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Abstract
Aim Medical trainees make career choices in the final year of medical school or after graduation, if they do not continue with
residency directly. Most Dutch medical students are trained in vertically integrated (VI) curricula, with early clinical experience
and a gradual increase in clinical responsibilities. Students in such curricula have been reported to make career choices at an
earlier stage than graduates from more traditionally designed curricula. Many Dutch graduates build further clinical experience
after graduation as physicians-not-in-training (PNITs) before beginning residency. We explored how students make career
choices and whether pre-residency clinical responsibilities influence this choice.
Method A qualitative study with a phenomenology approach was used. The authors conducted a longitudinal interview study of
medical students with two intervals over a 2-year period. The interview questions covered how trainees establish career prefer-
ences and which factors affect preference and choice over time.
Results Experiencing clinical responsibility was a key factor for career preference during all interview rounds. Being a PNITwho
makes diagnostic and therapeutic decisions, have their own patients and have significant patient care responsibilities creates
opportunities to build an image of a future context of employment. Some participants mentioned that their experience of having
full responsibility as a PNIT was pivotal in a career preference change.
Conclusion Clinical responsibility as a student or a PNIT appears to be important for career preference and choice. The experience of
responsibility as a medical doctor forces trainees to reflect on personal needs and to consider which career preference fits best.
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Abbreviation
PNIT Physician-not-in-training

Introduction

Medical trainees need to make an important career choice
about a specialty when they face the transition from medical
school to residency. When they feel urged to make this choice
depends on the structure and length of medical training in the
country [1].

In the Netherlands, the duration of undergraduate medical
education is usually 6 years and includes 2 years to 4 years of
clerkships. Most students are admitted directly from secondary
school [2]. After graduation, the medical graduate can either do
temporary supervised clinical work before residency as a so-
called physician-not-in-training, start a PhD trajectory or start
residency directly [1–5]. Many of the Dutch medical graduates
choose physician-not-in-training work experience in one or more
specialties before residency to make a thoughtful specialty deci-
sion [5]. In the United Kingdom (UK), all junior doctors have a
2-year foundation training after medical school and choose a
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specialty in the second year, which is at least 18 months after
finishing medical school [1]. Many UK junior doctors consider
this period too short to make a well-founded career choice, be-
cause of insufficient clinical experience [6].

Worldwide, graduates have preferences for popular special-
ties, such as surgery, gynaecology and dermatology, while
other specialties show a shortage of interest including psychi-
atry and primary care [7–10]. Dutch graduates apply for a
residency in an open job market system, rather than a national
matching model; many preferences focus on a limited number
of popular specialties, with a consequent shortage of available
positions. Dutch graduates usually take an interval period of
months up to a year (or even longer) to gain clinical or re-
search experience, often to optimize chances of being select-
ed, especially for popular specialties [2–5]. This, in turn, al-
lows programs to raise acceptance criteria, in a self-
reinforcing process that further increases the interval between
undergraduate and postgraduate training as graduates need
time to meet these criteria. Throughout the year, approximate-
ly 2400 Dutch medical students graduate and become eligible
to start residency [11, 12]. Graduates who do not start post-
graduate medical training directly can roughly be categorized
in three groups: (1) those serving in patient care to gain clin-
ical experience as a physician; we will categorize them as
‘physicians-not-in-training’ (PNITs). This group is approxi-
mately 3736 physicians [5]; (2) those starting or completing
a PhD trajectory, often in a direction aligning with their spe-
cialty preference. This group is approximately 1366 physi-
cians [5]; and (3) those employed in a non-clinical area. This
group is approximately 412 physicians [5]. There is no nation-
ally coordinated placement, and most of the physicians start
residency after a period of experience as a PNIT or PhD stu-
dent [5]. This is quite a usual pathway for Dutch graduates.

In the period between 1975 and 2000, all Dutch medical
schools have gradually developed integrated curricula, both
horizontally, i.e. among the basic sciences, and vertically,
intertwining clinical topics and experiences with basic sci-
ences. Vertical integration includes a gradual increase in clin-
ical responsibilities [13]. An important feature of vertical in-
tegration is that clinical experience, such as clerkships, is of-
fered early in the program [2, 13, 14].

Another feature is that students are given increased respon-
sibilities in patient care, especially in the final year of medical
school [15–18]. Students in most final program years of Dutch
medical curricula (the ‘transitional year’) are called ‘semi-
physicians’—not students—and must do clinical ward work
at the level of a junior resident, with a limited number of
patients and adequate supervision [2, 19–21]. A survey study
among graduates of two cohorts, one from traditional and the
other from vertically integrated curricula, showed that gradu-
ates from the latter had made the definite career choice at an
earlier stage and needed less time and fewer applications to
obtain a residency position than those from the traditional, less

vertically integrated, curricula [21]. This study did not, how-
ever, provide insight into the factors determining this positive
effect of early career choice in vertically integrated curricula.

In our study, we aimed to explore how students from ver-
tically integrated curricula develop career preferences and
make their career choice and whether additional pre-
residency clinical experiences and increased responsibilities
influence this choice.

Method

Methodology

To appreciate the development of career preferences and ca-
reer choice over time, we designed a longitudinal interview
study. Longitudinal research can provide a deeper understand-
ing of how medical students develop a career preference over
time and which factors influence career preference. There is a
paucity of longitudinal studies focusing on the preference for
medical specialties in general. The only longitudinal studies to
date are specialty specific and are focused on primary care
[10] and surgery [22]. Other longitudinal research focuses
on student interest but lacks explanation of the changes of
interest and uses written surveys [23–25]. One recent longitu-
dinal study performed in the UK found that when considering
groups of specialties, two thirds of graduates had a stable
specialty preference since year 4 of medical school.
Specialty choice was reported to be strongly influenced by
experiences within the specialty at medical school and during
the two foundation years [6]. However, the UK medical edu-
cation structure differs from that of other countries, such as the
Netherlands [1], and therefore, more research is required.

We conducted this longitudinal, interview-based qualita-
tive study to gain insight into the influence of clinical respon-
sibility on the career preference and career choice at three
different moments [26]. We used a phenomenological ap-
proach, as this allows for interpretation of data, extraction of
meaning and understanding of data to develop deeper under-
standing of the concept. Phenomenology attempts to under-
stand how individuals construct meaning from their experi-
ences through the perception of events [27, 28].

Context

The study was conducted at University Medical Center
Utrecht (UMC Utrecht), The Netherlands. The final year of
the Utrecht curriculum is called transitional year and contains
elective options and extended clerkships in which students
work with increased clinical responsibilities as compared to
earlier clerkships [16, 19]. Medical students can enter the tran-
sitional year at different times throughout the year, because of
delays for any reason during previous study years. The final-
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year medical student as a semi-physician can be compared to a
foundation doctor in the UK system or a sub-intern or intern in
the US system [1]. In this final phase, medical students must
consider career preferences, to enable choice in the mostly
elective final-year program. We deliberately chose partici-
pants for our study from this curricular context as they explic-
itly have the opportunity to work with increased responsibil-
ities in clinical practice during medical school plus one fol-
lowing year and consider their career choice [2, 20].

Participants

We interviewed the same participants three times over a
2-year period. We chose to plan the first interview at
the start of the transitional year, when medical students
have the possibility—and are encouraged—to arrange
the electives in this year according to their career pref-
erence. The second interview was at the end of the
transitional year, to explore the impact of this year.
The third interview was planned 1 year after graduation,
to compare differences in career preference between the
medical student perspective and the perspective of the
recently graduated physician and explore factors that
affect career choice. Dutch students at UMC Utrecht
can enter the transitional year at several moments dur-
ing the academic year. We invited students from one
cohort initially during teaching sessions in May and
October 2014. All students were also sent an informa-
tion e-mail and a possibility to sign up. After 1 week, a
reminder was sent to all non-responders. We used con-
venience sampling with the following criteria: being a
medical student at Utrecht University at the start of the
transitional year of the curriculum during the first round
of data collection for this study. No new students were
invited in the second and third rounds.

Instrument

The interview questions were based on what is known
from the literature [29, 30]. The first interview guide
was piloted with six transitional-year students and was
refined prior to implementation in agreement with all
researchers. The second and third interview guides were
adapted from the first guide in alignment with all re-
searchers. Table 1 presents all three interview guides.

Elaboration was encouraged, using follow-up ques-
tions about experiences influencing career preferences.
To protect the participants’ privacy, all were asked to
choose a pseudonym and to retain this for each inter-
view that was used during further analysis. Original
names were only known to the interviewers and were
not used during analyses.

Data Collection

We conducted semi-structured, in-depth interviews in a quiet
studio at UMCUtrecht to stimulate respondents to mention all
aspects that arose without constrictions of a pre-determined
questionnaire. The interviews were performed face to face by
one of two researchers (SQ and SB) at UMC Utrecht, except
for some third interviews performed at the participant’s home
or through Skype®. The first three interviews at the start of the
final year of medical school were conducted jointly by both
researchers, to ensure consistency of interviewing. All inter-
views were audio recorded. During the interviews, field notes
were made for the purpose of reference. Member checking
was performed by sharing written summaries of each inter-
view with the participant, with the request to check for accu-
racy and completeness. During follow-up interviews, partici-
pants were not provided with their answers in previous inter-
views, in order to assure that participants would not justify or
adapt their answers based on previously given information.

Table 1 Interview questions

Start of the final year of medical school (interview 1)
1) Why did you choose to study medicine?
2) What are your career preferences? Can you explain for each of these why
and since when?

3) How familiar are you with these preferences? And what have you done to
become familiar with them?

4) What is the opinion of your family, friends or others about your career
preference? And what does that opinion mean to you?

5) Which were your electives during the transitional year and why did you
choose these?

6) Tell me your strategy to get into the residency of your choice
7) What would be your definite choice just for the upcoming five minutes?
End of the final year of medical school (interview 2)
1) What are your career preferences? Can you explain for each of these why
and since when?

2) How familiar are you with these preferences? And what have you done to
become familiar with them?

3) Can you reflect on your transitional year?
4) What is the opinion of your family, friends or others about your career
preference? And what does that opinion mean to you?

5) Tell me your strategy to get into the residency of your choice
6) Did any changes occur in your life of influence on your career preference
over the last year?

7) What would be your definite choice just for the upcoming five minutes?
1 year after graduation (interview 3)
1) What are your career preferences? Can you explain for each of these why
and since when?

2) How familiar are you with these preferences? And what have you done to
become familiar with them?

3) Can you reflect on the last year after graduation?
4) Are you working? And does reality matches your expectations?
5) What is the opinion of your family, friends or others about your career
preference? And what does that opinion mean to you?

6) Tell me your strategy to get into the residency of your choice
7) Did any changes occur in your life of influence on your career preference
over the last year?

8) What would be your definite choice just for the upcoming five minutes?
9) What will be your preference/career in 1.5 years from now?
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Data Analysis

Following a qualitative research methodology, data analysis
was performed according to recently suggested standards for
reporting qualitative research [26, 28, 31–33]. The interviews
were transcribed verbatim using a transcription company with
participants’ personal data being de-identified. Two re-
searchers (SQ and SB) first familiarized themselves with the
transcripts by multiple readings of the transcripts and
checking audio recordings. Next, transcripts were first coded
line by line, meaning we identified relevant text passages in
the interview transcripts and assigned themes to these data
units. Then, these themes were merged in a codebook. The
selection of the unit of analysis involved coding for all single
factors of influence mentioned by the participants and also
coding their career preferences. Coding for these units was
performed by reading the transcripts multiple times. For these
codes, we (SQ, SB, MdR) created labels that described the
essence of the themes. With this process, we identified ele-
ments that were similar. This led to an understanding of the
variety of factors and the frequency with which they were
mentioned. This set of themes could be used for description
and interpretation of the phenomenon [28, 31].

For analytical rigour, multiple interviews were coded by
three researchers (SQ, SB and MdR). A codebook was devel-
oped based on the first interview round and was then
discussed with the research team before all data were coded.
The codebook was adapted throughout the coding of inter-
view rounds 2 and 3 as needed. We assumed saturation within
this sample, when no new insights and no new codes appeared
and when the relationships between categories were well
established [31, 33]. Researchers (SQ with SB and SQ with
MdR) had several meetings to compare their findings of cod-
ing and themes, and differences were resolved through discus-
sion. The final codebook and themes were discussed with all
research members. All researchers met over several meetings
to discuss the coding and analysis. This allowed for alignment
of the researchers’ individual interpretations and enhanced
reflection, to increase credibility in the content and interpreta-
tions of the data [34].

Data analysis started after all the interview had taken
place and was further refined in an iterative process with con-
stant comparison and revision of earlier interpretations and
developing new themes if needed [31, 35]. Themes emerge
naturally from the data rather than being imposed.

Reflexivity

Reflexivity in qualitative research is a researcher’s ongoing
reflection on possible personal biases and being accountable
in reporting results [35]. SQ who had no medical background
but had knowledge about career options, curricula and the
theoretical framework was assigned the role of a researcher

with an outsider approach. SB acted as a researcher with an
insider approach based on her medical background, her
knowledge of the Utrecht medical education program and
her recent personal experience herself with medical career
choice. This insider/outsider status of the researchers allowed
us to understand and interpret the data and to independently
perform coding, discuss and resolve any discrepancies. MdR
played the role of an outsider based on her knowledge about
theoretical frameworks and conducting academic research in
general. LW, a family physician by training, fulfilled an insid-
er approach as well as OtC, being a professor of medical
education. To maintain reflexivity, the final phases of analyses
involved discussions with the larger study team consisting of a
mix of insider/outsider approaches and having theoretical
knowledge to provide additional perspectives for interpreta-
tion. Data analysis continued by importing all data by one
researcher (SQ) in a qualitative software application
Dedoose® [36].

The study was approved by the Netherlands Association
forMedical Education Ethical ReviewBoard. The participants
were informed that participation was voluntary, that confiden-
tiality was secured and that non-participation would not be
held against them. They could withdraw from the study at
any time without giving a reason. Written informed consent
was obtained from all the participants.

Results

The teaching sessions in the first weeks of study year 6 were
attended by a total of 67 medical students. A total of 26 stu-
dents signed up for participation, 24 of whom were able to
schedule a first interview and participated. The second inter-
view series involved 22 of these participants and the third
interview series 20. We did not know the reasons for with-
drawal by those students who failed to participate in the sec-
ond and third interview processes. One student was able to
attend the third interview but skipped the second interview
due tomedical school–related scheduling conflicts. All 24 first
and 22 second interviews were all performed at UMCUtrecht.
Of the 20 third interviews, 5 were performed at the partici-
pant’s home and 4 through Skype® or telephone, and 11 were
performed at UMC Utrecht. One of the first interview series
failed to be recorded due to technical problems, yielding 23
interview transcripts. One of the second interview series failed
to be recorded due to technical problems, yielding 21 inter-
view transcripts. Of both interviews, field notes and a member
check were available.

Member checking of written interview summaries [37] did
not lead to essential changes; five participants made minor
textual changes in the first round. For the second interview
round 2 participants made minor changes and, for the third
round, 3 participants did. Participants at the first interview

166 Med.Sci.Educ. (2020) 30:163–171



ranged in age from 23 to 26 and included 20 women and 4
men. The second and third interviews included 19 women and
3 men, and 16 women and 4 men, respectively. Some had
partners, but there were no married or divorced students; none
had children.

The first interview was conducted at the start of the final
study year, and all 24 participants were still attending medical
school. The second interview was in the weeks before gradu-
ation. There were 22 participants, and they were all still med-
ical students. Nine were looking for a job as a PNIT, and four
already had the prospect of starting as a PNIT, a total of 13.
Three could start residency, three with PhD training and, for
three, it was unknown. At the third interview, there were 20
participants and all of them had graduated. Fifteen had a PNIT
position, and two had the perspective of starting residency
training within 2 months. One had a residency position, three
had started a PhD trajectory and one was unemployed. See
Table 2. Participants with a PhD position do not work in a
clinical setting and could therefore not mention the impact of
responsibility for patient care or professional actions on their
career choice. We excluded these three from further analyses.

Nineteen participants completed all three interviews,
twenty-two participants participated in interviews 1 and 2 only
and one participant participated in interviews 1 and 3 only.

In Fig. 1, an overview of the different career paths of the
study population as also the interview moments are illustrated
by the spotted lines. This overview does not cover all possible
pathways, as graduates can choose different paths and even
can change. We indicated the most common paths, in a sche-
matic fashion

Career Preferences and Choice

During all three interview rounds, the participants were asked
for their career preferences or choice. All participants men-
tioned their top list of career preferences, ranging from two to
five. Two thirds of all participants (17) changed the rank order
of their preferences during the interview rounds. Six partici-
pants mentioned career preferences they did not had before in
interview 3, when they had some experiences as a PNIT.
Experiencing responsibilities in patient care was a dominant

factor that contributed to the sequence of the top list of career
preferences. In the examples below, we explain this further.

Responsibility as a Doctor

In the interviews, several participants mentioned the domi-
nance of (clinical) responsibility impacting career preference.
They explained needing this experience to feel more “certain
of their own actions”, to get “more knowledge and experience
as a real doctor” and “to experience working in the context of
their specialty of preference” to confirm their career prefer-
ence, as illustrated in three sequential interviews with a female
participant (no. 16).

Interview 1: “I did an extra clerkship gynaecology in
Africa. In this clerkship, I was allowed to see and participate
more, and maybe that is where my career preference was
initiated. I thought: this is something I like.

Why?Because you are allowed to see and perform a lot and
that is how you develop more knowledge. It makes you more
secure in a specific specialty. And when you know it better,
you start liking it more”.

Interview 2: “I got more responsibilities this final year
clerkship gynaecology and they took me more seriously. I
could perform so much, with the responsible doctor just next
to me. I learned so much in this final study year, I think I can
perform as a doctor”.

Interview 3: “The real work is really something different
from what you have seen during your clerkships. In a clerk-
ship, I already felt I had a lot of responsibility and I thought oh
yes, I am really in control. But at the end of the day, there is
always someone else who makes the decisions. And now, of
course, there is still the gynaecologist, and you always consult
him. But, I am the doctor now and I have to make acute
decisions myself. My career preference is still gynaecology.
This year [as a PNIT] I did so much, this confirmed my inter-
est again. In twomonths, I will start an ObGyn residency and I
am really happy about it”.

In the second interview series, participants explained that
their insecurity had decreased, due to their responsibility such
as performing the full tasks in patient consultations as a semi-
physician. These experiences as ‘almost a doctor’ supported

Table 2 Background and number
of participants at the time of the
interview

Interview moment Beginning of transitional
year (interview 1)

End of transitional
year (interview 2)

1 year after
graduation (interview 3)

In medical school 24 0 0

In a PNIT position* 0 13 15

In residency training 0 3 1

In PhD training 0 3 3

Unemployed/unknown 0 3 1

Total 24 22 20

*Physician-not-in-training position doing clinical work
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them in gaining insight into what it means to perform as a
doctor and what it means to be working as a doctor in specific
specialty. Several of the participants also mentioned that they
looked forward to working as a PNIT and to experience real
responsibility for patients and activities and to be more certain
of their career choice.

On the third interview, they reflected on being a PNIT and
how this resulted in having the full responsibilities of a doctor.
They had to make medical decisions, they had to collaborate
with and instruct other nursing professionals and they were in
charge of threating and caring for patients. The subsequent
interviews with a female participant (no. 8) illustrate this.

Interview 1: “If someone calls me a doctor, then I think no I
am not a doctor at all. I can’t imagine that I will be a doctor in
one year from now”.

Interview 2: “During my clerkship psychiatry, I just got so
enthusiastic about everything I did. I like it when patients
share their story and that I can help them. Later they came
back to say that my suggestions had helped. Maybe that is an
idealized view of psychiatry, and that is why I need to expe-
rience how psychiatry will be if I work there as a PNIT”.

Interview 3: “The difference between being a semi-
physician and PNIT is huge. I felt much more responsible.
The patients and colleagues expected so much more from
me. Also, the shifts were stressful, sleeping with the beeper
that can buzz any moment. I wanted to be a psychiatrist, but
after my PNIT period I experienced what this specialty really
is about and I miss the somatic part patient care. I returned to
my preference for general practice”.

We analysed to what extent additional pre-residency clini-
cal experience and increased responsibilities had affected ca-
reer choice. In the interviews, the participants explained how
responsibilities in patient care, such as autonomously
conducting patient consultations and assisting in medical

practice, prescribing medicine, collaborating with medical
staff and negotiating with families, provided a realistic view
of the specialty. For some participants, it was a confirmation
of their earlier career preference; for others, the PNIT experi-
ence turned out to be disappointing and led them to reconsider
their career preference. Of the 15 participants with a PNIT
experience, 7 changed their first preference after their experi-
ences as a PNIT. One reason to shift preferencewas that reality
did not match the expected image of the specialty. The oppo-
site also occurred; by gaining more experience within an
(unknown) specialty, it could turn out to be more interesting
than expected. Interviews with a female participant (no. 12)
illustrate this.

Interview 1: “I had a clerkship in family medicine in year 5
and this was a good experience, but I would like to have
confirmation that this is really my career choice. That is why
a want to go for a family medicine clerkship”.

Interview 2: “My family medicine clerkship was in a small
practice with just one general practitioner. I was allowed to
perform a lot by myself and it gave me a good insight into a
regular day in practice. It confirmed that I really like this
specialty”. During her clerkship internal medicine, she expe-
rienced more responsibility: “Before I started I was excited
and anxious, because I felt I needed to know a lot, you have
to bring a lot of knowledge. And, for me that was exciting…
but it went really well. That was really positive and maybe it is
a cliché, but I thought: I noticed during my clerkship that I am
ready for the next step as a PNIT. I hope to become more of a
real physician. It is like getting your driving license. You are
allowed to drive, but you still have to learn to drive”.

Interview 3: “When I graduated I thought of specializing in
family medicine, but I wanted to gain more experience. I
started working as a PNIT in geriatrics. I got caught by this
specialty. I cannot pinpoint any single moment or occasion

Fig. 1 Flowchart of common career paths and times of the interviews (dotted lines)
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how this happened, but the whole experience of working and
having the responsibility [in geriatrics] turned out very suc-
cessful and enjoyable”.

Discussion

We conducted a longitudinal, interview-based study to ex-
plore how students from a vertically integrated curriculum
make career choices and whether the phenomenon of pre-
residency clinical experiences and increased responsibilities
influence this choice.

Our data reveal the importance of responsibility, both when
being a medical student and as a PNIT. This responsibility is
not confined to any particular specialty and encompasses a
realistic experience of becoming and being a physician. This
experience encourages the medical student and graduate to
reflect on their actions and to translate these reflections into
their preferences. With the presence of this phenomenon of
‘responsibility’, a medical student’s or a PNIT’s perception of
a specialty is confirmed or changes. The student or PNIT is
forced to reflect, (re)consider and possibly adjust their person-
al career preference. The underlying process of career choice
is stimulated by these iterative reflections. This supports the
validity of Bland’s model of career choice [29]. This model
postulates that the process of choice is essentially a balance
between expected future career needs and the perception of
the characteristics of a specialty. The stronger the perceived
similarity, the stronger the desire for this specialty as a career
choice [29]. To achieve a balance between the needs and per-
ceived specialty characteristics, students must actively reflect
to establish a career preference(s). We argue that students, and
particularly recent graduates, use experience of responsibility
to calibrate their perceptions of different specialties’ charac-
teristics with current and future personal needs.

The extent to which responsibility is present in the several
phases, in which we interviewed the participants, differs.
During medical school, students, even with quite some re-
sponsibility, are still limited in their performance as a doctor.
Early clerkships enable medical students to experience their
chosen profession, helping them to reflect on whether they
have chosen the right study [38]. The Dutch medical curricula
have evolved, roughly since the turn of the millennium, in a
vertically integrated direction [2], not only by planning early
clinical experiences [38] but also by creating affordances in
the clinical workplace that stress increased responsibility in
the higher years [16, 18, 20], such as semi-physician rotations
and, recently, the introduction, in some programs, of
entrustable professional activities [39]. Our results also show
that a clerkship that enables the medical student to work with
more responsibility under supervision stimulates him or her to
find a balance between the future career needs and the best
match with a career preference. We found that pre-residency

responsibilities enable medical students to reflect on their ca-
reer preference in a timely manner. The effect of carrying
responsibility is that the graduates can make a well-
considered career choice. Not only pre-residency responsibil-
ity but also continuing and increased responsibility add to a
thoughtful career consideration process. We found that partic-
ularly working as a PNIT had a strong effect on career pref-
erence considerations. Seven of the 15 graduates who had
work experience as a PNIT changed their career choice be-
cause of these experiences. Therefore, we should stimulate
that final-year students and graduates experience more into
the field of the unpopular specialties and get more excited
about these specialties. This could lead to a more balanced
allocating of the available residency positions. This indicates
the relevance of the PNIT period and the effect it can have on
the final career choice, supporting the similar findings of
Woolf and colleagues [6]. These were limited to the UK, but
with our results, we support these statements and think they
can be used for countries with different educational systems.

The final career choice is partly based on the experience of
independently working as a doctor with responsibility for self-
determined actions and patient care. This implies that a medical
educational system starting with pre-residency clinical experi-
ence and subsequent increase of responsibility during under-
graduate training enhances a thoughtful career preference de-
velopment. Next, graduates significantly benefit from the ad-
vantages of working as a PNIT.With this experience as a PNIT,
career preference becomes clearer. The difference between the
medical student and the PNIT is the license to practice and
therefore the level of responsibility for patient care.

Conclusion

In our study, the responsibility to work as a physician, i.e.
being more self-directed than as a medical student, before
postgraduate training, appears to significantly affect career
choice. Practicing with responsibility as a PNIT provides
one’s realistic view on work impact and one’s reflection of
their future self-image and therefore enables to match with
their career preference and to make their career choice.

Strengths and Limitations of This Study

This study was performed in the context of one Dutch medical
school. Other schools and particularly other countries may show
different results. The proportion of female students in Dutch
medical schools (65%) [10, 40] is lower than that in our study
population (83%) which could have caused a bias in the data.
Previous research shows that men and women differ in the mo-
tivational factors that are associated with specialty preference,
regarding part-time work, status and salary [41, 42].
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Nevertheless, the stories of themale students in our study showed
similar experience with clinical responsibility and the importance
for their career choice. Future research, particularly quantitative
with a large sample, is needed to substantiate our results to coun-
teract to the physician workforce of today.
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