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Abstract
Objective  Clinician educators (CEs) frequently report 
tensions in their professional identities as clinicians 
and educators, although some perceive a reciprocal 
relationship between clinical and teaching roles. However, 
it is unknown if the shared meanings of clinicians’ multiple 
job roles translate to identity verification. We sought to 
examine CEs’ perceptions of their clinician and educator 
roles and the influence of their perceptions on the salience 
of their professional identities.
Design  Qualitative individual interviews and focus groups, 
analysed using framework analytic approach.
Setting and participants  23 occupational therapy (OT) 
and 16 physiotherapy (PT) educators from two acute 
hospitals and one rehabilitation unit in Singapore.
Results  PT and OT CEs constructed shared meanings 
of their clinician and educator roles through overcoming 
feelings of unease and inadequacy, discovering 
commonalities and establishing relevance. However, 
shared meanings between clinician and educator roles 
might not necessarily lead to mutual verification of their 
professional identities. Individuals’ cognitive flexibility 
and openness to additional roles, and organisations’ 
expectations had a mediating effect on the identity 
integration process. Less experienced CEs reported 
feelings of distress juggling the competing demands 
of both clinician and educator roles, whereas more 
experienced CEs appeared to be more capable of 
prioritising their job roles in different situations, which 
could be a result of differences in adaptation to frequent 
interruptions in clinical setting. Emphasis on patient 
statistics could result in failure in achieving identity 
verification, leading to feelings of distress.
Conclusion  Faculty developers should take into 
consideration the episodic nature of the educator identity 
construction process and develop induction programmes 
to assist CEs in building integrated identities.

Introduction
Clinician educators (CEs) play an important 
role in learners’ socialisation and profes-
sional identity formation. Observing role 
models was perceived by new graduate ther-
apists as crucial in building their confidence 
in decision making and helpful in learning 

how to communicate and work as a thera-
pist.1 2 However, CEs frequently reported 
challenges in fulfilling their teaching roles in 
clinical settings due to insufficient protected 
time, lack of hospital support and recogni-
tion, intrusion on work–life balance, and 
cultural perceptions about the legitimacy 
and credibility of the teaching role.3–5 They 
went through a transition in which their iden-
tity as a clinician was expanded to include a 
sense of being a CE.6 Competing demands 
and expectations from multiple job roles, 
ranging from balancing needs of patients 
and students to being a role model for both 
professional practice and for their learners, 

Strengths and limitations of this study

►► A combination of individual interviews and focus 
groups was used to delve in-depth into the  expe-
riences of clinician educators, allow clinician edu-
cators to generate their own questions and discuss 
issues that are important to them.

►► A simple drawing activity was incorporated into the 
focus groups/interviews to stimulate participants’ 
reflexivity, and to  encourage them to go beyond a 
verbal mode of thinking, thereby allowing a holistic 
narration of self.

►► Despite efforts to achieve purposive sampling, our 
findings suggested that experienced clinician ed-
ucators who were able to assume both clinician 
and educator roles with minimal tension were 
under-represented.

►► Our study proposed that cognitive flexibility might 
have an impact on how clinician educators con-
structed shared meanings of their clinician and 
educator roles. Future studies may examine other 
characteristics of CEs such as their personalities 
and outlooks on life as these may influence the way 
they perceive the inter-relationship between their 
job roles.

►► We only interviewed participants once, so we were 
unable to gain an understanding of dynamic chang-
es in identity construction over time.

http://bmjopen.bmj.com/
http://dx.doi.org/10.1136/bmjopen-2018-024821
http://dx.doi.org/10.1136/bmjopen-2018-024821
http://dx.doi.org/10.1136/bmjopen-2018-024821
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often led to tensions in their professional identities.6–10 
Higgs and McAllister’s phenomenological study6 with 
speech therapists found that successful clinical educators 
had to develop clinical competence, teaching skills and 
knowledge, and needed to develop a strong sense of (1) 
self, (2) relationship with others, (3) being a CE and (4) 
their agency as CEs. 

Despite tensions experienced in integrating educator 
identity with primary clinician identity, studies revealed 
that individuals had the agency to resist negative messages 
concerning their teaching roles, adapt their practices 
and reconstruct their identities.11 12 Identity theory (IT) 
provides a useful theoretical framework for us to under-
stand identity processes occurring within individuals in a 
situation.13 IT suggests identity processes are organised 
as a control system seeking to align input perceptions 
as closely to an identity standard as possible. An identity 
standard contains meanings defining who a person is, 
and is stored in memory.13 For example, a CE may define 
her educator identity as a sideline, whereas another CE 
may define his educator identity as one that has equal 
importance to his clinician identity. When one's identity 
standard is aligned with his/her perceptions in a situa-
tion, identity verification is achieved. When disturbances 
occur in the environment, an individual has the agency 
to change resources, control perceptions of self-relevant 
meanings in the situation, and/or alter behaviour such 
that one's perception in a situation is matched with his/
her identity standard. Successful identity verification leads 
to increased self-esteem, whereas failure in achieving iden-
tity verification results in negative emotional reactions.13

To better understand how to assist CEs in achieving 
identity verification, it is necessary for us to take a step 
back and examine how individuals create their identity 
standards. Meanings defining an identity standard influ-
ence one’s behaviour and it is one’s behaviour which in 
turn reinforces the meanings in one’s identity standard.13 
Meanings are integral to the identity construction process 
but little is known about how CEs construct meanings 
of their job roles.14 15 Two recent studies looked at how 
physician-managers constructed meanings about their 
job roles and how these meanings influenced the integra-
tion of their identities .15 16 Both studies revealed physi-
cian-managers who developed negative meanings of their 
managerial roles experienced difficulties in identifying 
with their managerial roles.15 16 Physician-managers who 
reconstructed meanings of their managerial roles to be 
aligned with their primary clinician identities, adapted 
their practices and integrated their newly acquired mana-
gerial identities with their primary clinician identities.16

Existing literature offers some understanding of how 
physician-managers construct meanings of their job roles, 
but these findings are not transferable to allied health 
CEs. For physician-managers, transiting from a clinician 
role into a clinician-managerial role may be a one-off 
phase in their career. For allied health CEs, they have to 
play both clinician and educator roles at work and transit 
frequently between these roles.17 Occupational therapy 

(OT) and physiotherapy (PT) CEs may only assume 
educator roles for weeks or months depending on their 
students’ or trainees’ supervision period. This is unlike 
how clinicians develop their clinician identities where they 
go through training for an uninterrupted and extended 
period of time. Additionally, when there is competing 
attention from patients, CEs may drop all teaching duties 
to attend to patients. These unpredictable interruptions 
caused by turning the identity ‘on’ and ‘off’ may cause 
heightened distress.13 Lake and Bell’s study18 showed 
that medical educators constructed common meanings 
between their educator and clinician roles and described 
a reciprocal relationship between both roles. However, it 
was unclear if the shared meanings between educator and 
clinician roles would facilitate identity  verification. Our 
study thus sought to examine CEs’ perceptions of their 
roles and identities so as to better understand the inter-
action of clinicians’ perceptions and identity standards. 
We would propose strategies to help CEs construct their 
identity standards to achieve identity  verification. Our 
research question was: How do OT and PT CEs perceive 
their clinician and educator role identities?

Methods
Context and setting
This study was performed between October and 
December 2015 in two acute hospitals and one rehabili-
tation unit. The study sites were within a regional health 
system in Singapore. An education department was set 
up in 2010 to provide resources and support for medical, 
nursing and allied health educators. Educational lead-
ership positions were given to identified CEs to assist in 
planning faculty development programmes. Educational 
retreats involving educational leaders in all institutions 
within the regional health system were conducted regu-
larly to review the institution’s educational directions.

The research team approached the heads of depart-
ments (HODs) in PT and OT, and explained the rationale 
and details of the research study. The HODs disseminated 
the study's information to their staff and provided the 
research team with details of the interested respondents. 
Written informed consent was obtained from partici-
pants. No financial incentive was given.

Patient and public involvement
Patients and the public were not involved in this study.

Design
We chose a qualitative approach as we sought to explore 
and gain an in-depth understanding of our participants’ 
experiences and feelings in their own words.19 We adopted 
the constructivist paradigm in which knowledge is taken 
to be subjective and there are multiple, diverse interpre-
tations of realities.20 We viewed identity as the meanings 
individuals attach reflexively to self, and is both created 
and co-created within social interactions.14 21
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Twenty-three OT and 16 PT CEs participated in 12 
individual interviews or focus groups. The characteristics 
of the  participants were listed in online  supplementary 
appendix 1. Each interview/focus group was conducted 
by one or two of the research team members (SYO, ML, 
LSL). SYO was a trained researcher with some experience 
as CE. ML was an experienced qualitative researcher. 
LSL was a clinical educator lead and an experienced 
CE working in one of the acute hospitals in Singapore. 
Purposive sampling strategy was adopted to ensure educa-
tors with varying years of experience were represented 
in our study. We developed an interview template and 
revised the template based on feedback from a pilot inter-
view with a researcher who had previous experience as 
an OT CE. This template was modified throughout the 
data collection process in order to capture and expand 
on emergent themes.

We chose a combination of focus groups and interviews 
because individual interviews allowed us to delve in-depth 
into individuals’ experiences and perspectives,22 whereas 
focus groups gave us access to different forms of commu-
nication such as jokes and anecdotes that people used in 
day-to-day interaction, and encouraged participants to 
generate their own questions and discuss issues that were 
important to them.23 We made a conscious effort to ensure 
that LSL would not facilitate interviews that involved her 
colleagues. To protect their interests, participants were 
reminded not to disclose discussion content to third 
parties. During focus groups and interviews, participants 
were asked to use a word, image, phrase or metaphor to 
describe their roles as a clinician and an educator. We also 
provided participants the four identity alignment models 
(see online  supplementary appendix 2) from O’Sul-
livan and Irby’s study24—a modified version of Roccas 
and Brewer’s25 models. Participants were  then asked to 
draw an identity alignment model that best described 
their educator and clinician identities, and describe their 
models in as much detail as possible. We incorporated 
this simple visual task to stimulate participants’ reflexivity 
and to encourage them to go beyond a verbal mode of 
thinking, thereby  allowing a holistic narration of self.26 
We kept memos during and after interviews/focus groups. 
Each focus group/interview took place in the respective 
hospitals, lasted between 50 and 100 min and were audio 
recorded. A research assistant was employed to transcribe 
the recordings. SYO checked all anonymised transcripts 
for accuracy.

Analysis
We analysed the transcripts using a framework analytic 
approach.27 This is a systematic approach involving 
sifting, sorting and charting data according to key issues 
and themes. The five key stages to a framework analytic 
approach are familiarisation, identifying a thematic 
framework, indexing, charting, and mapping and inter-
pretation. We developed an initial index using emergent 
categories and themes derived from an initial open coding 
of one transcript and a priori theoretical considerations, 

which served as sensitising concepts in the analysis. SYO, 
ML and LSL analysed the transcripts individually using 
the index. We met to discuss our categories and themes 
after we analysed each transcript. Following that, we 
adjusted our index to include new categories and themes. 
We adhered to this process for all 12 transcripts. During 
our discussions, we brought our own interpretations 
of the findings based on our individual training back-
grounds. We discussed differing perspectives to ensure 
that our underlying assumptions were exposed and chal-
lenged, and eventually reached consensus on the descrip-
tive and analytic themes. This enhanced dependability of 
our results. We also kept an audit trail of all minutes of 
meetings, interview memos and coding structures. A copy 
of the Standards for Reporting Qualitative Research can 
be found in online supplementary appendix 3.

Results
We derived two main themes: perception of inter-relation-
ship between job roles and identity integration. Figure 1 
illustrated the relationship between identity integration 
and perception of inter-relationship between roles as 
a clinician and an educator. In this model, we identified 
three main strategies adopted by CEs to construct shared 
meanings of their clinician and educator roles and two 
dominant factors that promoted the perception of the 
reciprocal relationship between the clinical and teaching 
roles. The two arrows linking ‘perception of inter-relation-
ship between job roles’ and ‘identity integration’ denoted 
that shared meanings of the job roles did not necessarily 
lead to integration of the clinician and educator identi-
ties. This process could be strengthened by individuals’ 
cognitive flexibility and hindered by the presence of indi-
vidual and structural tensions.

Perception of inter-relationship between job roles
Our data revealed most CEs recognised the significance 
of their educator roles and some described the educator 
role as part of the responsibilities of a clinician. They had a 
strong sense of responsibility and wanted to give their best 
to their learners. They emphasised clinical competence 
as one of the defining characteristics of the CE identity. 
When they first took up teaching roles, they questioned 
their own competence. They experienced misalignment 
between their identity standards and perceptions of their 
competence levels, resulting in negative thoughts and 
emotions. CEs were found to adopt various strategies to 
construct shared meanings between their clinician and 
educator roles.

Adopted strategies
Our OT and PT educators perceived the reciprocal rela-
tionship between clinician and educator roles in three 
main ways: overcoming feelings of unease and inade-
quacy, discovering commonalities, and establishing rele-
vance. It appeared that CEs needed to overcome their 
feelings of unease and inadequacy before perceiving the 

https://dx.doi.org/10.1136/bmjopen-2018-024821
https://dx.doi.org/10.1136/bmjopen-2018-024821
https://dx.doi.org/10.1136/bmjopen-2018-024821
https://dx.doi.org/10.1136/bmjopen-2018-024821
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inter-relationship between their new and existing job 
roles.

Overcoming feelings of unease and inadequacy
M3 (PT CE with 20 years’ clinical and 18 years’ teaching 
experience) and F26 (PT CE  with 6 years’ clinical and 
3 years’ teaching experience) recounted their experi-
ences and apprehensions when they were first ‘thrown’ 
into the educator role as a junior clinician. In the early 
career stage, CEs perceived themselves to be novices and 
insufficiently equipped as a CE. They stressed the impor-
tance of clinical competence as a prerequisite of being 
a CE, which could be interpreted as their identity stan-
dard. They eventually overcame their feelings of unease 
and inadequacy. This could be a result of a change in 
their identity standards over time or a conscious effort to 
change their perceptions and/or behaviours to align with 
their identity standards.

M3: In a very short time after starting work we all had 
to undertake some amount of student supervision. 
We felt we were still learning, how could we teach 
right? But after a while we realise that there is a big 
difference between a qualified person and student. 
Students still have a lot of apprehension, need to re-
flectively go through things before they can decide to 
act on it. (FG_3)

F26: I really worried a lot. I really wanted to make 
sure that I did a good job. I really wanted my student/
mentee to learn a lot. But subsequently when I’m tak-
ing the second and third batches of students, I start to 
look at it as a learning journey for me as well. (FG_9)

Novice CEs managing both roles also reported feel-
ings of distress and experienced misalignment between 

their identity standards and perceived competence levels 
as CEs. They sometimes sought alternative rationales to 
justify their fit for the educator role.

F6 (OT): The image that comes to my mind when 
thinking about clinician and educator is that a tod-
dler is trying to change a baby’s diaper…I feel like 
I’m still learning, I still have a lot to digest but at the 
same time I’m trying to help and nurture this individ-
ual…I don’t know whether I am ready for that yet but 
somehow you just do it. So I try to convince myself 
that even if you are not a good teacher, if you can at 
least impart that heart to the students, and the stu-
dents can carry over and bring that heart in them to 
the patients, I am happy. (FG_3)

Discovering commonalities
It appeared that CEs developed shared meanings of their 
clinician and educator roles over time. Some perceived 
both roles to be performing similar functions, whereas 
others deemed skillsets were transferable from clinician 
role to educator role. They emphasised the commonali-
ties between both roles instead of concentrating on their 
competence levels or deficits.

F9 (PT): Whatever the case, I am a clinician, but be-
ing an educator is always a part of it, whether it’s to 
the family (or) the patient. You’re always educating 
somebody… (as for) students, they're always just an-
other part. You’re just grooming the next generation. 
So I can’t separate the two. (FG_3)

M9 (OT): I see my students as patients as well, it’s just 
that they have different needs. So that helped me to 
get a good start with my first few students, and after 

Figure 1  Model of identity integration and perception of inter-relationship between job roles.
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that it just evolved to balancing patient care and facil-
itating my students’ learning. (FG_7)

Establishing relevance
Other CEs rationalised training new therapists as a 
responsibility and a role of relevance and significance to 
being a therapist.

M1 (OT): By default, clinician is my primary goal 
and educator is a duty, (teaching) is a responsibility I 
need to give back to my profession. (FG_1)

F25 (PT): When you are teaching students, or when 
you are discussing with them about your patients and 
all that, it kind of helps the patient gets better, where 
the patient will benefit from the discussion and 
teaching as well. (FG_9)

Factors that promote development of shared role-meanings
We delineated how CEs adopted different strategies 
to construct shared meanings of their clinician and 
educator roles. The different strategies adopted by CEs 
demonstrated their agency in altering their perceptions 
and adapting practices. It was evident from our data 
that training experiences and social interactions at work 
played a substantial role in developing CEs’ perceptions 
of the inter-relationships between both clinician and 
educator roles.

Training experiences
Educational training was useful in developing CEs’ 
teaching competencies and creating opportunities for 
them to discern the relevance of educating work to their 
clinician role.

F11 (OT): We were initially trained to be clinicians. 
Why do we need to learn how to write and interpret 
standards and develop curriculum when we barely 
understand them? But after attending the courses, 
they really opened up my views about education. 
After we went for the course, we realised that “oh, 
we are the content expert, we are actually the best 
persons to develop all these courses, because this is 
bread and butter of what we do! So we know best what 
are the things to teach and how to teach it.” (I_3)

Social interactions at work
Learners exerted strong influence on CEs’ perceptions of 
their educator roles. CEs reported job satisfaction when 
they observed learners making improvements and prac-
tising professionally. On the contrary, some CEs expressed 
exasperation teaching passive  learners and saw them as 
an interference to their clinical work.

F7 (OT): If I meet a good student, I really feel very 
happy, because we can talk about a lot of things, and 
they can carry out my teaching. (FG_3)

F21 (OT): If the student is willing to learn, I’m al-
right with using extra time to teach you but if you 

(student) are going to interfere with my patient care, 
then I’m sorry but patient care comes first. (FG_8)

In the busy healthcare context, CEs had to juggle 
heavy patient loads and dedicate time to train learners. 
Co-workers played an important role in CEs’ work–life 
balance. It was helpful that there was no strong demar-
cation between clinician and educator roles and CEs 
were able to tap on peers for support in their clinical and 
teaching duties.

F2 (OT): You’re not alone. You know that someone 
else is doing the same thing. (Be)cause you're a war-
rior… "Everybody must fight." (FG_2)

Identity integration
The second theme related to the integration of clinician 
and educator identities. We observed that the extent of 
integration of educator identity with the primary clinician 
identity was linked with salience of educator identity. A 
more salient identity is ‘one that has a higher probability 
of being activated across different situations’.28 CEs who 
described more salient educator identity also reported 
greater integration of their clinician and educator identi-
ties and less identity tension.

Salience of educator identity
Majority of CEs with less than 5 years of teaching experi-
ence described themselves  primarily as clinicians, while 
more experienced CEs reported equally salient educator 
and clinician identities.

Dominant clinician identity, secondary educator identity
CEs might be cognisant of the inter-relationship between 
both job roles, but this did not necessarily lead to mutual 
verification of clinician and educator identities. Less expe-
rienced CEs were more likely to report a dominant clini-
cian identity with a secondary educator identity despite 
knowing the relevance and importance of educator work.

F23 (OT): Teaching is a sideline. [Laughs] If you 
come, fine, the opportunity is there. I’m doing my 
clinical work, that’s what you’ll be doing eventually. 
Come, I can let you in but from the side.

Interviewer: Why is it not top right and top left or 
bottom left? Any reason?

F23: Because this (teaching) is more important. (FG_8)

The stickmen in the large clinician circle contrasted with 
the two female stickmen in the educator oval in figure 2. 
This highlighted the significant role a clinician plays in 
making a difference to a large population. Although 
the bi-directional arrows indicated her educator identity 
could expand and contract, the educator oval was placed 
on the bottom right of the clinician circle. This corrob-
orated F23’s verbatim of “Teaching is a sideline.” Using 
drawing and verbal description, we could derive that F23 
acknowledged educator as an important role, but she did 
not integrate the two identities.
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Integrated clinician and educator identities
It took time for CEs to integrate both clinician and 
educator identities. F16 (OT CE  with 25 years’ clinical 
and 23 years’ teaching experience) described herself as 
an amoeba, capable of prioritising identity based on situ-
ational needs.

F16: So I see myself as a clinician first, the educator 
comes in when I have a student, then it becomes im-
portant, together with the students and the patient. 
Other than that, when I see my junior staff OTs, then 
I try to teach and do those things. And I’ve put them 
together because it’s all part of me and me being the 
amoeba, I like to move around, slowly and where it 
goes, just moves. (FG_6)

F16 drew an amoeba to represent her professional 
identities (figure 3). The administrator identity was sepa-
rated from the closely integrated clinician and educator 
identities. F16 went on to describe the dynamic and 

situational nature of her professional identity using the 
metaphor ‘amoeba’, signifying that she was able to turn 
her educator identity ‘on’ and ‘off’ without distress.

F10 (PT CE with 16 years’ clinical and 10 years’ teaching 
experience) elaborated on how different roles took 
priority at different times of life and how she transited 
between her job roles without much tension.

F10: There are times when you need to be the daugh-
ter, you need to be the mum, you need to be the wife, 
and you need to dedicate time to be the employee. I 
think it’s the same as the different roles that we have 
to juggle at work, it’s just learning to be flexible. So 
it’s the wheel of life that just keeps on going.

F10: If I receive a call, “F10, I have a pain case and I 
need you to guide me.” “Oh, ok,” then I’ll drop every-
thing. I’ll go up to mentor the person, or walk through 
the case with the person. It’s difficult to tell you what 
a typical work day is like. It’s very variable! (I_2)

Although novice CEs were less likely to report an inte-
grated identity, there was an exception. A relatively new 
CE with 3 years’ clinical and 2 years’ teaching experience 
thought that it was easier for him to have one whole inte-
grated identity. He described commonality between both 
roles where he positioned himself as a novice therapist 
learning and progressing to be a better CE.

M10 (OT): Yeah, mine is all integrated…I feel like be-
ing a clinician, I’m constantly learning; being an ed-
ucator I’m also constantly learning. The whole thing 
is all about learning. Yeah, so even if I have a student 
then it’s just like you’re having someone along in 
your journey. I think that’s for me. One identity is 
good enough. (FG_7)

Factors mediating the process of identity integration
From our analysis, we found that an individual’s cogni-
tive flexibility and openness to additional roles, and 
the organisation’s expectations, mediated the process 
of inter-relating job roles and identity. In our setting, 
CEs had to transit between clinician and educator roles 
frequently and perform both roles concurrently. Those 
who were able to adapt quickly to changes appeared 
to be more likely to report integrated identities. Thus, 
cognitive flexibility was identified as a factor specific to 
our context under study, whereas organisations’ expecta-
tions and individuals’ openness to additional roles were 
general macro-level and micro-level factors applicable in 
other settings.

Cognitive flexibility
In our busy acute care setting, CEs faced high situational 
demands in which they had to manage patients’ safety and 
learners’ growth simultaneously. They had to ensure learners 
would not compromise patients’ safety and also make calcu-
lated risks at times for learners’ growth. Cognitive flexibility 
refers to the ability to efficiently and effectively alter one’s 
behaviour according to the changes in an environment.29 Figure 3  Identity model drawing of F16.

Figure 2  Identity model drawing of F23 (3 years’ clinical 
experience, 2+ years’ teaching experience).
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We proposed that cognitive flexibility allowed CEs to switch 
between tasks and solve problems more smoothly and 
efficiently.

M1 (OT): I would observe from a distance so that 
I didn’t undermine her authority. Because she did 
feedback to me that when I was around, she felt a bit 
nervous so I just stood away…We are in a gym format, 
it can be that I’m sitting on the other side, seeing an-
other patient, at the same time I am also keeping a 
lookout for her as well. (FG_1)

Additionally, they had to manage emotional aspects of all 
parties.

F19 (PT): To the learners, it’s very important that 
they get feedback so that they can improve. But to 
the patients, they feel very different, they will feel 
“oh, I’m a guinea pig.” So, this is not just balancing 
the treatment…effectiveness and time, it’s also striv-
ing a balance between this respect plus the… – [M9: 
Emotions.] – the emotional aspect of all parties. Also, 
we don’t want to cause learner to feel not really able 
to participate in the learning journey at the end of 
it. (FG_7)

Compared with experienced CEs, CEs with less than 
5 years of teaching experience expressed feelings of distress 
as they juggled both roles with competing demands.

F4 (OT): I imagine myself in the cooking mama show 
[All laugh. F2 & F3: Cooking Mama?] Because I need 
to meet a lot of timelines and lot of stresses then I 
also need to make sure the things are cooked. I imag-
ine myself one hand holding a pan, one hand hold-
ing chopping board and the knife and everything. 
Because it’s really very stressful and a lot of things 
to handle at one time…In the wards, you some-
times leave your mentee to try out cases so you let 
your mentee go and read the cases or even maybe, if 
they’re more independent, to start the cases but then 
I still need to meet my own time and have my own cas-
es to see right? So I also see my own cases and halfway 
I need to make sure my patient is settled then need 
to run back to my student and make sure she is safe 
(and) the patient. It’s a lot of juggling with time and 
pressure and it’s really under a cooking pot. Very hot 
also, in the kitchen. [All laugh] And also, the clock is 
running. (FG_2)

Openness to additional roles
Some CEs reported a stronger interest in clinical work 
than in educating work. This might influence the extent 
to which educator identity was integrated with primary 
clinician identity.

M7 (PT): I’m more interested in my clinical aspect 
now. When I take students, sometimes, it upsets me 
a bit when I cannot see my patients in the timeframe 
that I think I should. (FG_5)

Organisations’ expectations
Majority of CEs reported there was considerable pressure 
in meeting patient statistics and coaching learners among 
other responsibilities.

F11 (OT): We go to school to learn to be clinician. 
When you come out to work, you realise, “Oh, you 
have to teach. Oh, you have to do all these administra-
tive work. You never learn all these things in school. 
You have to handle complaints.” [Laughs] (I_3)

F5 (OT): When the students need more assistance, 
the number of patients we give to them will definitely 
be lesser. Because we know that, if we are going to 
jam up, the patients are not going to be happy. So 
then, your satisfaction survey is going to be very badly 
affected. (I_1)

At the same time, an institutional culture emphasising 
learner-centredness might impact CEs’ perceptions of 
the relationships with their learners. As described by M6 
(PT CE with 7 years’ clinical and 3 years’ teaching expe-
rience), he perceived the need to change his character 
to suit learners’ needs and found that to be challenging.

M6: Another challenge is we need to change our per-
sonality to fit into the student or the juniors. So it’s 
an awareness of your own identity as well as your own 
personality to accommodate your mentee according-
ly, so that you can match their personality. I suppose 
that comes into play…I’m sure, most of them (the ed-
ucators) also have that ability to adjust according to 
the personalities of the mentees or students. (FG_4)

Discussion and implications
Contribution to literature
Our study proposed a model to describe how OT and PT 
educators constructed shared meanings of their clinician 
and educator roles, and how these shared meanings were 
used to create integrated identities via mediating factors.

First, we illustrated how CEs constructed shared mean-
ings of their clinician and educator roles through: (1) over-
coming feelings of unease and inadequacy, (2) discovering 
commonalities and (3) establishing relevance. Many novice 
CEs perceived a lack in clinical competence for the educator 
role, and experienced misalignment between their iden-
tity standards and perceptions of their competence levels, 
leading to feelings of distress. Training experiences were 
vital to develop CEs’ clinical and teaching competencies, 
increase their confidence in assuming the educator role, and 
reduce feelings of distress. For CEs who experienced iden-
tity non-verification, they might adopt alternative avenues to 
justify their fit for the educator role. One of the avenues was 
discovering the commonalities between the clinician and 
educator roles. CEs described educating as being inherent 
in their therapist role which involved educating patients 
and their family members on a daily basis. This finding 
contrasts with existing literature on medical educators’ 



8 Ong SY, et al. BMJ Open 2019;9:e024821. doi:10.1136/bmjopen-2018-024821

Open access�

experiences in which medical educators perceived the simi-
larities between clinical and educator roles predominantly 
as the transferability of communication skills and diagnostic 
thinking from clinical practice to educational situations.18 
This is likely due to the difference in job nature between 
doctors and therapists - that is, patient education occupies 
a larger proportion of time in therapy work compared with 
medical work. Focusing on the commonalities between 
job roles and establishing the relevance and value of the 
educator role were strategies CEs adopted to integrate the 
educator identity with their primary clinician identity. This 
finding is  consistent with Spyridonidis and colleagues’ 
finding16 that physician-managers accorded high levels of 
salience to their new managerial identity when they aligned 
their medical practice with their managerial responsibilities. 
Browne and colleagues30 also found that senior medical 
educators adopted a wide range of strategies in adapting 
and transiting into their medical educator identity.

However, the aforementioned strategies are inade-
quate for changing meanings in the identity standard 
and for  integrating professional identities. In our study, 
less experienced CEs reported feeling distressed when 
juggling both educator and clinician roles despite 
perceiving shared meanings between them. Experi-
enced CEs appeared to have a greater ability to prioritise 
their job roles in different situations. This finding is also 
reported in other studies.6 10 16 We propose that this differ-
ence is likely due to an individual’s cognitive flexibility 
and openness to additional roles. Individuals with high 
cognitive flexibility are able to recognise and value diver-
sity in viewpoints, cognisant of others’ difficulties, reflect 
on them and choose appropriate behaviour depending 
on the situation.31 We infer that cognitive flexibility may 
be a construct that explains the difference in the extent 
of identity integration and degree of emotional distress 
between novice and experienced CEs. The difference 
between less and more experienced CEs can also be due to 
the episodic nature of the educator identity.13 PT and OT 
CEs only take on educator roles for a designated period 
when they supervise learners. Experienced CEs undergo 
longer on-the-job training and adapt to the unpredict-
able interruptions occurring in the clinical setting, unlike 
novice CEs who have fewer opportunities to develop their 
educator identities. Existing research on interventions 
to develop cognitive flexibility is mainly limited to young 
children or individuals with anxiety and depression.31–33 
We postulate that interventions that promote individuals’ 
reflective perspectives are potentially useful as cognitive 
flexibility relates to the ability to identify elements of a 
situation, reflect on elements identified and take appro-
priate action.31

Besides individual-related factors, organisational-re-
lated factors also impacted the degree of identity integra-
tion of the professional identities. Faculty developers in 
O’Sullivan and Irby’s study24 reported the emphasis on 
education in their institution had a positive impact on the 
development of their faculty developers’ identities. Even 
though there were initiatives in place to support teaching 

in our study institutions, our participants reported that 
the concurrent emphasis on patient statistics was a source 
of disturbance that led to feelings of distress and subse-
quently hindered identity verification.

Theoretical contribution
IT suggests that if two identities share common mean-
ings, it is easier to achieve mutual verification of the 
two identities because there are fewer different mean-
ings to control.13 Our study showed that while common 
meanings in both identities facilitated the integration 
of an educator identity with a primary clinician identity, 
they did not necessarily lead to mutual verification of the 
professional identities. Individual factors such as cogni-
tive flexibility and openness to additional roles, as well as 
institutional emphasis on patient statistics, had mediating 
effects on the process of identity integration. This finding 
can be verified and investigated in other settings to iden-
tify possible new theoretical constructs promoting mutual 
verification of professional identities at work.

Implication for practice
We advocate the provision of educational training in addi-
tion to on-the-job training to build CEs’ teaching compe-
tence and self-confidence. Faculty developers should take 
into consideration the episodic nature of the educator 
identity construction process and develop induction 
programmes to assist novice CEs to build their educator 
identities. Role models and peer advocates should be 
engaged to highlight similarities in teaching and clin-
ical roles and align the value of teaching to clinical 
work. These will assist CEs in constructing shared mean-
ings of their clinician and educator roles. A collaborative 
culture within the department is vital to allow CEs to 
depend on their peers for support in times of conflicting 
demands from their multiple roles.

Limitations
We observe less experienced CEs feeling more distressed 
managing their professional roles compared with more 
experienced CEs. We postulate that this could be linked 
with CEs’ cognitive flexibility and their perceptions of 
inter-relationship between the two roles. However, our 
study approach does not allow us to propose any factor or 
mechanism to account for this difference. Future studies 
may explore these differences and identify possible theo-
retical constructs to explain these differences.

Conclusion
Our research illustrated that  CEs constructed shared 
meanings of their clinician and educator roles via over-
coming feelings of unease and inadequacy, discovering 
commonalities, and establishing relevance. However, 
shared meanings of both roles were insufficient for 
identity verification. Perception of the inter-relationship 
between both roles and identity integration were medi-
ated by individuals’ cognitive flexibility and openness to 
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assume educator role, and organisations’ emphasis on 
patient statistics. Novice CEs experienced misalignment 
between perceptions of their competence levels and their 
identity standards as they perceived themselves to be not 
competent for the educator role. This resulted in failure 
to achieve identity verification, which in turn generated 
feelings of distress. Organisations should acknowledge 
that CEs do not have a smooth process in developing 
their educator identities due to episodic nature of the 
educator identity, and provide more support to CEs to 
facilitate identity verification.
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