-
missed residents who appeal compared to studies about 
resident remediation. Program directors’ sensitivity to 
unprofessional behavior and their competence to detect 
such behavior may have increased over time, especially in 
medical education and residency training in the Nether-
lands [49–54].

Second, poor self-awareness was the most prevalent 
characteristic of the reported and perceived unprofes-
sional behaviors (80%). The current study is comprehen-
sive in its scope, analyzing all available Dutch case law on 
dismissed residents with a wide range of specialties over 
a ten-year period. It shows the importance Dutch pro-
gram directors place on developing self-awareness with 
reflection for residents.

Third, residents rarely exhibited insufficiencies solely 
in the professional domain. Most of them failed in the 
domain of communicator and/or medical expert (32 of 
39; 82%) as well. Dismissed residents performed insuffi-
ciently in multiple competency domains, in conformity 
with the literature of residents on probation/remediation 
and dismissal [34–35, 38–39]. This highlights the impor-
tance of professionalism as a (meta)competence, a value 
that significantly connects to other important competen-
cies [6] and is primarily expressed via the performance of 
other competencies [54]. Program directors were specifi-
cally able to name and describe the perceived shortcom-
ings of professional behaviors in the residents, and the 
behaviors were verifiable and categorizable from case law 
with the help of the Four I’s framework [20–21].

The Four I’s model, trust and responsibility
To our knowledge, this is the first study in postgradu-
ate medical education (other than general practice) that 
applied the Four I’s model [20–21] containing introspec-
tion, involvement, interaction, and integrity. The remain-
der of this section is devoted to discussing unprofessional 

behavior from an ethical viewpoint, based on the Four I’s 
[20–21], and the cornerstone concepts of medical profes-
sionalism: trust and responsibility [55].

Introspection or self-awareness
Residents lacking self-awareness were unable to improve 
through feedback and showed a pattern of avoiding, 
ignoring, or externalizing feedback and discarding 
responsibility. This pattern is problematic because medi-
cal specialists have institutional responsibility for the 
quality of care as a whole [9, 32, 56–57]. For example, 
as part of an integrated care chain, as chief of a mul-
tidisciplinary team, or as future residents’ supervisor. 
Professionalism is, therefore, in part, a relational, social, 
collective, and institutional value [57–61]. During their 
socialization as medical professionals, residents have to 
show their supervisors that they can practice their spe-
cialty as accountable physicians and bear the appropriate 
trust and responsibilities. By the time they graduate, resi-
dents ideally have become role models who responsibly 
and consciously influence the therapeutic climate and the 
working atmosphere positively.

Self-awareness is specific to competence, context and 
moment in time [62] and demands an integrated perspec-
tive of self-consciousness and consciousness about how 
one is perceived by others. Residents who resist feedback 
and criticism of others, for example from supervisors, 
may lack insight into the limitations of their compe-
tence and continuously fall short in self-knowledge and 
humility [10] contrary to excellent physicians who use 
self-monitoring, self-reflection and critiques from oth-
ers to improve competence, cure and care [63]. Dimin-
ished capacity for self-improvement in medical students 
is three times more likely to lead to disciplinary action 
by supervisory boards [16]. Lack of self-awareness may 
lead to unsatisfactory and unacceptable standards of care 
through insufficient self-reflection, self-improvement, 
and adjustment after feedback.

Promoting self-reflection is classically taught with the 
guidance of mentors to critically examine professional 
behavior, such as discussing critical incidents and difficult 
situations [64]. As part of moral consideration, reflection 
develops self-awareness about preconceptions, customs, 
values, and emotions. This means that ethical reflection 
does not necessarily have to be aimed at complicated 
issues in medical practice. Themes for moral consider-
ation, therefore, do not have to be exotic, exceptional, or 
grandiose (such as end-of-life decisions and organ dona-
tion). Everyday clinical behavior is a subject matter of 
moral consideration as well. Residents regularly encoun-
ter ethical dilemmas, often resulting from conflicting val-
ues in day-to-day requirements [64], which enable them 
to deliberate about what accountability, integrity, and 
engagement mean in daily practice. Practicing medical 
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ethics is itself, thus, a form of reflection. Dilemma train-
ing provides a variety of contextual factors and promotes 
reflection with peers [65]. Such dilemma training pro-
motes their professional identity and exposes residents’ 
dysfunction to the training staff. Residents’ progress and 
remediation needs could be tracked through longitudinal 
programmatic assessment of professionalism including 
repetitive dilemma training settings.

Involvement or engagement
Comparable to our result (31%), other studies found sim-
ilar percentages (21-38%) of shortcomings in engagement 
(such as excessive and unexplained tardiness or absences) 
in residents needing remediation [29, 39, 47–48, 66]. 
Residents who fail to engage are often not involved 
enough in the care of their patients. Involvement con-
cerns physical and emotional attendance and availability 
(for patients, colleagues, and staff). This concerns reli-
ability and responsibility for distributed tasks and shifts 
[10]. Involvement means dedication to patients, includ-
ing things like ownership or coordination of patient care: 
knowing who’s going to be taking care of the patient 
and being a part of it [11]. The issue of responsibility is 
at stake here. Responsibility is not an ethical principle 
but involves a relational commitment rooted in con-
crete practices, more specifically, regarding patient care, 
responsibility concerns at least three elements [67–68]. 
First, residents must be willing to accept the responsibil-
ity for others (patients, families) whom they have never 
met. Second, these patients are in need and dependent 
upon the ability and capacity of the medical professional 
(in training) to help and organize the required care. 
Third, and related to this, is the responsive character of 
this responsibility; medical professionals are obliged to 
help because they know how to help (knowledge, skills, 
experience) and others do not. Passivity and lack of moti-
vation are related significantly to disciplinary actions of 
state boards [18]. The dismissed residents with a lack of 
involvement studied in the study showed a pattern of 
absence from activities in which they were expected to 
participate, unavailability when on-call, and lack of own-
ership for organizing patient care. Shortcomings revealed 
in such situations can be important signals for a pattern 
of unprofessional behavior to be discussed, initially with 
clinical supervisors and subsequently by program direc-
tors with residents in progress meetings.

Interaction or communication and collaboration
Interaction problems (28% of the deficient sub-compe-
tencies of professionalism), such as problems with com-
munication and collaboration, involved insensitivity to 
the needs of others or conflicts. Conflicts may arise in 
interprofessional relations because of organizational 
hierarchy or dependency on other professionals [11]. The 

most commonly reported unprofessional behaviors in the 
literature were shortcomings in interaction or respect. 
Those behaviors were present in 23–60% of the residents 
studied needing remediation [29, 34, 48, 66, 69–72]. 
Residents with difficulties in patient interactions might 
also fall short in interpersonal skills, and the ability to 
tune into patients and imagine what care would be like 
from their perspective. They might lack a professional 
demeanor with sufficient sensitivity, empathy, or compas-
sion [10].

Integrity or honesty
The percentage of residents that displayed dishonest 
behaviors found in the current study (21%) is compara-
ble with percentages (15-31%) found in other studies of 
residents needing remediation due to shortcomings in 
integrity (dishonesty/classical unethical behaviors) [29, 
37, 39, 48, 66, 72]. Dishonesty is especially problematic 
among residents because it undermines trust in both 
the professional and the profession. Dishonesty was the 
most robust predictor (OR 3.23) for dismissal from neu-
rosurgery in a group of residents who needed remedia-
tion [37]. Other unprofessional behaviors in the literature 
pertain to issues with boundaries, privacy, and record-
keeping [39]. Such unethical behavior seriously dam-
ages the trust relationship, the trustworthiness of the 
resident, and his or her professional integrity. This may 
lead to serious questions about the professionalism of the 
particular resident, and patterns of such behavior during 
residency need to be recognized and studied.

Residents and their supervisors are inevitably involved 
in a relationship of trust. Conceptually, relationships 
of trust share common characteristics [73–74]. Trust 
implies a position of vulnerability. A supervisor of a resi-
dency program enters a relationship with a trustee– a 
resident– believing that this trustee will successfully 
pursue residency training and develop as a medical pro-
fessional within the CanMEDS framework and EPAs 
(Entrustable Professional Activities) [75–76]. Both the 
supervisor and the resident assume that the other has 
‘good will’ and will not act to undermine that trust. In 
other words, trust is accepted vulnerability to another’s 
possible, but not expected, lack of good will [74]. Since 
trust cannot be demanded, it must be freely given, and 
has an element of voluntariness. The relationship of trust 
comes about voluntarily. These characteristics highlight 
the moral underpinnings of trust and show that at its 
core, residency training is a moral enterprise.

Strengths and limitations
The present study includes all appealed cases of dis-
missed residents– nationwide– before the conciliation 
board over ten years. The transparency of decisions 
required for legal certainty illuminates well-documented 
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performance shortcomings of residents in litigation, 
reporting the judgments of program directors involved 
in these disputes and preventing memory bias possibly 
present in previous focus group and survey studies. How-
ever, due to privacy protection regulations, the numbers 
of all dismissed or remediated residents per specialty 
are unavailable, making it difficult to estimate selection 
bias. Some residents may not have disputed their dis-
missal; those cases were thus not included in this study. 
The cases in our study are, an anonymized selection of 
those that challenged the program directors’ decision. 
That makes these cases interesting to study because they 
might represent a group of unconsciously incompetent 
residents [77].

We use data on a mixed sample of residents, just like 
previous studies from Canada [39] and Denmark [36]. In 
contrast, others used data from a United States program 
director surveys of a single specialty, such as pediatrics 
[34], internal medicine [38, 66], emergency medicine 
[35], pathology [48], neurology [47], and surgery [67, 69–
72, 78], including neurosurgery [37], otolaryngology [29], 
and gynecology [33]. We lack cases of pediatrics, oph-
thalmology, rheumatology, clinical genetics, geriatrics, 
plastic surgery, thoracic surgery, and urology, as none 
of those residents received an appeal decision from the 
conciliation board during the study period. We can only 
speculate about the reasons for this, which is outside the 
scope of the current study.

Implications for practice and future research
The results of the present study have several implications 
for research and practice. First, the present study illus-
trates common unacceptable breaches of professionalism 
by residents from the perspective of program directors. 
Consensus among clinical supervisors must be reached 
about behavioral norms and the lower limits of what is 
acceptable regarding professional functioning, to be able 
to effectively identify, signal, and address unprofessional 
behaviors among medical professionals. Secondly, clini-
cal supervisors must discuss minor lapses of profession-
alism in residents, as a subgroup of residents has minor 
shortcomings when reports are considered in isolation; 
however, when triangulating data during the residency, 
they aggregate an overall picture that emerges, present-
ing unacceptable patterns of unprofessional behaviors 
that thus might have remained unnoticed easily. Third, 
by bringing these strategies into practice, hospitals, resi-
dency training programs, and their supervisors are made 
aware of the necessity, and stimulated to reflect more 
on their ability to detect and remediate residents with 
unprofessional behaviors, ultimately learning from these 
prior cases specifically, and indirectly improving pro-
fessional assessment and the quality of patient care in 
general.

Longitudinal follow-up of dismissed residents who 
change specialty may provide additional information 
on the existence (or absence) of specialty-specific (un)
professional behavior. Such longitudinal follow-up pro-
vides information for optimizing residents’ remediation, 
matching, and transfer to alternative positions as a phy-
sician. When hospitals facilitate the resident’s transfer to 
non-hospital-based specialties, this might be an oppor-
tunity to develop competencies to overcome previous 
deficiencies and explore better-fit positions for the indi-
vidual physicians while also retaining these physicians 
for health care service in general. Future research on the 
unprofessional behavior of residents should include dis-
missed and successfully remediated residents from other 
European and non-European, non-North American 
countries because previous research was predominantly 
performed in North America. Research and education 
directed at the role, relevance, and promotion of self-
reflection in residency training would likewise contrib-
ute to preventing unprofessional behavior, for example, 
using longitudinal programmatic assessment of profes-
sionalism, including, e.g., dilemma training focusing on 
aspects of medical ethics and moral aspects of profes-
sional behavior.

Conclusion
This study presents unique insights into program direc-
tors’ reasons for dismissing residents with patterns of 
unprofessional behavior. Residents, judged by their 
program directors as unprofessional, were most often 
considered to lack self-awareness (most prevalent char-
acteristic, 80%) and less often to fail to engage (31%) or 
display dishonest and disrespectful behavior (21%). These 
reasons describe the value program directors attach 
to reflection as a part of professionalism. Residents’ 
dismissal was not about big moral issues but an accu-
mulation of remediation-resistant underperformance, 
discrediting trust and professional reliability. Residency 
training should provide measures to promptly recognize 
such patterns of unprofessional behavior and underper-
formance in the practice of hospital care.
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