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ABSTRACT
Objectives Workforce retention among UK- based 
Obstetrics and Gynaecology (O&G) trainees has been 
a particular concern for a number of years, with 30% 
trainees reportedly leaving specialty training. With 
specialty focused research being limited and tending to 
analyse the training programme as a whole. The aim of 
this study was to explain why senior O&G trainees within 
reach of completing training were leaving the specialty.
Design Qualitative study based on Constructivist 
Grounded Theory methodology using semi- structured 
interviews. Data collection and analysis continued until 
theoretical saturation was achieved. The key themes 
were used to build an explanatory model, in the form of a 
concept map for attrition.
Setting London.
Participants Nine senior O&G trainees (ST5- 7) of which 
six were committed to the specialty, two were not going to 
pursue a consultancy post once training was complete and 
one ex- trainee.
Results Five major themes emerged from the study, of 
which four; ‘Just get on with it’, ‘Just a number’, ‘Tick- box 
exercise’ and ‘It has not happened to me but…’ were 
described by all participants. However, the final theme, 
relating to the lack of professional identity, ‘I did not see 
myself as an Obstetrician and Gynaecologist’ was only 
demonstrated among those who had left or were not going 
to pursue a consultancy post once training was complete. 
Potential strategies for facilitating professional identity 
development were focused into three areas; establishing 
meaningful connections, adequate support mechanisms 
and regional initiatives.
Conclusion Previous research on attrition in the medical 
profession have suggested burnout and the lack of 
resilience as being the key factors for leaving training. 
However, based on this study’s findings, an alternative 
pathway related to the lack of professional identity has 
been proposed for senior O&G trainees.
Ethics This study was registered at King’s College 
London, Kings Reference: LRU- 18/19- 10632 and was 
awarded ethical approval through the Research Ethics 
Committee (REMAs).

INTRODUCTION
Attrition is neither new, nor unique, to the 
medical profession and constitutes the 

decrease in workforce numbers. Its effects, 
however, are problematic on a number of 
levels. While short term, increasing work-
load is a key concern,1 long term, it can act 
as a catalyst for others wanting to leave the 
profession.2 With the average cost of training 
a specialty doctor in the UK estimated at £435 
000,3 from a financial perspective, it consti-
tutes a major loss of investment. Despite being 
recognised as a global issue affecting the 
medical profession,4 it appears to be partic-
ularly acute in Obstetrics and Gynaecology 
(O&G), with one in three trainees reportedly 
leaving specialty training.5 In comparison, 
vascular surgery reported an attrition rate of 
15% between 2013 and 2019.6 Several studies 
have pointed to the higher prevalence of 
burnout,7–9 and the lack of resilience as being 
the key factors for driving attrition in O&G.10

Burnout and resilience
Burnout is used to describe the specific 
response pattern, as a result of being physically 
and cognitively overloaded, and is defined by 

Strengths and limitations of this study

 ► A Constructivist Grounded Theory research study to 
explain attrition, through the development of a con-
cept map, among senior Obstetrics and Gynaecology 
trainees.

 ► A total of 188 senior trainees (ST5- 7) in an active 
training post in London were approached for their 
participation, with snowball sampling used to recruit 
trainees who had already left the programme.

 ► Semi- structured interviews were conducted, from 
August to December 2019, until theoretical satura-
tion was reached, with nine participants recruited.

 ► The strengths of the study include the collection of 
in- depth data, further enriched through the tech-
niques of memo- writing and peer- debriefing.

 ► The limitations include the lack of triangulation, as 
neither observational data nor document analysis 
were appropriate for the study.
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the triad of depersonalisation, a lack of personal accom-
plishment and emotional exhaustion.11

This response in relation to work activities typically 
involves disengagement prior to the desire to leave 
work.12 13 The physical impact of burnout can also be 
significant, with higher rates of musculoskeletal and 
cardiovascular disease reported among those affected.14 
Depression, anxiety, substance use and breakdown of 
personal relationships are also not uncommon.14

Several different models have attempted to describe 
why burnout occurs, with the Job Demands- Resources 
(JD- R) model,15 being the most commonly used in 
healthcare. Here factors are grouped together based 
on whether they cause stress against the resources avail-
able to support well- being, with burnout occurring when 
the resources available to an individual are outweighed 
by stress inducing factors. Based on a critical literature 
review, several stress- inducing factors have been iden-
tified in the medical profession. These include poor 
working conditions relating to staff shortages, increasing 
workloads and National Health Service (NHS) rules and 
regulations, along with a lack of work–life balance.16 17 
Specifically, within O&G, doctors becoming the so- called 
‘second victims’ following an adverse incident has been 
identified as a stress- inducing factor.18

Within the literature, resilience10 and job satisfaction2 
have been highlighted as potential resources available to 
individuals for ameliorating the effects of stress. Indeed, 
over the last few years, one of the main strategies for tack-
ling burnout and attrition in O&G has centred on the 
notion of building resilience.19 However, when analysing 
the widespread incorporation of resilience training into 
the training curriculum, a recent systematic review was 
unable to draw conclusions on its efficacy due to signif-
icant variations in study designs and the outcomes 
measured.20 It has also been suggested that such inter-
ventions are only effective at a prevention level and are of 
limited value once doctors become burnt out.13

However, it is important to recognise that the JD- R 
model merely provides a descriptive, not an explanatory 
framework, of potential factors.21 For example, it is unclear 
how potential stress inducing factors, such as being the 
‘second victim’, leads to burnout and whether the impact 
is the same for trainees newly embarking on their career, 
compared with those at the end of their training. Simi-
larly, the JD- R model does not account for personal char-
acteristics and how these may influence an individual’s 
response to burnout.21 22 It also has to be noted that while 
burnout and resilience have featured prominently in the 
discussion around attrition, it did not feature in the two 
recent studies focusing on attrition among O&G doctors 
in the UK.2 23 This challenges an inherent assumption; 
that the intention to leave is only actioned once an indi-
vidual becomes burnt out.24

Is an alternative strategy required?
One of the difficulties when looking at the strategy of 
resilience training, is how it appears to depict the ‘fault’ 

as lying with the worker, thereby absolving the organisa-
tion of its responsibilities in tackling attrition.25 In turn, 
this has led to calls for an alternative, globally orientated 
approach, targeting change at a higher level.26 27 The 
aim being to develop a ‘system led approach for a system 
led problem’, protecting doctors from the psychological 
distress and burden of their environment.28 29

With 30% of trainees nationally leaving O&G training 
in the UK,5 while such an approach would undoubtedly 
be of value, it requires an in- depth understanding of the 
factors influencing the decision to stay, or leave, specialty 
training. Although several factors, including being 
supported and valued as an individual, were identified 
by two UK based studies in 2017 and 2018,2 23 the diffi-
culty is that both studies were based on trainees across 
the 7- year training programme. Therefore, they have 
assumed that the factors governing this decision are the 
same for trainees in their first couple of years of training, 
compared with senior trainees, who are nearing consul-
tancy level.

With a lack of in- depth and specialty focused under-
standing on attrition, this paper details the research 
undertaken as part of a Masters’ project at King’s College 
London. The aim of this study was to understand attri-
tion, through the development of a concept map, and 
propose targeted interventions among senior O&G 
trainees (ST5- 7).

METHODS
There was no affiliation in this study with either the Royal 
College of Obstetricians and Gynaecology (RCOG) or 
the London Deanery and participants were assured that 
all data would remain anonymised and confidential. 
Consent was gained in writing from all participants.

Patient and public involvement
No patient involvement

Design
It was clear from the literature review that the factors 
driving attrition were complex and interdependent. 
However, as one of the key aims of this study was to build 
theory into what was keeping, or driving trainees from the 
specialty, including the social context in which their deci-
sions were made, it had to recognise that each trainee’s 
experience was different. Therefore, the methodology 
used in this study was Constructivist Grounded Theory.

Originally described by Glaser and Strauss,30 Grounded 
Theory pioneered the movement of qualitative research 
towards theory development through a set of inductive 
guidelines. By detailing the analytic process from which 
relationships could be illustrated and explained,31 one of 
its key characteristics is in its iterative process, with data 
collection and analysis occurring simultaneously,32 until 
no new concepts emerge and saturation is achieved.32 
However, one of the main criticisms of Grounded Theory 
was in its conceptualisation of the researcher as a ‘blank 
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tableau’.33 In contrast, Constructivist Grounded Theory,31 
recognises that how data is created and analysed depends 
on the researcher’s interactions with the participant.30 
This was important, as aspects of the literature review 
had informed the researcher on the theory behind attri-
tion prior to undertaking the data collection. Therefore, 
by recognising the role of the researcher, Constructivist 
Grounded Theory still enables the incorporation of the 
rigourous frameworks towards theory development.

Research participants and sample size
Senior trainees (ST5- 7) in London (n=188) were 
approached for recruitment in July 2019. This was done 
by the London Deanery, the regional organisation respon-
sible for O&G training in the NHS. All trainees were sent 
an initial email with an information sheet (online supple-
mental appendix A- Participant Information Sheet) and 
once they expressed interest (n=11), they were followed 
up by email and sent a consent form (online supple-
mental appendix B- Consent form), which was completed 
prior to organising data collection. All participants were 
aware that any information shared would be anonymised 
and confidential. They were also aware that they had the 
right to withdraw for up to 6 months after their interview. 
Data was collected over a 5- month period, from August to 
December 2019 until theoretical saturation was reached.

Altogether nine participants were recruited for this 
study, with figure 1 providing an overview of the recruit-
ment process (figure 1- Overview of recruitment process). 
Eight participants were recruited through the London 
Deanery, of which six, four females and two males, were 
strongly committed to the specialty (Participant ID. 
1,2,3,4,6 & 7). However, one of these participants (Partic-
ipant ID.4) was keen on pursuing their academic inter-
ests over clinical practice and be based at a university on 
completing training. The remaining two participants, 
one male and one female, had decided to complete 
training but were not going to pursue a consultancy 
post (Participant ID.5 & 9). Due to confidentiality, the 

strategy of snowball sampling, where current participants 
assist researchers in identifying potential subjects,34 was 
employed for contacting trainees who had already left the 
training programme prior to its completion. Using this 
strategy, one participant (Participant ID. 8) was recruited. 
All participants had completed their membership exams. 
Demographic details were not explicitly gathered in this 
study.

Data collection methods
Individual semi- structured interviews were the sole 
method of data collection in this study. This was favoured 
over focus groups, to enable more detailed data to be 
collected and avoid any issues relating to confidentiality 
or anonymity being compromised.

A pilot interview with a former colleague was initially 
conducted to test the interview schedule (online supple-
mental appendix C- Interview Schedule) prior to the 
formal interviews being held. All participants were given 
a choice on where they wanted their interview conducted, 
with four held face to face, two by audio call and three by 
video call. All interviews were audio recorded, from which 
a written transcript was created. The transcription process 
was taken over by a third party, after the fifth interview, to 
reduce any emotional imprinting onto the data. A non- 
disclosure form was signed, with all recordings sent in an 
encrypted file.

Data analysis
All data collected was coded and analysed iteratively to 
enable progressive focusing. This involved each transcript, 
along with the researcher’s own notes being coded, line 
by line, before being grouped together to form broader 
concepts. This process was repeated in subsequent inter-
views, with the data collected subsequently categorised 
into new and previously mentioned concepts. As the 
data were categorised from broad concepts into themes 
(online supplemental appendix D- Coding Framework), 
the concept map (figure 2) outlining the process of attri-
tion among senior O&G trainees was developed. During 
this process, both the original transcripts and research-
er’s notes were revisited. Known as constant comparison, 
this technique is widely recognised for enriching the data 
collected, as it adds an extra dimension to how the data is 
categorised, linked and illustrated.35 Peer- debriefing was 
also undertaken between the Principal Researcher and 
a colleague, who was similarly doing Grounded Theory 
research and in the medical profession. This technique is 
often cited in the literature as a key strategy for improving 
the trustworthiness of the results.36 However, the tech-
nique of triangulation, where multiple methods are used 
to enhance understanding was not adopted in this study, 
with the semi- structured interview being the only method 
of data collection. This will be explored in further detail 
under the Discussions for the paper.

Ethical considerations
The process of data collection and analysis was under-
taken by the Principal Researcher in the final year of 

Figure 1 Overview of recruitment process.
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their O&G training (ST7). At the time of data collec-
tion, none of the nine participants had previously, or 
were currently working with the Principal Researcher as 
their junior. Four of the participants had previously been 
colleagues of the Principal Researcher. Therefore, prior 
to commencing the interviews, the role of the interviewer 
as the Principal Researcher was made clear and all partic-
ipants were reminded again that their anonymity would 
be maintained.

While being an ‘inside researcher’,37 can ease interac-
tions, there is a risk of researchers becoming enmeshed 
in their participant’s experiences.38 39 Therefore, within 
the literature, several procedures and processes have 
been outlined for ensuring credibility. In this study, this 
included the use of peer- debriefing and ‘memo- writing’.31 
Charmaz31 describes memo- writing as an intermediate 
step, where researchers set an analytic course refining 
their categories and identifying relationships between 
their data. It also has the advantage of providing an audit 
trail of how emerging concepts were categorised.

The British Educational Research Association (BERA) 
describes how ‘all social science should aim to maximise 
benefit and minimise harm’,40 and during the course of 
the interviews, emotional and distressing content was 
often shared. During these times, ensuring that the partic-
ipants felt safe and were aware that they could pause or 
even terminate the interview was vital. Participants were 
also signposted to support services. During the interview, 
the data collected was summarised and ‘checked’ with 
the participant in real time. However, due to the sensitive 
nature of the material, there were concerns that asking 
participants to review their interview transcript could 
lead to adverse outcomes. This can include participants 
‘reliving’ their experiences, as well as requesting extensive 
amendments to the original transcript, undermining the 
credibility of the data collected.41 Therefore, participants 
were not asked to check their transcript post interview. 

Member checks by focus groups was also not possible in 
this study, as this would have compromised participant’s 
anonymity.

RESULTS
Five key themes emerged from the data. These themes 
have been accompanied with direct quotes, as they were 
commonly recounted by participants over the course of 
the interviews and were felt to capture the essence of the 
key themes. Based on these, an explanatory model, in the 
form of a concept map was developed. This illustrates the 
link between these five themes, attrition and the strate-
gies for tackling attrition (figure 2- Concept map for attri-
tion in senior O&G trainees).

While the first four themes capture the experience of 
training and were universally described by all participants.

 ► Normalisation of burnout—‘Just get on with it’.
 ► Feeling undervalued within the training system—‘Just 

a number’.
 ► Cynicism of training process—‘Tick box exercise’.
 ► Tolerance of toxic cultures—‘It has not happened to 

me but…’.
The final theme relating to the lack of professional 

identity, ‘I just did not see myself as an Obstetrician 
and Gynaecologist’ was primarily echoed by only three 
participants; of which one had already left the training 
programme at a senior level and the remaining two had 
decided not to pursue a consultancy post once their 
training was complete. Three key areas for facilitating 
the development of professional identity were identified, 
including

 ► Establishing meaningful connections.
 ► Adequate support mechanisms.
 ► Regional initiatives.
Potential strategies focusing on these areas and the five 

key themes will be explored, in more detail.

Figure 2 Concept map for attrition in senior O&G trainees. O&G, obstetrics and gynaecology.
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Normalisation of burnout: ‘Just get on with it’
With all participants admitting to experiencing burnout, 
including those committed to the specialty, bound within 
this theme was the subsequent normalisation of burnout.

You don’t go into Obstetrics and Gynaecology at all 
if you expect to not be upset…or for it to be hard. 
(Participant ID. 4)

However, this notion of ‘getting on with it’ also extended 
to the ethos of training, including the relationship 
trainees shared with their supervisors and in particular, 
how they coped with adverse incidents. Crucially, this 
concept was described by all participants and appeared to 
be underpinned by a ‘this is how I trained and so will you’ 
attitude in the specialty, where asking for help was gener-
ally perceived to be a sign of weakness. This was typically 
described in relation to on- call shifts, with participants 
detailing they would be ‘running around’, with ‘no time 
to catch a breath’. One participant even described how 
‘miserable’ these days were because ‘you were expected 
to do it all’ (Participant ID. 5).

Bound within this concept was the subsequent normal-
isation of adverse incidents and of trainee’s being able to 
cope with their involvement. While this was a key factor in 
Participant 8’s decision to leave specialty training,

Somebody said to me ‘Oh I’m afraid you’re going to 
have to get used to that. That’s what the profession is 
all about. You’re going to have to get used to babies 
dying.’ (Participant ID. 8)

The lack of support was echoed by two other partici-
pants who continued in training,

I felt kind of chewed up, turfed out and not kept up 
to date with what’s going on and not really offered a 
personal ‘are you ok?’ Between leaving the unit and 
having had a an ok- ish debrief with the risk manag-
er…the only person that got in touch with me was the 
legal part of the department (Participant ID. 7)

It is important to note that all participants were involved 
in some sort of adverse incident and among the nine 
participants, only one received psychological support 
from the Trust’s psychologist (Participant 1- remained 
committed to the specialty). None of the participants also 
felt that they worked in a truly no- blame culture.

While all participants universally described how 
they were expected to ‘get through’ training, it was 
also acknowledged how easily they were able to do so 
depended on ‘the good will’ of who they worked with, 
with a general acceptance that ‘some colleagues had 
your back while others did not’ (Participant 2). Interest-
ingly, when discussing the role of resilience training and 
burnout, none of the participants viewed this favourably. 
Overall, participants felt that it inappropriately placed 
the responsibility on the individual to be stronger.

It was almost like ‘I’m afraid this is the job, you will 
just have to deal with it’, it was like ‘get some sleep, 

go for a walk, there- there, you will be fine’. The word 
resilience on its own suggests that is a fault with the 
person, there is not a fault with the system, whereas 
it’s the system, it is not the person (Participant ID. 8)

In contrast, the ability to connect and share experi-
ences with senior colleagues appeared key in protecting 
participants from the physical and psychological burdens 
of ‘getting on with it’ and was more commonly described 
in those committed to the specialty.

Feeling undervalued within the training system: ‘Just a 
number’
Bound within this concept were the systemic shortcomings 
and the inability to develop or excel within the training 
programme due to the prioritisation of service provision. 
The result being that trainees felt undervalued and even 
neglected in the workplace, with neither their physical 
nor psychological well- being considered a priority.

The system is set up in such a way that they receive 
you and all they want to do is utilise you to continue 
running the system…I’ve been sent all over the place 
and not been respected as an individual (Participant 
ID. 4)

There was also a clear frustration with how training was 
organised, especially in the allocation of rotations when it 
came to special interest sessions. Several participants felt 
there was a lack of transparency on how decisions were 
made and being unsupported in pursuing their choices. 
This also extended to the daily running of the training 
programme. With alterations in special interest sessions 
not uncommon, several participants detailed how they 
were left fighting for opportunities, especially when it 
came to gynaecology operating. As a result, many partici-
pants felt unskilled for their stage of training,

embarrassed that (I am) nearly at the end of sev-
en years of training and (I) cannot operate or scan 
well. (Participant ID. 5)

The gradual loss of the team structure and continuity in 
senior supervision had also affected trainee’s psycholog-
ical development,

Last year I had a proper team structure for 
nine months….and it was fantastic. The karmic boo-
merang from (working in a team) is that you gain so 
much value… You get cared for and you care for your 
boss (Participant ID. 9)

Interestingly, with seven out of the eight participants 
in active training having considered leaving specialty 
training at one point, it was clear that the current frame-
work for training was not adequately meeting trainee’s 
needs. With one participant describing it as a ‘treadmill’,

I soon realised that I wanted to excel at something 
and that the training program did not allow me to do 
that and I did not want to become a cookie cutter of 
a trainee (Participant ID. 2)
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Interestingly, Participant 2 went on to take time out 
of training to pursue their special interests and this 
was observed for all those committed to the specialty. 
Among these participants there was a clear sense that by 
finding their niche they were unique, in comparison to 
the ‘generic’ trainee, and this appeared to have a protec-
tive effect on how they perceived their role and value in 
the specialty. Key to this, was having senior support and 
certainly among this group, they were more likely to 
describe having someone in the specialty that they trusted 
or aspired to,

Some of it is about being inspiring but also that it’s ok 
to sometimes not feel like you’ve got it all together or 
be worried (Participant ID.6)

In contrast, among the three participants who took 
time out for ‘burnout’ alone, they were more likely to 
describe themselves as ‘mediocre’ and subsequently, 
one went onto to leave the training programme and the 
remaining two were not going to pursue a consultancy 
post after completing training.

Cynicism of training process: ‘Tick box exercise’
Bound within this concept was the inherent distrust and 
the cynicism over the systematic safeguards in place for 
trainees. This included the e- portfolio (where trainees 
document their progress), the feedback surveys they are 
required to complete as part of their annual review and 
the measures implemented for curbing attrition.

With the e- portfolio being described by one participant 
as a ‘headache’ and a

tick box exercise rather than reflecting the reality of 
being able to complete a procedure (Participant ID. 
5)

This sense of apathy also extended to the two surveys 
they were required to complete by the General Medical 
Council and the Training Evaluation Form (TEF) by the 
RCOG. There was an overall reluctance to engage seri-
ously with both surveys and all participants highlighted 
their reservations for raising ‘unsafe practices’ through 
these platforms. This position had been heightened by 
recent events where the results of the TEF had been 
revealed to individual units,

when they ask for personal data, you know they can 
trace it back and identify you and that it may compro-
mise your progress (Participant ID. 3)

Only three out of the nine participants had used the 
forms to raise concerns, with one participant receiving 
no feedback, while the remaining two were told not to 
pursue their case due to potential repercussions on their 
future career.

I put the feedback in my survey… and I was discour-
aged from saying more about it in case it affected my 
career (Participant ID. 4)

There was similar scepticism towards the measures 
implemented, including resilience training, for curbing 
attrition. Described by one participant- committed to the 
specialty- as ‘lip service’ (Participant ID. 4), the impact of 
such measures was considered limited,

it (the RCOG) cannot talk down to units and change 
them and the atmosphere it cultures. You cannot 
change that you will have a miserable year if you are 
within a malignant unit (Participant ID. 2)

While most participants recognised the good inten-
tions, most felt that they were borne out of a need to 
demonstrate, rather than out of genuine compassion to 
improve practices.

This idea of training and the measures used to safe-
guard trainees being a ‘tick box exercise’ was universally 
echoed by all participants, suggesting that there was an 
overall distrust on how these measures collected and used 
data. It was also evident that challenging how the system 
operated was difficult, with many choosing either not to 
raise concerns, out of fear of reprisals, or because they 
did not feel it would lead to change.

Tolerance of toxic cultures: ‘It has not happened to me but…’
With all participants acknowledging that they had worked 
in highly dysfunctional units, the tolerance of intimi-
dating behaviours, ‘bickering’ and ‘backstabbing’ among 
the consulting body and bullying appeared widespread 
within the specialty. However, bound within this concept 
was how bullying was perceived, especially for those unaf-
fected. These participants were not only more cautious in 
how they described such behaviours, ‘it has not happened 
to me but’, they were also more likely to mitigate this as 
‘misconstrued feedback’ or ‘workplace politics’ (Partici-
pant ID. 1, 2, 7 & 9).

However, among all the participants there was a general 
consensus that not only were

certain personality traits (being) attracted to the spe-
cialty (Participant ID. 1)

But that these ‘characters’ were tolerated due to the 
eminent status they occupied. The relative untouchability 
of these senior figures meant that none of the partici-
pants raised their concerns.

these consultants will be in the unit for years and they 
cannot be sacked and so they behave in a wide variety 
of ways with their juniors (Participant ID. 6)

A wide range of behaviours were described by the 
five participants who had directly experienced bullying 
(Participant ID 3, 4, 5,6 & 8). These included open criti-
cisms of management plans to,

grabbing instruments from me and shouting at me…. 
shutting you down in situations. (Participant ID. 4)

While neither gender nor race featured in this discus-
sion, bullying was only reported by female participants, 
with one male participant acknowledging that by being 
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‘male and white’ they were in a more privileged posi-
tion. It is also important to note that exposure to direct 
bullying was not limited to those who had left training or 
were not going to pursue a consultancy post, with three 
out of the five participants remaining committed to the 
specialty.

Lack of professional identity: ‘I just did not see myself as an 
Obstetrician and Gynaecologist’
While the first four themes were described by all partic-
ipants in relation to training, there was a clear distinc-
tion among those committed to the specialty in how they 
viewed their position and status. Their sense of profes-
sional identity was more assured, ‘I knew what I wanted 
to do or be’ (Participant ID. 7) compared with those who 
had left the training programme or were not going to 
pursue a consultancy post,

I just did not see myself as an Obstetrician and 
Gynaecologist. (Participant ID. 5)

Interestingly, for the two participants who had decided not 
to pursue a consultancy post, the completion of training was 
considered an important validation, ‘after putting in so many 
years and the hours’. However, their uncertainty of contin-
uing life as a consultant appeared to lie in the perceived 
continuation of a poor work- life balance,

With the promise of resident on call nights being in-
troduced, the insignificant increase in pay at consul-
tant level…It really doesn’t seem to be the light at the 
end of the tunnel it once did (Participant ID. 5)

Working alongside, or under the supervision of, like- 
minded senior or established figures appeared key to 
facilitating participant’s professional identity. Distinct 
differences were also observed among those committed 
to the specialty in their attitudes to work and in particular, 
how they were more accepting of using their personal 
time to facilitate professional development. In addition, 
their drive and perception of reward was much greater.

At the end of ST1 If I hadn’t turned up for work and 
had been sick, nobody would have noticed…and I 
was like ‘I’m not sure if I made the right decision’ 
but then my ST2 was a totally different experience…. 
I had a great mentor, who took time out and helped 
to foster my career goals. When you work in a team, 
there’s an expectation of you but in return you get 
mentorship and experience (Participant ID. 7)

In comparison, there appeared to be a distinct lack of 
adequate mentorship or role modelling among those who 
had left training or were not going to pursue a consul-
tancy post.

Concept map and potential strategies for tackling attrition
An alternative pathway that moves away from viewing 
attrition as a result of individual failure and lack of resil-
ience has been proposed in the concept map (figure 2). 
Instead, this recognises that how trainees respond to the 

experience of training as discussed in; ‘Just get on with 
it’, ‘Just a number’, ‘Tick box exercise’ and ‘It has not 
happened to me but…’ is rooted in how they see them-
selves in the specialty. Three key areas for facilitating the 
development of professional identity emerged in this 
study: establishing meaningful connections, adequate 
support mechanisms and regional initiatives. Poten-
tial strategies for their incorporation in the training 
programme will be explored below.

Establishing meaningful connections
The ability to form meaningful connections, either 
through a mentor or educational supervisor, was crucial 
in aligning participant’s identity and behaviours with that 
of the specialty. However, with shared understanding 
being critical to this relationship, most participants were 
not in favour of formal mentoring programmes. Instead, 
with the gradual erosion of the team structure appearing 
to have significantly affected participant’s ability to build 
relations within the profession, all participants high-
lighted the urgent need for the reinstatement of the team 
structure and having continuity in who you worked for in 
the programme. As part of this, most participants also felt 
that the time spent per rotation should be increased from 
twelve to eighteen months.

Adequate support mechanisms
During the course of the interviews, a number of partici-
pants described the need for formal, established support 
mechanisms within training. This included coaching, 
which was highly advocated by the two participants who 
did seek this resource. Similarly, several participants 
also acknowledged the need for formal support during 
adverse incidents, including mandatory access to coun-
sellors and psychologists. As mentioned earlier in ‘Just 
get on with it’, only one participant received this through 
their Trust, with another participant going onto to seek 
therapy privately after an adverse incident.

Regional initiatives
It could be argued that the support to take time out 
for special interests for participants committed to the 
specialty, was rooted in their enthusiasm and dedication, 
compared to the relative indifference shown towards 
those experiencing ‘burnout’. However, accessing such 
opportunities appeared to predominantly depend on 
where and who you worked for. As a result, several partic-
ipants suggested having this time out integrated into the 
training programme, with additional options for teaching 
and research. This time out period would also apply to 
trainees seeking career breaks for ‘burnout’, with access 
to additional support and resources.

On a regional level, potential options suggested for 
ensuring transparency in the Advanced Training Skills 
Modules (ATSM) process included, having an online plat-
form for viewing ATSM availability, with allocations being 
assigned on a competitive basis.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-055280 on 11 F

ebruary 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


8 Chakrabarti R, Markless S. BMJ Open 2022;12:e055280. doi:10.1136/bmjopen-2021-055280

Open access 

DISCUSSION
In this study, an alternative pathway for attrition has been 
proposed for senior O&G trainees. This recognises that 
how trainees respond to training, captured through the 
themes of ‘Just get on with it’, ‘Just a number’, ‘Tick box 
exercise’ and ‘It has not happened to me but…’ is based 
on the positive formation of their professional iden-
tity. Defined as the ‘attitudes, values, knowledge, beliefs 
and skills that are shared with others within a profes-
sional group in the workplace’,42 working alongside 
like- minded, aspiring senior figures appeared key in facil-
itating the development of trainee’s professional identity 
and protecting them from the difficulties of training. 
While previous studies have suggested various strate-
gies for tackling attrition including, career counselling, 
providing individual guidance during specialty training 
and promoting trainee well- being.43 44 In this study, these 
strategies were reframed to focus on the development of 
professional identity.

Three key areas were identified: the first focusing on 
establishing meaningful connections through role model-
ling and mentorship. The second, on having adequate 
support mechanisms with access to coaching and psychol-
ogists, especially during adverse incidents. Finally, each 
trainee’s needs would be facilitated though regional initia-
tives, including ATSMs being allocated on a competi-
tive basis and having dedicated time out of training for 
research and education purposes. However, it has to be 
acknowledged that all of the strategies that emerged 
in this study would require major reconfigurations at a 
higher level. While increasing the time spent per rotation 
from twelve to eighteen months and building time out 
into the training programme were suggested by Attrition 
Solutions report,23 these are significant undertakings. 
Furthermore, allocating specialist sessions on a competi-
tive basis would require regional panels to be established 
and standardised criteria to account for trainee’s past 
achievements and previous annual appraisal outcomes. 
Finally, providing real- time information on the availability 
of ATSMs would require a robust digital platform. Such 
measures would not only be expensive but also would 
require adequate infrastructure for their continuation.

As a qualitative study based on Constructivist Grounded 
Theory, the limitations of this piece of research have to be 
acknowledged. While many may question the applicability 
of the findings given the sample size, this is not unusual 
in Grounded Theory research, where data is simultane-
ously collected and analysed until saturation is reached. 
In this case, this was achieved with nine participants who 
were recruited using a combination of convenience and 
snowball sampling. While this did include trainees with 
differing levels of commitment to the specialty, the data 
remains vulnerable to selection bias and as such may not 
be fully representative of the entire senior trainee popu-
lation.45 This may explain why issues relating to race did 
not clearly emerge, as only two participants were from a 
Black, Asian and Minority Ethnic (BAME) background. 
While demographic data relating to age, ethnicity, marital 

status and dependents were not explicitly gathered in this 
study to avoid participants being identified and to protect 
the confidentiality of their responses in this study. Further 
research is required to specifically analyse how these may 
impact the development of professional identity.

Finally, as noted in the data analysis section, the strategy 
of triangulation was not implemented in this study. While it 
has been argued that triangulation may not be suited for all 
research questions,46 we were limited in this study, as neither 
observational data nor document analysis were considered 
appropriate. Moreover, using focus groups would have 
compromised participant anonymity. While the interview 
was the sole method of data collection, it also has to be noted 
that member checking was not undertaken. By asking partic-
ipants to ‘verify’ their transcripts, member checking provides 
participants the opportunity to ‘check’ the researcher’s 
interpretation of the data collected. However, as mentioned 
previously,41 this can cause participants to relive their expe-
riences and potentially make extensive changes to their 
transcripts, which in itself can affect the credibility of the 
study. While the interview did produce detailed data and 
this element of ‘thick description’ has been recognised as 
an important aspect for strengthening the rigour of quali-
tative research.36 47 The lack of triangulation and member 
checking have to be noted as the main limitations of this 
study.

While the association between professional identity and 
attrition has been documented among newly qualified 
doctors in the UK,48 insight into the efficacy of attrition 
reducing strategies remains limited. However, by focusing 
on senior specialty trainees in O&G, this study provides 
a unique perspective in demonstrating the continued 
importance of professional identity at senior levels and 
potential strategies for its promotion. While there may be 
scope for extending the research findings to other UK 
based specialties, further research is required. In partic-
ular, understanding how regional differences, race and 
gender can affect professional identity development 
is vital. While such studies would require considerable 
input and funding, their value in guiding the implemen-
tation of robust, data driven strategies, aimed at reducing 
attrition would be undoubted.

CONCLUSION
In this study, the lack of professional identity development in 
O&G trainees was found to be the single most crucial aspect 
for leading to attrition. This is in contrast to what has been 
previously documented, where burnout and a lack of resil-
ience were generally associated with the high rates of attri-
tion in the specialty. While three key areas were identified 
for facilitating professional identity development, this would 
require major configurations transcending the current 
cultural and organisational frameworks. However, with a 
current attrition rate of 30% in the specialty,5 and at a time 
when the NHS faces great uncertainty, securing the future 
and prioritising the well- being of its workforce is vital.
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