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AB&TRACT 

The character of the professional socialization 

experience is a subject of debate in the literature; one of 

the primary issues being the relative contributions of 

trainees to the nature of their socializing experience. As 

crucial as the clinical education experience is to the 

educational and professional development of medical 

students, it has received relatively little attention in the 

literature on professional socialization of physicians. The 

goals of this research were to understand, from the 

students' perspective, the character of the first clinical 

learning experience in the medical school career of a group 

of medical students and, given the character of that 

context, the role of student negotiations in their own 

education and professional socialization. This study 

employed a symbolic interactionist framework and the data 

collection methods of participant observation and 

unstructured interview. The data collection was conducted 

over a six-week period during which time the researcher 

experienced along with a group of six medical students their 

first clinical learning experience. These students 

perceived the clinical learning environment to be 

challenging, complex and frequently too busy to easily 

accommodate their learning needs. They recognized the 

enormity of their learning task and of their own 

incompetence. These were the basic perceptions that 
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prompted the students to negotiate their clinical learning 

experience. Student negotiations took three basic forms: 

the creation of new learning opportunities, the manipulation 

of existing learning resources, and interpretation of events 

and behaviors. Students' negotiations were constrained by 

the structure of the education program and the students' own 

assertiveness. The study's findings indicate that the 

students were active negotiators of the content and the 

conduct of their own professional education and professional 

socialization. Even in the face of overwhelming demands on 

their intellectual and emotional resources, the student 

expressed their individual and collective intent for their 

educational experience. The study findings were similar to 

those of earlier studies of professional socialization, 

although new behaviors and behaviors inconsistent with those 

found in previous research were uncovered. Contributions to 

the literature on professional socialization and to an 

understanding of this phenomenon were made through the 

explanation of these inconsistencies. 
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CHAPTER 1 

THE PROBLEM 

Introduction 

The third year of study in most U.S. medical schools is 

devoted to clerkships--a series of clinical learning 

experiences during which students participate in patient 

care activities in various patient care settings. 

Educational activities in which third year medical students 

are engaged change dramatically from the activities of the 

first two years. Learning activities in the third year are 

relatively unstructured; much of the learning is episodic 

and the product of interactions with patients, residents, 

fellow medical students, physicians and other health care 

workers; and learning is more a ~ersonal responsibility of 

the student (Kennedy, 1976). Of perhaps greater 

significance, the clerkship year is the first time in their 

medical school careers that students participate in some of 

the activities and assume some of the responsibilities of 

the professionals they seek to become. In short, the 

clinical clerkship year is the first extended period of 

medical education in which learning takes place within the 

context of the professional role. All of these activities 

represent a significant departure from the first two years. 

For these reasons, the third year clerkships are pivotal 

educational experiences for medical students. Medical 
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students in the first two years of training look forward to 

the c1erkships as the portion of their education when they 

will really learn medicine and learn to become a doctor. 

For many, the first clerkship has the impact of an 

initiation rite (Ways and Engel, 1982). 

Just as education shifts dramatically during the 

clerkship year, so does the process of professionalization-

the students' socialization to their future professional 

role (Haas and Shaffir, 1977). Socialization is the process 

through which "individuals acquire the values, attitudes, 

norms, knowledge, and skills needed to perform their roles 

acceptably in the group or groups in which they are, or seek 

to be, members" (Bragg, 1976, p. 6). It is generally 

accepted that the professional education experience is also 

a major socializing experience, although the relative 

influence of trainee characteristics, pre-training 

experiences, training program experiences and post-training 

experiences in the socialization process is widely debated 

(Co10mbotos, 1988; Light, 1983; Lortie, 1975). 

Even among those who agree that training program 

experiences are central to the professional socialization 

process, the character of this socialization experience is a 

subject of debate. One of the primary issues of this debate 

is the relative contributions of trainees to the nature of 

their socializing experience--the role of trainee 

negotiations in professional socialization. The literature 

10 



on the professional socialization of doctors is structured 

by two contrasting theoretical traditions. The 

functionalist school views professional socialization as a 

"relatively ordered process" (Mizrahi, 1986, p. 14) in which 

physician-teachers as mentors transmit values, knowledge and 

skills to novices who are essentially passive recipients 

(Merton et al., 1957). The symbolic interactionists 

perceive socialization as a reciprocal process. The 

relationship that develops between trainees and the agents 

of their socialization is not unidirectional (Rosen and 

Bates, 1967). Trainees are not passive; rather, they 

simultaneously receive and shape their socialization (Becker 

et al., 1961; Bucher and Stelling, 1977; Mizrahi, 1986). 

According to symbolic interactionists, appropriate concepts 

of professional socialization must allow for reciprocities 

between the trainee and the training program (Olesen and 

Whittaker, 1970). 

The role of trainee negotiations of their own 

professional socialization during the clinical portion of 

medical education is particularly interesting. This is the 

period when medical trainees are facing the most profound 

changes in their medical school career. Student skills that 

successfully supported them through their undergraduate 

career and the first two years of medical school may no 

longer be appropriate for the demands and learning 

activities of clinical education. Students enter a setting 
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in which the student role is not paramount; the professional 

role takes precedence in this environment, where patient 

care is the primary organizational objective. Considering 

these factors, understanding the role of student 

negotiations in their own socialization and education offers 

great potential for explaining one of the essential elements 

of the professional socialization process. 

The study reported in this document contributes to an 

understanding of these issues by examining the context 

within which medical students confront their first clinical 

learning experiences and the role of student negotiations in 

this learning and socialization experience. This study was 

framed around two research questions: 

1. What is the character of the first clinical 
learning experience in medical school from the 
student perspective? 

2. Given the character of this context, what is the 
role of student negotiations in their own 
professional education and socialization? 

Significance of the Study 

Crucial as the clerkship experience is to the 

educational and professional development of medical 

students, it has received relatively little attention in the 

literature on professional socialization of physicians. A 

few of the researchers who have studied the professional 

socialization of medical students have included in their 

studies an examination of this process in the clerkship year 
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of medical education (Becker et a1., 1961; Bloom, 1973; Fox, 

1957; Haas and Shaffir, 1982, 1977), although there are few 

of these studies and most of them focused on a specific area 

of inquiry. The study by Fox (1957) focused on strategies 

employed by students for coping with ambiguity in the 

clinical setting. The Bloom (1973) study dealt with 

expressions of power and dissent between medical students 

and faculty at one medical school. The study by Haas and 

Shaffir (1982, 1977) concentrated on the methods used by 

medical students to convince legitimating audiences of their 

developing competence and trustworthiness. Only the study 

by Becker and his associates (1961) took a broadly based 

view of the impact of the clerkship year on professional 

socialization. 

The clinical education environment has changed 

drastically since the classic studies of the late 1950's and 

early 1960's (Becker et a1., 1961; Fox, 1980; Merton et a1., 

1957; Miller, 1970). Light (1988) points out that the 

implications are disturbing when one considers the findings 

of past medical education research in the context of the 

changes that have taken place in health care. These 

findings simply may no longer fit. Certainly, the changes 

in the health care system have forced a change in the 

definition of what it means to be a professional. The 

conception of the physician as an autonomous professional 

who "dispenses his skills to those in need and charges what 
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he thinks appropriate" is clearly archaic (Light, 1988, p. 

318). Starr (1982) noted that the 1970's marked the end of 

the mandate that the public had given to practitioners, 

hospitals and medical schools to run their own affairs. 

"The economic and moral problems of medicine displaced 

scientific progress as the center of public attention" (p. 

379) . These public concerns, coupled with a diminished 

faith in the efficacy of medicine have redefined the 

public's expectations for the conduct of physicians. 

More recent studies of medical professional 

socialization (Mizrahi, 1986; Scully, 1987), which provided 

an understanding of the professional socialization process 

in general and trainee negotiation of this process in 

particular, were completed within the context of the current 

health care environment. However, these studies addressed 

the socialization of physicians in their first post-graduate 

years of residency training. There are many differences 

between the third year medical student and the resident 

physician that might influence the nature of their 

negotiations of their own socialization. For example, 

residents have a medical knowledge base far superior to 

medical students; residents maintain greater freedom of 

choice because they are licensed physicians; and residents 

have previous experience in the clinical education setting. 

These differences encourage a separate examination of the 

professional socialization of third-year medical students. 
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To understand the outcome of a process, one must first 

understand the process. Greater understanding of the 

mechanisms of trainee socialization in the clinical setting 

and the role of trainee negotiation in socialization can 

facilitate an understanding of the early development of the 

attitudes, values and behaviors that trainees may display as 

professionals. This understanding is particularly vital in 

an era when dissatisfaction with a perceived lack of 

physician expression of humanism and caring is widely 

registered (Mellinkoff, 1987). 

The findings of this study also will be useful to 

researchers and others interested in the socialization 

process of any professional group, particularly those 

interested in the role of trainee negotiations of their own 

education and socialization. The medical education 

experience is a powerful one. The educational program 

places great demands on students' intellectual and emotional 

resources. The all-consuming nature of the experience, 

especially during the years of clinical education, is such 

that one is reminded of the "total institution" described by 

Goffman (1961) in which the individual's identity is 

subordinated to institutional demands. If medical trainees 

assume active roles in their own clinical education and 

professional socialization when they bring to the clinical 

setting limited knowledge and status, it is a credible 

hypothesis that active trainee negotiation may characterize 
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the socialization experience for all professions. As Becker 

et al. (1961) noted in their landmark study of medical 

student socialization, 

In showing how and why these well-intentioned and 
strongly motivated students who did not and 
probably could not exactly follow the wishes of 
their teachers, we shall be contributing to an 
understanding of the essential nature and workings 
of all institutions in which some ... have manifest 
authority to control the efforts of others. (p. 13) 

Methods and Theoretical Perspectives 

The research for this study was conducted over a six-

week period during which time I experienced along with a 

group of six medical students, as nearly as was possible, 

the first clinical clerkship of their third year of medical 

school. Using the methods of participant observation and 

unstructured, in-depth interview, I gathered information on 

the students' perceptions of this important clinical 

learning experience and how students' negotiations of their 

own education and socialization experience played out in 

this context. 

The group of students with whom I worked had enrolled 

in the general surgery clerkship for their first clerkship 

period. I observed the students in all of their clerkship 

activities, from classroom to operating room, during work 

time and free time, and from orientation day to the 

examination day that marked the end of the clerkship. I 

maintained the same hours as the students, arriving and 
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leaving when they did, including spending the night in the 

hospital when the students were required to do so. 

This research was approached from the theoretical 

perspective regarding social interaction called symbolic 

interactionism. The symbolic interactionist researcher 

places primary importance on understanding the social 

meanings that people attach to their environments (Taylor 

and Bogdan, 1984). 

Blumer (1969) states that symbolic interactionism is 

based on three principles. The first of these is that 

people act toward things and people on the basis of the 

meanings these things have for them; people do not simply 

respond to stimuli or carry out cultural scripts (Taylor and 

Bogdan, 1984). Human beings are actors as well as reactors 

(Mercer and Covey, 1980). The second premise is that 

meanings are the p~oduct of social interaction. People 

learn how to see the world from other people. Mercer and 

Covey (1980, p. 65) think two basic questions incorporate 

all of interactionist thought: "How does interaction among 

individuals shape social structure?" and "How does the 

social structure, as a system of interaction, influence 

individual selves?" The third premise, according to Blumer 

(1969), is that people attach meanings to situations, 

others, things and themselves through a process of 

interpretation. 
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From a symbolic interactionist perspective, actors are 

involved in a constant process of interpreting the world 

around them. The experiences people have had and the social 

meanings they have learned provide the base of understanding 

that they bring to each new experience. Through a process 

of interaction and interpretation, new meanings are 

formulated appropriate to the new experiences and situations 

they confront. Meaning, therefore, is interpretive and 

interactional (Denzin, 1989). 

Mercer and Covey (1980) note that symbolic 

interactionism is well suited to the study of schools. The 

symbolic interactionist would consider the school as a 

social process in which "all members are constantly 

assessing each other's actions and modifying their own 

behavior accordingly" (p. 71). Concepts such as interaction 

patterns, roles, relationships among members, and 

expectations are part of the interactionist view of schools 

and of education. 

Symbolic interactionism provided an appropriate 

framework for examining and interpreting the actions and 

behaviors of trainees in their learning environment. It 

accommodates concepts of individual intent and actions and 

of the development of collective meanings and strategies. 

The symbolic interaction perspective accommodates the 

confluence of meanings from the trainee's latent cultures 

and prior socialization and the meanings being developed 
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through interaction in order to make sense of the trainee's 

current learning environment. The dynamic nature of this 

perspective matches the dynamic nature of the interactions 

in which trainees are involved during their professional 

education. 

Limitations of the Study 

The foremost limitations of a study that employed the 

field research methods of participant observation and 

unstructured interview usually are enumerated as the 

multiple threats to validity and reliability presented by a 

research design that rejects the elements of experimental 

control. The methods employed in this research to enhance 

validity and reliability, terms referred to by Lincoln and 

Guba (1985) as credibility and dependability, are discussed 

in detail in the methodology chapter of this document. 

Three characteristics of the study limit the 

interpretability and usefulness of its findings. Foremost 

among these is the selection of symbolic interactionism as 

the theoretical perspective guiding this research. Although 

appropriate to a study examining students' perspectives of 

their training and socialization experience, use of this 

framework hinders the researcher in discovery and 

understanding of the structural limits of the environment. 

The other two limitations are issues of potential sampling 

bias. Only one group of six medical students participating 
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in the general surgery clerkship was studied for the initial 

six-week period of their clinical clerkship training. The 

potential for differences in the learning and socialization 

experiences offered in one of the other medical specialty 

clerkships, such as family medicine or pediatrics, remains 

unexplored. Similarly, because the period of data 

collection was limited to the first six-week period of the 

students' clerkship education, the degree to which students' 

initial perspectives change as they mature in their clinical 

education is not known. 

Organization 

A review of the literature on professional 

socialization is provided in the following chapter. Chapter 

3 contains a detailed discussion of the study's methodology. 

The findings and interpretations of the data collected for 

this study are explicated in Chapters 4 and 5. The final 

chapter of this document, Chapter 6, contains a general 

discussion of the study and its findings, the contributions 

of this study to the professional socialization literature, 

an assessment of the utility and value of the theoretical 

stance that was used, and recommendations for future 

inquiry. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Introduction 

It has long been recognized in the literature that 

professional education is much more than the acquisition of 

a set of techniques and skills and a knowledge base of 

factual information appropriate to the profession. 

Professional education has been viewed through a 

sociological lens as a process through which neophytes 

acquire the tools necessary to function as professionals. 

These tools include not only the knowledge and skills, but 

also the values, behaviors, cognitive strategies and 

philosophies that characterize the professional. Because 

the ultimate goal of professional education is to impart the 

knowledge base of the profession and the values, attitudes 

and norms that define a professional culture, professional 

education is more appropriately regarded as a socializing 

experience. The conceptualization of professional education 

as professional socialization during which one is initiated 

into a professional culture has provided the analytic 

foundation of inquiry into the professional education 

experience. Without this concept, inquiry on professional 

education would be limited to issues of pedagogy and 

learning theory. With the concept of professional education 

as a "period of initiation ... wherein the two cultures, lay 
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and professional, interact within the individual" (Hughes, 

1958, p. 120), the base of inquiry is broadened and 

enlivened. 

Two approaches to research in professional 

socialization have dominated the field. These approaches 

are identified by names of their theoretical orientations: 

structural functionalism and symbolic interactionism. Basic 

conceptual differences distinguish these two approaches. In 

the functionalist view, professional socialization is a 

phenomenon imposed on neophytes; in the view of symbolic 

interactionism, socialization arises through the daily 

interactions of neophytes in the professional role. The 

conceptual differences give rise to the methodological 

differences employed to measure socialization process. In 

the functionalist approach literally hundreds of studies of 

socialization in the professions of medicine, nursing, 

pharmacy, dentistry, social work and teaching have relied on 

the pre- and post-administration of questionnaires and 

surveys designed to establish points of comparison by which 

to measure the development of values and attitudes believed 

to be characteristic of the profession (Coulter and Taft, 

1973; Cryns, 1977; Hatoum and Smith, 1987; Ondrack, 1975; 

Quarantel1i, Helfrich and Yutsy, 1964; Ross, 1987; Shuval, 

1975). 

The alternative research strategy is characterized by 

the inclusion of three major components in its investigative 
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methodology: observation, 

(Engel and Filling, 1981). 

description and interpretation 

Studies of this type describe 

the social environment in which socialization takes place as 

well as the students' behavior in and perspectives emerging 

from that environment. Because the impact of the 

socializing experience takes place in the daily interactions 

between the student and the educational program, this 

research attempts to illuminate the nature of the operative 

socializing mechanism through the observation of and 

discussion with students as the professional education and 

socialization experience evolves (Tabachnick and Zeichner, 

1984). 

Both traditions in professional socialization inquiry 

have made significant contributions to the literature and 

both are on-going. The present study was conducted in the 

tradition of research that explores the professional 

socialization process by witnessing the daily activities and 

interactions in the socializing environment. Although 

research in the functionalist tradition remains dominant, 

the symbolic interactionism tradition has found more 

adherents in recent years as more researchers opt to examine 

the professional socialization process from within the 

socialization and education environment. 
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Theoretical Underpinnings 

A primary debate evident in the professional 

socialization literature is the nature of trainees' 

contributions to their own professional education and 

socialization. Over thirty years of research has offered a 

variety of viewpoints on the characteristics and relative 

impact of trainees' contributions. 

Two widely divergent characterizations of the trainee's 

role in the professional socialization process can be found 

in the literature: from the trainee as a passive vessel 

into which is poured all the knowledge, skills, norms and 

values of the profession, to the trainee as an important and 

powerful partner in the socialization process. Even a 

cursory consideration of the professional socialization 

literature in which the daily interactions of students with 

their educational program are documented reveals an 

increasing trend to view trainees as volitional agents in 

their own socialization, actively interpreting and 

manipulating the character and content of their professional 

education experience. 

Evidence of trainee negotiations in managing their own 

education and socialization, and even changing the 

experience in ways not intended by educational program 

planners, is documented in the professional socialization 

literature in medicine, nursing and teacher education. It 

is perhaps most surprising, and therefore most compelling, 
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to note the documentation of trainee negotiations of their 

own education by the medical trainees. The power and 

autonomy of the medical profession is grounded in the 

ideology that medicine involves skills and capacities that 

are beyond the understanding of any lay person (Freidson, 

1970; Knafl and Burkett, 1975). Medicine has gained command 

of the exclusive competence to determine the proper content 

and effective method of performing some tasks (Freidson, 

1970; Haas and Shaffir, 1977). Studies of medical trainees 

(Becker et a1., 1961; Bloom, 1973; Haas and Shaffir, 1982, 

1977) indicate that trainees are impressed by the 

responsibility for which they are preparing, and they are 

conscious of their relative ignorance in the face of all 

they should know before they can legitimately claim 

membership in the medical profession (Fox, 1957, 1980). It 

seems incongruous that these trainees would have the 

presumption to make changes in an educational program 

designed by medical faculty. The teaching profession, and 

to a lesser degree the nursing profession, has not been able 

to claim the same imperative of expertise as has the medical 

profession. Nor have these professions attained the status 

and concomitant power of the medical profession. Teaching 

and nursing trainees can defend their right to negotiate 

their own education by claiming possession of professionally 

appropriate knowledge acquired through various pre-training 

experiences. Documentation of medical trainee negotiations 
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and manipulation of their educational program and 

professional socialization process lends credibility to the 

notion that trainee negotiation is a fact of education and 

socialization for professions in general. 

Two early studies of medical students illustrate the 

opposing views of the role of trainees in their own 

socialization. The perspectives on professional 

socialization detailed in The Student-Physician (Merton et 

a1., 1957) and Boys in White (Becker et a1., 1961) provide a 

framework that can be used to examine the nature and 

characteristics of trainee negotiation. 

Merton and his associates defined socialization as "the 

process through which individuals are inducted into their 

culture" (1957, p. 40). Socialization involves the 

acquisition of attitudes and values along with the skills 

and behavior patterns that make up the professional role. 

Simpson (1979) has labeled this model of socialization the 

induction approach. It maintains that the main repository 

of the professional culture is the professional school. 

Faculty roles and trainee roles are linked by complementary 

interests: trainees to learn the knowledge, skills and 

norms of professional practice, and faculty to provide the 

instruction. Trainees look to faculty and accept faculty 

definitions of professional culture and faculty expectations 

of the proper way to become a professional. Faculty look 

upon the students as professionals in the making and treat 
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them accordingly (Bloom, 1965, p. 154). Students and 

faculty are seen as having mutual and complementary 

interests and role expectations. They work together toward 

a common goal of preparing student-colleagues to assume 

their role in a profession that is cohesive and fully 

articulated with the professional school. 

This model was challenged by the picture offered of the 

educational experiences of medical students at the 

University of Kansas in Boys in White (Becker et a1., 1961) 

and later studies of nursing education by Davis (1968) and 

Olesen and Whittaker (1968). These accounts of professional 

training describe a student subculture that emerges as a 

collective solution to shared problems in the educational 

setting. Simpson (1979) labels this model of socialization 

the reaction approach. Studies using the reaction approach 

do not regard the professional school as a subsystem of the 

profession, unified through the mutual interests and role 

expectations of students and faculty (Bloom, 1965). 

Instead, the faculty and students are separate groups, each 

distinguished by their status position in the organization. 

Because students hold the same position in the educational 

organization, they share the same experiences and are 

subjected to the same contingencies and constraints 

(Simpson, 1979). Through their interactions with each 

other, they develop common outlooks and perspectives and a 

"coordinated set of ideas and actions a person uses in 
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dealing with some problematic situation" (Becker et al., 

1961, p. 34). Common perspectives develop as the students, 

who are in the same situation and subject to the same 

organizational forces and faculty demands, react to the 

problems with which they are presented in each situation. 

Students' views are not a reflection of the faculty's views. 

Students' views are seen as adaptive responses to their 

subordinate position in professional schools where they are 

regarded as students, not as junior colleagues. Mutuality 

of student and faculty interests and role expectations is 

not possible because these two groups do not share the same 

experiences, are not presented with the same problems, and 

do not hold similar positions within the educational 

organization. 

The perspectives of professional socialization offered 

by these works differ in many ways. A fundamental 

controversy centers on the status of the professional 

student. Are students already accepted as student-

colleagues who emulate their mentors and are thereby 

inducted into the professional role (Merton et al., 1957), 

or are they "boys" in white coats who react to their medical 

education by forming a subculture with countervailing norms 

and strategies for coping with their opponents--the faculty 

(Becker et al., 1961; Bloom, 1965)? 

The induction and reaction approaches also diverge on 

an issue allied to student status: the control of student 
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behavior. The reaction approach sees students as primary 

shapers of their own behaviors through the development of 

collective perspectives about their training; the induction 

approach sees faculty as socializing agents who, through 

example, guide student behavior (Simpson, 1979). 

Merton's student-physicians have little reason to 

contest the socialization experience in which they are 

involved. Because they share the goals of the faculty, they 

do not question the role models that the faculty provide. 

The faculty, and therefore the students, embrace an ideology 

of the medical profession that is sanctioned by the 

organization of the profession at large. This image of 

future physicians, faculty physicians and the profession at 

large, unified in their commonly held goals, values and 

understandings, provides little inducement for trainees to 

negotiate their education and socialization. 

In contrast, Becker and his associates (1961) describe 

a student subculture that develops collective perceptions 

and strategies to understand and deal with the problems 

presented by the faculty and other elements of the 

educational organization. The students use these 

perceptions to interpret the educational environment, assign 

meanings to the events around them, and work to change the 

environment so that it will be more congruent with their 

subcultural values and beliefs. This is the picture of a 

student group in conflict with the faculty (Bloom, 1979). 
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The students are not unified with the faculty in common 

perceptions, understandings and values, but develop values 

of their own appropriate to their student role. They are 

not student-physicians in the sense ascribed by Merton, but 

rather just students who realize that they must first learn 

to be successful medical students; how they act in the 

future when they are physicians is not their immediate 

concern (Becker et al., 1961). 

Forms of Trainee Negotiation 

Trainee negotiations of their education and 

socialization take many forms. Trainees contribute to the 

character of their own education and socialization through 

the diversity of background, interests and personality that 

they bring to the educational setting. Trainees also manage 

their own education and socialization through selection of 

available training options, through their interpretation of 

events in the setting, and through creation of learning 

opportunities not presented to them by the educational 

program. 

Even those researchers who support the induction 

approach to socialization agree that an analysis of the 

professional education experience would be incomplete if it 

ignored the contributions of students to the process and 

attributed all of the characteristics of the experience to 

the inherent properties of the educational program. Merton 
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(1957) cautions that individual trainees have different 

learning experiences in the same learning environment 

because they are different people, with different 

predilections and habits. For example, the gregarious 

trainee will have experiences different from those of the 

social isolate. Levinson (1967) seems to concur with this 

notion when he asserts that the process of socialization is 

a function of two things: the external socialization 

system, including both concrete environmental factors such 

as learning settings and situations and such symbolic 

factors as the educational goals of the school; and the 

internal aspect of the personality of the trainee. In this 

formulation, socialization is the outcome of the interplay 

between the external socializing system and the trainee's 

personality. These perspectives of professional 

socialization recognize the contribution of the trainee to 

the process, but seem to limit this contribution to a sort 

of involuntary screen through which the professional 

socialization process is filtered. 

The literature, however, is filled with examples of 

trainees' acting in more conscious ways to express 

individual intent. One of the ways trainees express their 

individual intent is through the thoughtful selection of 

educational experiences from among those made available to 

them. A study of student teachers by Tabachnick and 

Zeichner (1984) yielded evidence that supports the 
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significance of individual intent in teacher socialization. 

Student teachers actively participated in the selection of 

their student teaching placements and teacher preceptors. 

Students consciously thought about practicums they had 

experienced earlier in their training and purposefully 

selected themselves into particular kinds of settings that 

promised to meet a professional expectation unfulfilled by 

the earlier experiences. 

Trainees also contribute to their professional 

socialization experience by being interpreters of their 

professional learning environment. John Van Maanen states, 

"People are not mere puppets responding to the firm tug of 

social strings. Indeed, socialization settings do not have 

unambiguous, natural properties beyond those which 

individuals attribute to them" (1977, p. 18). The learning 

environment r~ally is what the trainees make of it, what 

meaning they give to it, how they interpret it and deal with 

it. Such properties of the learning environment as roles, 

symbols, routines and sanctions do not exist beyond what 

trainees believe about them (Light, 1980). 

The literature offers many illustrations of the 

distinctive twists trainees put on happenings in the 

learning environment through their interpretation of the 

events and assignment of meanings to them. Medical students 

and surgical residents interpreted faculty denial of 

opportunities to exercise clinical responsibility or to 
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participate fully in patient care decision making as a vote 

of no confidence and a challenge to the trainee's competence 

(Becker et al., 1961; Becker and Geer, 1958; Bosk, 1979). 

Residents in psychiatry and internal medicine evaluated the 

quality of their patient care work in terms of technical 

correctness rather than patient outcomes, thereby 

interpreting a less-than-optimal patient outcome as a 

failure only if the technical skills employed were 

substandard. Limitations were interpreted as those of the 

field of medicine, rather than any sort of personal 

inadequacy (Stelling and Bucher, 1973). These residents 

developed several techniques for discounting criticism, such 

as disparaging the source or considering the issue a matter 

of style (Stelling and Bucher, 1979). Bucher and Stelling 

(1977) reported that trainees sought out and selected only 

some of the many cues available in their learning 

environment by which to validate their increasing 

competence, and relied most heavily on their own 

interpretation and evaluation of their performance, often 

discounting clear messages of reprimand from the faculty. 

Graduate students in biochemistry interpreted sources of 

critique and criticism as they wished, ignoring grades but 

attending to personal comments by instructors (Stelling and 

Bucher, 1973). Student teachers displaced blame for the 

difficulties they experienced in the classroom by 
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interpreting the difficulties as the fault of the "system" 

or the fault of the pupils (Lacey, 1977). 

The residents in internal medicine studied by Mizrahi 

(1986, 1987) saw opportunities to counsel with patients and 

their families as annoying intrusions that interrupted their 

study of real medicine. Similarly, the residents in 

obstetrics and gynecology studied by Scully (1987) were 

observed to develop a collective perspective in which 

questionable acts (e.g., encouraging patients to agree to 

unnecessary surgery) were justified because they were 

interpreted in terms of their usefulness as learning 

experiences. 

These are only a few of the examples provided in the 

literature of trainees' active interpretation of their 

environment. It is clear that the learning environment as 

it is perceived by trainees is not necessarily that planned 

by the program faculty. Therefore, even the best of 

intentions on the part of program planners to provide a 

learning environment that meets program goals might be 

controverted by trainees' interpretations of the program. 

Through the process of interpretation trainees define the 

socializing environment. 

Trainees not only select and interpret the content of 

the socializing environment offered up by program 

organizers, but they also create learning opportunities 

beyond those presented to them. Trainees are active 
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managers, even manipulators, of their learning environment, 

adding to it and changing it to meet their perceptions of 

needed educational experiences. As manipulators of their 

learning environment, medical and nursing trainees were 

noted to create new learning opportunities for themselves 

and their peers by quizzing each other in preparation for 

presenting a patient on rounds, as would an attending 

physician; by trading patient assignments in order to let a 

fellow trainee get a more varied experience; by managing 

their schedules to work in clinics that traditionally cared 

for patients with the kind of pathology with which the 

trainees desired experience; and by soliciting permission to 

participate in new patient care activities (Becker et a1., 

1961; Bucher and Stelling, 1977; Olesen and Whittaker, 1968; 

Scully, 1987). Internal medicine interns studied by Miller 

(1970) reorganized their daily schedule, cutting down on 

lectures, conferences and readings in order to spend more 

time on direct patient care. 

Trainees did not wait for clinical "pearls" to drop, 

but selectively elicited this information from faculty 

according to their perception of both faculty expertise and 

what these faculty could contribute to their learning 

(Becker et a1., 1961; Bucher and Stelling, 1977). They 

maximized available learning experience by choosing which 

patient to present for discussion, selecting the kind of 

patient with whom the supervisor was perceived to have 

35 



special expertise (Bucher and Stelling, 1977). Similarly, 

they developed strategies for maximizing attending 

physicians' evaluations of their ability by selecting cases 

for presentation that these attending physicians did not 

know (Knafl and Burkett, 1975). As active agents, trainees 

constantly made evaluations--eva1uating the activities in 

which they were engaged, evaluating the faculty and others 

around them, and evaluating their own performance. Simply 

stated, trainees sought every opportunity to gain 

experience, whether by creating new opportunities to do work 

that was defined by them as contributing to their 

professional development, or by decreasing or avoiding work 

that they did not perceive as making a similar contribution. 

At every level of training, trainees were engaged in a 

process of negotiation and bargaining that involved 

manipulation of faculty, peers, and patients for a position 

in which they could optimize their learning opportunities. 

Through both officially sanctioned and surreptitious 

methods, trainees manage their learning experience and, 

therefore, their professional socialization. 

The literature documents that the scope of trainee 

contributions to their professional socialization is very 

broad; it is not limited to the influence of the trainee's 

personality as it interacts with the given learning 

environment. The most complete and accurate view of trainee 

contributions to their socialization includes many concepts. 
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The most complete view acknowledges that trainees define the 

environment of their socialization through interpretation of 

a given environment, through the conscious manipulation of 

the resources made available to them by program planners, 

and through the creation of additional learning resources in 

order to materially change the content of the learning and 

socializing experience. As Bucher and Stelling (1977) noted 

in their study of four groups of trainees in professional 

training programs, 

In brief, trainees put together a model of the 
kind of professional they wanted to become, geared 
their activities toward achieving that identity, 
and devised their own set of criteria for judging 
themselves and assessing their progress toward 
becoming that type of professional. (p. 176) 

These examples of trainee negotiations of their 

professional socialization experience emphasize the 

volitional nature of their contributions. Trainees are 

knowledgeable participants in their socialization, managing 

the process to gain the skills they perceive they need in 

order to become the professional they aspire to be. 

Socialization becomes, as Light (1980, p. 310) has termed 

it, a "negotiated order." Trainees negotiate with others in 

the setting, "but particularly with mentors, over how things 

will be organized, who will do what, and even what various 

activities mean" (Light, 1980, p. 310). 

In her review of the professional socialization 

literature, Simpson (1967) noted that until Becker and his 
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colleagues first recognized the important role that trainees 

play in their own socialization, it was assumed that the 

professional education program was responsible for the 

socializing of trainees. The evidence and characterization 

of trainee management and intent contained in the later 

literature makes an even stronger statement than did 

Becker's work. Trainees are mobilized to manage their own 

education not only through reaction to the problems 

presented to them by the training program; they are also 

proactive, managing and manipulating their learning 

environment to construct a learning experience that meets 

their expectations and their perspectives and their visions 

of the professional they want to become. 

Sources of Perspectives that Motivate Negotiation 

The characterization of trainees as volitional actors 

presupposes that they are not "empty vessels" readily 

accepting whatever knowledge, values and attitudes are 

dispensed through the educational program. They possess 

perspectives and values that motivate their negotiation. 

These values and perspectives, which at times are dissonant 

with those offered by the educational program, can be traced 

to a number of sources. 

One source is the trainees' pre-training experiences. 

Trainees bring to the professional education experience a 

perspective toward the learning (Bucher, Stelling and 
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Dommermuth, 1969). They come to the educational setting as 

members of "latent" cultures (Becker et al., 1961; Lacey, 

1977). Becker et al. (1961) explain that people have more 

than one social identity because they are part of multiple 

social groups. Peop1~ carry some of the culture of these 

groups with them when they leave one group for another. So, 

too, are trainees already members of multiple groups when 

they enter professional training programs. Trainees come to 

the educational setting with perspectives, values and 

understandings that they have learned by being members of 

their social class or ethnic group. Trainees maintain 

membership identities in several other groups, such as 

people who are spouses, parents or members of different 

professions before entering this training program. Some of 

each of the cultures in which trainees have been, or are 

concurrently, members is carried into the new training 

setting as part of their repertoire of perceptions, values 

and understandings. 

Latent cultures influence trainee behavior in several 

ways. Lacey (1977) found that student teachers were 

affected in a number of conscious and unconscious ways by 

the latent culture of the subject area (e.g., biology, 

English, French) that they had studied before entering 

teacher education. The understandings of these latent 

cultures influenced the teaching styles that student 

teachers attempted to use in student teaching and their 
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evaluation of the coursework they were required to take, and 

provided the conceptual framework that they employed in 

their teacher training. Nursing students challenged dress 

and grooming restrictions by affecting an appearance that 

conformed to the definition of feminine beauty in their 

latent culture (Olesen and Whittaker, 1968). Medical 

trainees' social class culture seemed to influence their 

attitudes toward patients: their apparent disgust with 

patients they considered immoral or immodest, and patients 

who they thought did not act properly "poor" or submissive 

(Becker et a1., 1961). 

Trainees also bring perspectives to their training 

regarding the profession to which they aspire and 

expectations of the training program. They have notions 

about the activities in which they will participate as 

trainees and notions about the content of the work of their 

chosen profession; perspectives on what it means to be both 

a "good" trainee and a "good" professional; and expectations 

about how they as individuals will fit into the training 

program and the profession. 

Trainees develop these perspectives in a number of 

ways. When future trainees fantasize about the profession 

and the training experience while they anticipate acceptance 

into the training program, they engage in a phenomenon that 

Merton (1957) labeled "anticipatory socialization". Future 

trainees, while meeting the prerequisites to enter a 
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training program, have been acquiring the basic sets of 

skills upon which professional training builds. They also 

are being socialized--acquiring the values, attitudes, and 

expectations concerning their future profession--in a 

process called "prior socialization" by Bucher, Stelling and 

Dommermuth (1969). Trainees also gain perspectives on their 

future profession through direct contact with the 

profession. Lortie (1975) argues that the socialization of 

teachers occurs "largely through the internalization of 

teaching models during the thousands of hours spent as 

pupils in close contact with teachers" (Tabachnick and 

Zeichner, 1984, p. 29). It is this contact with the 

teaching profession while in a student role that is seen as 

a major influence in shaping the trainees' perceptions of 

the professional role and role performance (Feiman-Nemser, 

1983). 

The literature indicates that the perspectives that 

trainees develop through prior socialization also provide 

the impetus for trainee development of collective strategies 

for surviving the training program. Except for instances in 

which trainees have had extended and intimate experience 

with the profession, their lay imagery of the profession is 

dissimilar from the profession as they experience it 

(Hughes, 1958). Confronting a reality that is dissonant 

with the expectations built up in their lay imagery can be a 

very difficult experience for trainees. They must try to 
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survive in an environment that is confusing and not like 

their expectations. 

Both Bloom (1973), in his study of the conflict between 

the students and faculty at one medical school, and Davis 

(1968), in his longitudinal study of student nurses, comment 

on the anxiety created by the divergence between trainee 

expectations and the reality of the training program. Davis 

describes a stage when the student nurses begin to recognize 

the "gross misalignment" (1968, p. 244) between their own 

expectations and the reality of the training situation, 

prompting them to search for ways to reduce the dissonance. 

They may resign from school, or as in the case of these 

students nurses, decide that they must "psych out" the 

instructors in order to determine what is expected of them 

as students. It is not until the students have recognized 

the incongruity between their expectations and the 

expectations of the training program that "psyching out" 

becomes an adaptive strategy. 

Olesen and Whittaker's (1968) study of student nurses 

shared Davis's formulation in which it was the recognition 

of incongruity that promoted the development of collective 

student responses to reconcile these incongruities. When 

student nurses found that their pre-institutional ideas 

about nursing were inadequate in confronting patients and 

faculty, they created guidelines for their behavior to 

protect themselves from what seemed an incomprehensible and 
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unfriendly environment. These student-developed guidelines 

are referred to as studentmanship, the "fertile collection 

of cautionary tales, rumor, crudely outlined strategies for 

success and survival" (Olesen and Whittaker, 1968, p. 291). 

These strategies are employed by trainees to control the 

uncertainties of instructors and other elements of the 

learning environment (Light, 1979b). 

A similar construct in which students' actions in the 

training setting are thought to be motivated by their 

recognition that faculty and student expectations are 

divergent is found in studies of student teachers. For 

example, Lacey (1975) describes a type of student teacher 

behavior that he calls "strategic compliance". He defines 

strategic compliance as one of the social strategies 

employed by student teachers in which they overtly comply 

with the authority figure's definition of the situation but 

retain private reservations. 

Whether based in the recognition of incongruity between 

pre-training expectations and the demands of the training 

environment, or simply the perceived need to devise 

collective, instrumental responses to the problems presented 

by the training environment, the role of a student 

subculture in directing and defining student behaviors has 

been well documented (Becker et a1., 1961; Davis, 1968; 

Lacey, 1977; Merton et a1., 1957; Olesen and Whittaker, 

1968). Students develop formulae or perspectives for 
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finding out how to behave, how to manage persons including 

peers and faculty, how to learn the expectations of faculty 

and others in authority, and how to act on the information 

once it is received (Olesen and Whittaker, 1970). Once 

organized, the student subculture becomes a "moderating 

force" for a wide range of behaviors (Bloom, 1979, p. 23), 

all aimed at helping students manage the vicissitudes of 

their training. 

Trainees draw upon multiple sources both to inform 

individual action and to develop collective strategies 

designed to manage their learning environment. Another of 

these sources is the storehouse of effective behaviors from 

the trainees' latent cultures and other pre-training 

experiences. Faced with ambiguous situations in which 

trainees feel less than competent, trainees will draw on 

habits and skills that have worked in the past, even if 

these are not considered by authority figures to be the most 

appropriate methods to employ (Light, 1988). For example, 

Light (1980) showed that beginning psychiatric residents 

became preoccupied with conventional medical detail during 

their first encounters with psychiatric patients, drawing on 

their medical training as a way of coping with their sense 

of incompetence in caring for psychiatric patients. First 

year medical students collectively responded to a problem 

posed in their immediate situation, but drew upon the 

studentmanship strategies that they had learned during their 
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years of education before medical school; that is, the 

important thing to learn was that which was necessary to 

pass examinations (Becker et al., 1961). These are just two 

examples of trainees trying to redefine the situation in 

light of past experiences in order to make more sense of it 

and trying to adapt past skills to try to master new 

situations (Light, 1980). 

Other sources upon which trainees draw for information 

to guide both individual and collective behavior are broadly 

categorized as the planned curriculum and the hidden 

curriculum. The first of these, the planned curriculum, is 

the content of facts, concepts, skills and values that 

curriculum designers present to trainees for their 

consumption and adoption. Curriculum design efforts are 

validated by the belief that presentation of identified 

content using selected pedagogical techniques results in 

predictable "products" of student learning. Some of the 

most vigorous and productive research on teaching during the 

past decade has explored the relationship between process 

and product, in an effort to define the relationships 

between what teachers do and what happens to their students 

(Shulman, 1986). A similar paradigm of process-product has 

been employed in the socialization of trainees into a 

professional role. Clearly, if program organizers want 

neophyte professionals to include some bit of content in 

their base of knowledge or some skill in their professional 
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repertoire, the curriculum must be planned to include 

experience in these identified areas. The vast majority of 

curriculum design effort and experimentation is directed to 

tinkering with the content and format of the planned 

curriculum in order to find just the right mix to most 

effectively communicate the educational goals of the program 

to trainees. However, the planned curriculum represents 

only one source of learning available to the trainee. The 

other source of information and learning has been called the 

"hidden curriculum", an important and, it has been argued, 

the most influential source of learning (Dreeben, 1968; 

Stodolsky, 1983). 

The concept of the hidden curriculum has a long history 

based in ecological psychology. Research in this area has 

explored the interaction between people and their 

environment in the acquisition of norms for behavior and 

values appropriate to the operative culture of the 

individuals (Barker and Wright, 1978). Stated very briefly, 

the hidden curriculum refers to the norms and values that 

are communicated through the structure and activities of the 

educational program but are not explicitly taught (Dreeben, 

1968; Stodolsky, 1983). 

An example from Boys in White (Becker et a1., 1961) 

demonstrates the way in which the hidden curriculum, or what 

Light (1979a) terms the "deep structure" of the training 

environment, subtly but vividly communicates a set of values 
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and norms that inform student behavior and action. Becker 

and his colleagues assert that these values and beliefs are 

operationalized through the adoption of "perspectives." 

They use the term "perspective" to refer to a: 

coordinated set of ideas and actions a person uses 
in dealing with some problematic situation, to 
refer to a person's ordinary way of thinking and 
feeling about and acting in such a situation. 
These thoughts and actions are coordinated in the 
sense that the actions flow reasonably, from the 
actor's point of view, from the ideas contained in 
the perspective ... The actions flow from the 
beliefs and the beliefs justify the action. (1961, 
p. 34) 

Through the hidden curriculum, and to a lesser extent 

the planned curriculum, trainees develop perspectives and 

guidelines for dealing with their environment and meeting 

the challenges it offers. The medical trainees in Boys in 

White were found to develop the perspective that clinical 

experience is valuable and that they should direct their 

work effort to gaining as much experience as possible. They 

came to this perspective by observing and internalizing the 

values communicated through the power structure of the 

hospital--the organization in which their training took 

place--and the use of th~ "experience" concept to validate 

clinical decisions. It is apparent in the daily workings of 

the hospital organization that experience underlies the 

organization. All gradations in rank and status of hospital 

staff are accompanied by differing amounts of experience. 

In addition, the value of clinical experience is 
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communicated each time the final determination of which 

therapeutic path to take is predicated on the personal 

clinical experience of faculty, even if it is in opposition 

to the wisdom published in journals and texts (Becker et 

al., 1961; Knafl and Burkett, 1975). Trainees employed the 

perspective of valuing clinical experience when they traded 

patient assignments in order to let fellow trainees get a 

more varied experience; when they viewed patients with 

chronic illnesses for whom little can be done as creating 

extra work without the extra compensation of providing new 

learning experiences; when they encouraged patients to agree 

to unnecessary surgery in order to gain experience; and when 

they interpreted faculty denial of opportunities for 

experience as a negative evaluation of their own competence 

(Becker et al., 1961; Becker and Geer, 1958; Scully, 1987). 

This example of the value placed on clinical experience 

demonstrates how the hidden curriculum communicates values; 

how these values are incorporated by trainees into 

perspectives that inform trainee behavior; and how trainees 

employ these perspectives in evaluating, interpreting and 

managing their training experience. 

In summary, trainees are active negotiators and 

managers of their training experience and, therefore, of 

their own professional socialization. The character and 

quality of their contributions emanate from many sources: 

values and norms they hold as members of latent cultures; 
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the storehouse of behaviors and techniques that have proved 

effective; expectations and perspectives on the training 

program and their future profession developed through the 

phenomenon of prior socialization; values communicated by 

both the planned and hidden curriculum; and from 

perspectives developed as subcultural responses to the 

problems presented by the learning environment. 

Constraints on Trainee Negotiation 

Although trainees have been shown to be powerful 

negotiators of and contributors to their own education, 

there are factors that constrain and moderate the range of 

trainee intent. Understanding the scope of trainee 

negotiations in their own education requires an 

understanding of these moderating forces. 

One way in which trainees have been shown to negotiate 

their own education is by selecting out of the learning 

environment those aspects to which they wish to attend, and 

by interpreting those aspects in characteristic ways. The 

content of the environment from which they select and 

interpret certain aspects, however, remains in the purview 

of the program organizers. Trainees do not have complete 

freedom to construct their own realities, because the 

learning environments in which their training takes place 

have only a limited number of properties from which the 

trainee may choose. Any setting provides a limited number 
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of resources, and a limited number of rules, ideas, and 

organizational procedures (Light, 1980). The fact of finite 

properties of the learning environment facilitates both the 

understanding and prediction of trainees' interpretations; 

as Light (1980, p. 271) notes, "even deviations from what is 

normal must be predictable, and there must be ways to 

normalize unexpected events." 

The finite properties of the learning environment are 

its structural characteristics--the planned organization of 

the training. Examples include the scheduled sequence of 

activities; the kinds of required and elective experiences 

available; and the formal mechanisms of supervision and 

evaluation of the trainee (Stelling and Bucher, 1979). The 

structure of the learning environment influences and 

constrains trainee intentions in many ways. Almost all 

trainee experiences, both those provided in the planned 

curriculum and those enacted by the trainees, occur within 

or as a consequence of the context defined by the structure 

of the program (Stelling and Bucher, 1979). For example, it 

is trainees' perceptions of deficiencies in the given 

learning environment that prompts them to create additional 

experiences (Freidson, 1977). The structure of the formal 

program also provides the basic set of privileges from which 

trainees select those they wish to exercise in a form of 

negotiation. For example, the student teachers studied by 

Tabachnick and Zeichner (1984) were able to negotiate in the 
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selection of their student teaching placements and teacher 

preceptors, because the structure of the training program 

allowed this type of student participation. In an example 

from legal education, Phillips (1982) showed how the 

structural aspects of the educational program (e.g. I 

physical segregation of law students from students in other 

disciplines, characteristic classroom techniques employed in 

legal education and methods of testing used) affect the 

learning and socialization of the students. 

The structure of the planned curriculum is the source 

of many of the values communicated to trainees as part of 

the hidden curriculum. Some of these values subsequently 

inform trainee negotiation. Several examples from medical 

education and teacher education illustrate this point. The 

structure of a surgical residency program studied by Bosk 

(1979, 1980) required the residents to attend and 

participate in the Morbidity and Mortality Conference. In 

this conference faculty admitted to and discussed errors in 

diagnosis and therapeutic judgment. The professional value 

placed on physicians' clinical responsibility for their 

patients, which was communicated to the trainees through 

this activity, influenced trainee negotiations to exercise 

clinical responsibility for their patients. The nature of 

supervision provided in a student teacher program on which 

Tabachnick and Zeichner (1984) reported included weekly 

student teaching seminars with supervisors. During these 
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seminars students were encouraged to clarify their 

perspectives toward teaching, and the programmatic value for 

independent student analysis of teaching perspectives was 

communicated. The values communicated in these seminars 

were considered by the authors to have supported students' 

active roles in negotiating aspects of their training. 

Mumford's (1970) comparison of the experience of interns at 

a university hospital with interns at a community hospital 

provided many examples in which the program structure 

communicated specific values to the trainees. In one 

example, the constant presence of faculty physicians to 

supervise the patient care provided by interns and 

residents, the frequency of conferences and other teaching 

sessions, and other structural characteristics of the 

internship experience at the university hospital clearly 

communicated to the interns the value placed on education. 

This value was understood to have informed the interns' 

behavior, for instance, when they selected patients for 

admission to the hospital who were educationally 

"interesting". In all of these examples, the values 

communicated by the structural features of the training 

program through the hidden curriculum eventually were 

operationalized in trainee negotiation. 

Trainees' power to negotiate their own learning also is 

constrained by the limited range of activities and 

experiences that are within the purview of trainees to 
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enact. The range is primarily a function of trainee status 

in the professional hierarchy. For example, medical 

students and nursing students are limited to creating 

experiences through such means as seeking additional 

information from faculty and trading patient care 

responsibilities with fellow students (Becker et al., 1961; 

Olesen and Whittaker, 1968). In contrast, interns and 

residents, who are graduate physicians although still 

trainees, are empowered to enact a much wider range of 

learning activities such as convincing patients to have 

surgery in order to gain additional surgical experience and 

deciding which patient cases to use for formal presentations 

to faculty (Bucher and Stelling, 1977; Knaf1 and Burkett, 

1975; Mizrahi, 1986, 1987; Scully, 1987). 

The characteristics and quality of trainee negotiations 

also are regulated by the trainees' sense of their own 

competence and mastery. Student teachers studied by 

Tabachnick and Zeichner (1984) entered the student training 

experience with well-defined perspectives on teaching. 

Although lacking the skills to implement their preferred 

pedagogy early in their training experience, they were able 

to teach in ways consistent with their personal perspectives 

as they gained skills and confidence in their own 

performance. Bucher and Stelling (1977) and Knaf1 and 

Burkett (1975) also documented the influence of a growing 

sense of mastery and competence on trainee negotiation. In 
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both of these studies, it was noted that trainees felt 

increasingly capable of judging their own performance as 

their personal sense of competence grew, and that they 

behaved in ways consistent with this growing sense of 

mastery. 

Ultimately, trainee negotiations of their learning and 

socialization experiences are constrained by the 

organizational context in which their training takes place. 

Medical trainees and nursing trainees learn in an 

environment in which patients must be cared for; student 

teachers learn in an environment in which pupils must be 

taught. The basic structure of work to be done by the 

organization is a reality largely protected from the 

negotiation of the participants. If the trainees maintain 

responsibilities for doing the work of the organization, as 

is true of trainees in medicine, nursing and teaching, their 

acts of negotiation related to this work are limited to 

issues of style and, to a lesser degree, of timing. Perhaps 

the most powerful constraint on trainee negotiation is the 

fact that the learning environment exists first as a service 

entity with operational mandates that must be met if the 

organization is to survive. 

Moderating forces act to limit and shape trainee 

negotiation. The content of the planned educational 

program, including its structural characteristics, 

influences trainee interpretations of their learning 
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environment and communicates .values that subsequently inform 

trainee negotiations. Trainees create only the additional 

learning experiences that are within their power to enact, 

based on their status in the professional hierarchy and the 

trainee's personal sense of competence and mastery. The 

actions of trainees are the results of a "continual 

interplay between the intentions of individuals and 

institutional constraints" (Tabachnick and Zeichner, 1984, 

p. 34). Trainees, although powerful negotiators of their 

education and socialization, do not and cannot express their 

power in ways that are so unlimited that they are completely 

unpredictable or incomprehensible. 

Summary 

The characterization of trainees as passive and 

powerless recipients of their professional education and 

socialization has been contradicted in the medical, nursing 

and teacher education literature. Another picture of 

trainees has emerged and now predominates in the literature. 

Trainees not only actively participate in their education 

and socialization, but also proactively negotiate these 

experiences. Trainees help to define their education and 

socialization through interpretation of given environments, 

through conscious manipulation of the resources program 

planners make available to them, and through the creation of 

additional learning experiences. The character of trainee 
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negotiations is based in the values of their latent 

cultures, pre training experiences that have taught certain 

values and instrumental behaviors, values communicated to 

the trainee by the planned and the hidden curriculum, and 

perspectives developed as each trainee group collectively 

Trainee responds to problems in the learning environment. 

negotiations are constrained and moderated by the 

characteristics of the planned educational program, their 

status in the training program, and their individual sense 

of competence and mastery. These constraints allow the 

phenomenon of trainees as volitional agents of their own 

education and socialization to be examined, comprehended 

and, to some degree, predicted. 
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CHAPTER 3 

METHODOLOGY 

Study Design and Methodology 

The goals of this research were to understand, from the 

students' perspective, the character of the first clinical 

learning experience in the medical school career of a group 

of medical students and, given the character of that 

context, the role of student negotiations in their own 

education and professional socialization. The research 

design best suited to meet these goals was a case study 

design. 

Although definitions of case studies vary, ranging from 

simplistic statements such as "a slice of life" or a "depth 

examination of an instance" to more formal statements such 

as that offered by Denny (1978, quoted in Lincoln and Guba, 

1985, p. 360) of an "intensive or complete examination of a 

facet, an issue, or perhaps the events of a geographic 

setting over time", the concept of the depth and intensity 

of the examination runs throughout. Through the intensive 

examination of an issue, a group of people or a set of 

events, the case study allows the researcher to capture the 

subject and to present the subject vividly and with 

"fidelity to the complexity" of the subject (Edelson, 1985, 

p. 89). The present research was framed to explore the very 

complex process of professional education and socialization 

57 



as it occurs in the equally complex clinical learning 

environment. It was also framed to explore the meaning that 

students made of the context, and the meanings that underlay 

their negotiation of that context. Such concerns called for 

a case study design and the use of intensive field methods. 

Participant observation and unstructured interview 

provided the two methods of data collection critical to 

meeting the research goals of this study. The study focused 

on students' perspectives on their clinical training 

experience--on what was important to students at this stage 

of their education and how these perspectives affected their 

role in negotiations of their learning and socialization. 

Participant observation and unstructured interview provide 

the best methods for gathering the information on the 

students' day-to-day experiences, perspectives, explanations 

and behaviors necessary to answer the research questions. 

Through participant observation, the researcher seeks 

to interact with people in their everyday activities and to 

"see things, insofar as he can, through their eyes" (Geer, 

1970, p. 81). Observation of people in their everyday lives 

enables the researcher to obtain first-hand knowledge of the 

social life in which they are engaged, without filtering 

this knowledge through operational definitions and rating 

scales (Taylor and Bogdan, 1984). Becker and Geer (1970, p. 

141) explain the value of participant observation as: 
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... providing a rich experiential context which 
causes (the researcher) to become aware of 
incongruous or unexplained facts, makes him 
sensitive to their possible implications and 
connections with other observed facts, and thus 
pushes him continually to revise and adapt his 
theoretical orientation and specific problems in 
the direction of greater relevance to the 
phenomena under study. 

Light (1979a) offers several reasons for using the 

methodology of observation to understand the dynamics of 

professional training programs. He asserts that to get 

beneath the stated objectives and the "surface behaviors" of 

participants in the training program, and to discover the 

"deep structure" that is the foundation of the dynamics of 

the training program, one must use observation. Observation 

supports a more complete, holistic view of the program by 

enabling the researcher to understand the interrelationships 

between elements of the training program, such as the 

relationships between faculty and students and the peer 

relationships of students. Using observation techniques, 

researchers' explanations for social phenomena emerge from 

what is actually happening in the setting "rather than from 

artificial, preconceived notions" (Light, 1979a, p. 553). 

This is essential to research oriented to the development 

and elaboration of theory rather than the testing of 

existing theories. 

Participant observation may be conducted in at least 

two ways depending on which term--"participant" or 

"observer"--is emphasized. Each alternative has both 
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benefits and drawbacks. Fie1dworkers who use the 

alternative of the participant as observer emphasize their 

role as a participant in the life of the organization or 

social setting being studied (Crowson, 1987). The benefits 

of this style of participant observation are that the 

fie1dworker establishes legitimacy with informants in the 

setting by participating in all activities with them, and 

the fie1dworker, through active participation, is able to 

"penetrate farther beneath the surface of public behavior 

and superficial expression" (Pearsall, 1970, p. 343). 

Fie1dworkers who emphasize observation assume the role of 

observer as participant. Others in the research setting 

know that the fie1dworker is there to observe. The 

participation that does occur is "more incidental and 

opportunistic ... than long-term and structured" (Crowson, 

1987, p. 27). Acceptance in the research setting may be 

hampered if there is no readily apparent role for 

fie1dworkers and no contribution that they may make to the 

life of the setting being studied. The primary benefit of 

this style of participant observation is the freedom it 

provides the observer to attend to the setting's activities. 

Although fie1dworkers are able to devote their attention to 

observation, they may find it difficult to penetrate below 

superficial appearances and access to the setting (Crowson, 

1987). The dimensions of the participant observation style 
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employed in this research are discussed later in this 

chapter. 

Interviewing also was employed to collect information 

pertinent to the research questions. The interview is an 

important and necessary supplemental method to observation. 

Lofland and Lofland (1984) contend that classic participant 

observation always involves both observing and interviewing, 

or, in the words of Schatzman and Strauss (1973), both 

looking and listening. Interviewing is a direct source of 

information on belief and knowledge systems (Pearsall, 

1970), and facilitates a greater level of understanding when 

it is linked with observation of behaviors. 

An unstructured interview style was used in this 

research. Guba and Lincoln discuss the difference between 

the structured and the unstructured interview. 

In the structured interview, the problem is 
defined by the researcher before the interview. 
The questions have been formulated ahead of time, 
and the respondent is expected to answer in terms 
of the interviewer's framework and definition of 
the problem .... In an unstructured interview, the 
format is non-standardized, and the interviewer 
does not seek normative responses. Rather, the 
problem of interest is expected to arise from the 
respondent's reaction to the broad issue raised by 
the inquirer (Guba and Lincoln, 1981, 155-156). 

Framed another way, the unstructured interview is most 

appropriately employed when the interviewer "does not know 

what he or she doesn't know and must therefore rely on the 

respondent to tell h~m or her" (Lincoln and Guba, 1987, p. 

269). It is clear that an unstructured interview is the 
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most appropriate style to employ, considering the goals of 

this current research effort. 

Interviewing as an adjunct to observation provides the 

researcher the best opportunity for understanding of the 

events and behaviors being studied. Although interview 

offers a less time-intensive way of getting at information, 

interviewing alone is insufficient. Recollection of past 

events is flawed (Light, 1979a). People have difficulty 

remembering how they felt and what they thought after the 

situation is past, as the immediacy of current events 

consumes their attention. Faulty recollection also may 

result from the respondent's personal transformation in 

perspective over time. Consider the potential for the 

transformation in students involved in professional 

training--an experience designed to encourage the 

development of professional perspectives. They likely would 

find it difficult to accurately remember their thoughts and 

feelings when they were beginning professional students, 

because the concepts they use to think about their past 

experiences have changed along with their perceptions and 

memories (Becker and Geer, 1970). Interviews as the sole 

source of data on individual perceptions of experience also 

are inadequate because respondents see things through 

"distorting lenses" (Becker and Geer, 1970, p. 138). 

Differences in perception will affect what is reported in an 

interview, and the interviewer may have no way of gauging 
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the influence of individual perceptions on the reporting of 

an experience. Linked with observation, interviews afford 

the researcher many more sources of data to deal with these 

dilemmas of discovery. What respondents think and what they 

do can be documented. The researcher can compare attitudes 

with action and recollection with behavior (Light, 1979a). 

Participant observation and interviewing provide 

strategies to help the researcher, in as far as possible, 

see a complex learning environment through the students' 

eyes, and forces the researcher to deal with this complexity 

along with the students. Both words and actions are 

available to the researcher for data from which to suggest, 

and then challenge, tentative propositions. Perhaps most 

important, the researcher can gain the kind of understanding 

of this social situation that is necessary to be an informed 

observer and intuitive analyst of the data. 

Issues of Sampling and Selection 

A number of decisions regarding sampling and selection 

were made that were very important to the design of this 

research and, ultimately, to the trustworthiness of the 

findings. Primary among these decisions were the selection 

of the group to be studied and the daily sampling of 

observation and interview opportunities. 

A group of students just beginning their third year of 

medical school was selected as the study group. Light's 
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(1975) examination of several studies of medical 

professional training programs indicated that the 

sociological calendars make apparent a general pattern in 

socialization effect, that the most important changes begin 

within the first few months of confronting a new experience. 

A novice group of clinical students was selected for study 

in order to capitalize on the potential for theoretical 

abundance during this active period of socialization 

changes. 

The medical school in which these students were 

enrolled is part of a large, urban Research I university 

located in the southwestern United States. The medical 

school was established in 1967, so is relatively new by 

national comparison, and it is the only medical school in 

the state. Admission is limited to state residents. The 

only exception to this policy is that qualified students 

from neighboring states without medical schools may be 

con~idered for admission under a provision of the Western 

Interstate Commission on Higher Education. Fewer than 100 

students are admitted each year, resulting in a relatively 

small student body compared with other medical schools. In 

recent years, the number of women accepted into each class 

has increased to the point that several classes have been 

comprised of nearly equal numbers of men and women. It also 

is a diverse student body in terms of the students' 

preprofessional academic preparation. The students hold 
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undergraduate degrees, and many hold advanced degrees, in a 

wide-ranging variety of disciplines. Although this school 

is heavily involved in medical research, the goal of the 

educational program is to train medical practitioners. 

Students graduate and accept residency positions throughout 

the United States in primary care and other specialty and 

subspecialty areas. 

The third year curriculum of this medical school, as is 

true of most U.S. medical schools, is devoted to required 

clinical clerkships in each of several medical specialty 

areas. These clerkships are clinical learning experiences 

in which students participate in patient care activities and 

that are provided in various patient care settings. The 

medical school that served as the research site of this 

study also is similar to most medical schools in that the 

third year curriculum is the students' first predominantly 

clinical learning experience in their medical school career. 

The General Surgery Clerkship was selected as the locus 

of this study, because it offered the students a diversity 

of learning experiences. During the General Surgery 

Clerkship medical students are engaged in a wide range of 

clinical experiences from didactic classroom activities to 

participation in the care of surgical patients and assisting 

with surgical procedures in the operating room. Activities 

are accomplished independently and in groups. Medical 

students are engaged in activities designed primarily to 
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enhance their educational experience as well as activities 

in which medical student education is only an ancillary 

consideration. The environment for learning in the General 

Surgery clerkship is especially abundant with information 

and cues for behavior. 

I obtained entree to this clerkship by securing the 

permission of the faculty member in the Department of 

Surgery who served as the Clerkship Director. Students were 

assigned to one of two teaching medical centers for this 

clerkship. The Clerkship Director suggested that of the two 

clerkship sites, it would be preferable to conduct the study 

at the large, federally-sponsored medical center both 

because his office was located at this site and because he 

thought an observer would be more easily accommodated there 

than at the alternate site. 

Thirteen students had enrolled in the General Surgery 

Clerkship for this first rotation period of the third year, 

six of whom were assigned to the medical center selected as 

the study site. These six students constituted the study 

group. One of the six students in the study group was 

completing this clerkship as his last required clerkship for 

his third year of medical education. For the remaining five 

students the General Surgery Clerkship was their first 

required clerkship and, therefore, their first primarily 

clinical experience in their medical school career. 

Although similar in that respect, this group of students was 
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diverse in terms of their experience prior to entering 

medical school. Their premedical school careers included 

such wide-ranging fields as forestry and computer 

technology. Only one student had significant patient care 

experience before beginning this clerkship, having 

practiced briefly as a registered nurse before entering 

medical school. 

A single group rather than mUltiple groups of novice 

clinical students was selected in order to meet the mandate 

of participant observation research for prolonged researcher 

engagement at the study site (Lincoln and Guba, 1985). 

Through prolonged engagement in the social situation and 

with the study group, the observer builds trust and invests 

sufficient time to learn the culture--the shared meanings, 

values, norms and language of the study group. Prolonged 

engagement also enables the observer to gain the fund of 

understanding by which misinformation, perceptual 

distortions and tentative propositions can be tested. 

Issues of sampling also must address the sampling of 

observations. Observations were conducted throughout the 

six-week period during which this group of students 

completed their General Surgery Clerkship. A few additional 

observations were conducted with a new group of students in 

the next clerkship period. 

The sociological calendar of the clerkship provided 

certain imperatives for the selection of observation 
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opportunities (Geer, 1970; Light, 1975). Many clerkship 

activities continued throughout the clerkship, but certain 

events, such as orientation activities and some of the 

learning activities provided specifically for the medical 

students, took place once and were not repeated. These 

activities were afforded high priority for observation. I 

attended all orientation lectures, skills sessions and other 

orientation activities during the first three days of the 

clerkship. I also attend~d most of the didactic classes and 

special bedside teaching sessions designed specifically for 

the students. 

In order to accomplish dual goals of spending some time 

with each of the students in the study group and spending 

significant time in observing daily clerkship activities, my 

usual observation schedule was to remain with each student 

for one entire clerkship work day. I would arrive at the 

hospital at approximately 6:00 AM in order to observe the 

students while they prepared for morning rounds--the bedside 

reporting on the condition of each patient and discussion of 

the daily plan for their care. I would stay until the end 

of the work day, anytime from 7:00 PM to 10:30 PM, or as 

soon as the physician team with which the students were 

working completed evening rounds. Some periods of 

observation were considerably longer, as when I stayed 

overnight at the hospital because the student I was 

observing was "on call", a status in which one student, one 
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intern and one or more residents on the surgical team remain 

in the hospital overnight to provide patient care. Of 

course, each student's daily activities included some group 

activities with the other students and some activities that 

were accomplished alone. 

This initial sampling strategy was designed to assure 

that I observed all of the students' participating in all of 

their normal clerkship activities. I was permitted to 

accompany the students and the other members of the surgical 

team in all activities and all locales, including: 

o bedside rounds conducted on the inpatient wards, the 
renal transplant unit, the surgical intensive care 
unit and other critical care and intermediate care 
units; 

o student participation in or observation of surgery, 
provision of pre-operative and post-operative 
patient care, "scrubbing" for surgery in the 
operating room area, and interacting with patients 
and staff in the surgical suites and in the recovery 
room; 

o patient care activities and maintenance of patients' 
records in the outpatient clinic, and in the 
inpatient wards at the patient's bedside and at the 
nurses' stations; 

o delivering diagnostic specimens or picking up 
reports at the various laboratories; 

o reviewing radiographic films in or escorting 
patients to and from the radiology department; 

o picking up from the supply room supplies necessary 
for collecting specimens for diagnostic laboratory 
tests; and, 

o seeking consultations or information about patient 
care from physicians in their individual offices and 
treatment rooms. 
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I also observed the students in their didactic classes, 

at special conferences such as the weekly Morbidity and 

Mortality Conference and Surgical Grand Rounds held in 

conference rooms and classrooms at the medical school and at 

the medical center, and in impromptu teaching sessions in 

the Chief Resident's office or the cafeteria. I also 

observed during the brief periods of leisure during 

mealtimes and in the "call room"--an area that serves as a 

sleeping room for students and other team members when they 

are on call and as a place to study, chat or relax during 

the daytime hours and during carpooling trips between 

activities at the medical school and the medical center. 

The only activity that I did not observe was each student's 

meeting with the Clerkship Director for a mid-clerkship 

evaluation. One student allowed me to observe his oral 

examination at the end of the clerkship. 

The initial sampling design was followed so that at the 

end of the observation period I had spent significant time 

with each student while that student was engaged in myriad 

activities in many settings. Another goal for this design 

was accomplished in that the decision to stay for the entire 

work day seemed to facilitate my rapport with the students. 

They knew that I had been present when an event to which 

they might refer had happened. They knew, for example, that 

I also had been in the hospital for over fifteen hours on 

occasions when evening rounds was postponed for another hour 

70 



and that I, too, was tired and could appreciate their 

fatigue. 

These similarities of experience between researcher and 

the students promoted bonds of trust and understanding. 

Students shared with me both their successes and their 

failures. They confided in me about their concerns 

regarding the strain of clinical education on their personal 

lives. In turn, I felt comfortable sharing with them my 

fears about my performance as a field researcher. 

The remainder of observation opportunities were 

selected as the study progressed, according to the dictates 

of "theoretical sampling". This is a procedure in which 

additional cases to be studied are consciously selected 

according to their potential for developing new insights or 

expanding and refining those already gained (Glaser and 

Strauss, 1967). To this degree, the sampling design and the 

overall study design were emergent. Bromley and Shupe 

(1980) note that questions that flow out of the interaction 

between the researcher and the data will guide the direction 

of the project. It is not until the researcher enters the 

field and interacts with data collected in the initial 

stages of the study that the researcher begins to understand 

what is important, what questions to ask, and how to ask 

these questions. 

Several observations were selected through theoretical 

sampling. For example, I made an effort to spend at least 
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one call night with each student. Based on the notion that 

the distinctive interaction styles of the faculty, interns 

and residents with whom the students worked closely would be 

a meaningful variable in the students' experience, I also 

tried to schedule these call nights to maximize the variety 

of residents and interns who were on call with the students. 

I tried to observe each student participating in surgery at 

least once and tried to schedule these observations to 

include surgery performed by each of the attending 

physicians. Again, this was planned to maximize the variety 

of interactional styles observed. Relatively early in the 

observation period, I discovered that the call room was the 

locus of socializing for students and interns during the 

day, so occasionally I would sit in the call room in order 

to join in these conversations and observe students during 

unscheduled times. Occasionally I would leave one student 

to observe another who was participating in a special 

patient care procedure or activity not frequently performed. 

Other observations were terminated and a different 

observation begun when the first observation seemed to reach 

diminishing returns--the point of "theoretical saturation" 

when the data became repetitive and no major new insights 

were gained (Glaser and Strauss, 1967). 
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Gaining Entree and Access 

Prerequisites to credible participant observation 

research are gaining entree to the research setting and 

establishing the kinds of relationships with participants 

that facilitate researcher access to the activities in the 

setting and then access to information about the setting and 

the participants. Issues of entree and access remain 

problematic throughout the period of research, because, as 

noted by Lofland and Lofland "the possible combinations of 

investigator, setting and participant attributes generate an 

almost endless litany of discrete 'access situations'" 

(1984, p. 15). Taylor and Bogdan made a similar point, 

asserting that "the conditions of field research--what, when 

and whom you observe--must be negotiated continually" (1984, 

p. 34). 

As noted earlier, I was granted official entree to the 

clerkship and the medical center site by the Clerkship 

Director. He facilitated my access by introducing me to all 

of the students enrolled in the General Surgery Clerkship 

for the first six-week period at the first clerkship 

orientation. He assured them that my research was 

completely independent of medical school and clerkship 

administration--that I was not involved in evaluating 

students or in providing information to him. I then 

presented the purpose and methods of this study to the 

students. The Clerkship Director provided me an additional 
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opportunity to discuss these issues in further detail with 

the six students with whom I would work most closely during 

a second orientation at that site. 

I was an observer in all the various settings and 

activities of the students, as itemized earlier. Ongoing 

entree to each new setting was negotiated both with 

authority figures in each setting and others involved in the 

activities of the setting. For example, I asked students 

for permission to accompany them in each activity; I asked 

faculty, residents and interns for permission to observe 

rounds, bedside procedures and other patient care or 

teaching sessions; I asked faculty for permission to observe 

in the operating room; I requested permission of nurses to 

observe on the patient wards; and I requested permission of 

patients to observe the students in clinics. 

I seldom encountered resistance to my presence. In 

those few instances when I sensed some discomfort on the 

part of a student or staff member, I would try to stand 

farther away from the event in order to be out of their 

range of vision. I felt compelled to leave a setting only 

once, when a student seemed so uncomfortable that I was 

concerned that my presence would hinder the student's 

performance. In most situations I sensed that the students 

and I had developed a mutual empathy for the anxiety 

surrounding our performances in our various roles. For 

example, the student who allowed me to observe his oral 
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examination explained his granting of my request by stating, 

"You've already seen me make a fool of myself so many 

times!" 

The patients also seemed comfortable with my presence, 

even allowing me to remain in the room during the most 

intimate physical examinations. This was probably because 

most of them were longtime and frequent users of the medical 

center's services and therefore understood the teaching 

hospital environment and were accustomed to the presence of 

a large number of students. Patients who learned that I was 

engaged in "doing research" on the medical students seemed 

amused and would tease the medical students about their 

"shadow". 

The nursing staff as a group seemed most concerned 

about my presence. In one instance the nursing staff on one 

inpatient unit expressed anxiety to their supervising nurse 

that I might be involved in assessment of nursing services. 

After she informed me of this concern I made a concerted 

effort to introduce myself to any member of the nursing 

staff with whom I interacted or who I noticed looking 

inquiringly at me. Once assured that I was not interested 

in evaluating nursing services, they were very friendly and 

interested in my progress, frequently asking me how things 

were going and remarking on my dedication when they saw me 

late at night. 
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Each research setting offers opportunities to be more 

participant than observer, occasionally in situations where 

the fieldworker's active participation is neither 

appropriate nor feasible. Such was the case with the 

present research settings. The largest portion of my 

observation time was conducted in the role of observer as 

participant. My active participation would have been 

infeasible and unethical in many of these settings. For 

example, my direct involvement in patient care activities 

could have jeopardized the patient's well being and health. 

At times, however, the role of participant was emphasized, 

and I actively engaged in the activities of the setting. 

One particularly notable occasion in which I actively 

participated came early in the research period during one of 

the skills sessions provided as part of the students' 

orientation to the clerkship. In this four-hour lab 

session, called "dog lab", students are taught trauma 

skills, or life-support skills. Using anesthetized 

greyhounds, students are taught such skills as exposing a 

peripheral vein (one located in an extremity, such as the 

wrist or ankle) and inserting a catheter into that vein, 

performing a tracheotomy, inserting a large tube into the 

chest ce.vity, and opening the chest and performing open 

heart massage. I previously had made arrangements with the 

physician faculty member who teaches this session to observe 

the students during this sure-to-be-stressful learning 
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session. Just before the session was to begin, the 

professor told me that he wanted me to participate. I was 

hesitant, thinking that it would be very difficult to attend 

to observing the others while immersed in performing these 

procedures, but quickly decided that I should conform to the 

immediate demands of the situation. It was one of the most 

powerful experiences I have had. Frequently, the professor 

used me to demonstrate a new technique to the group--a 

situation that only served to heighten my stress. I was 

able to attend to the behaviors of the others only 

minimally, but was rewarded with a dramatic payoff in terms 

of establishing student rapport early in the observation 

period. My participation in this stressful learning 

activity seemed to reassure the students that I was sincere 

in wanting to understand their experiences. For several 

days following this session the students would introduce me 

to faculty and staff by saying, "She did dog lab with us!" 

I recount this episode because it is a good example of how 

my participation helped establish my legitimacy in the 

setting. 

I also participated, usually briefly, in other 

settings. As I became perceived as a "regular", the 

students, interns, residents and other hospital staff 

involved me in ongoing activities. Students who I was 

observing while they cared for a patient in the clinic 

asked me to get some needed supply from the cart in the hall 
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or from another treatment room; nursing staff in the 

operating room asked me to deliver messages to other nurses 

in the anterooms of the operating suites; I frequently 

assisted students, interns, residents, and surgical faculty 

in fastening surgical gowns in a way designed to protect the 

"sterile field"; I held tubing to facilitate transfer of 

patients from the operating table to a gurney for transport 

to the post-operative recovery room; I signed as a witness 

for last-minute consents to operate; and at the request of 

the residents, I held charts and retrieved patient charts 

during rounds. I frequently conducted observations in the 

hallway of the clinic while students, patients, faculty and 

residents moved in and out of six treatment rooms. Because 

of my unique vantage point of the activities in the clinic, 

it became my responsibility to keep everyone informed of who 

was with which patient in which room. In short, the 

students and others in the setting identified appropriate 

ways for me to contribute to their activities. 

I made an effort to create and retain good rapport with 

students, interns and residents, faculty and hospital staff 

by participating when it seemed appropriate; assuming a 

subordinate role while observing, being certain to not 

impede the view of students and other team members; and by 

being cautious to stay mute and decidedly in the background 

during patient care emergencies or times of conflict. In 

many ways I assumed the role of a relatively passive 
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student. Students treated me as a peer when they recounted 

the happenings of a day when I had been absent, telling me 

about the patients who had been admitted to the service and 

the status of longtime patients; when they encouraged me to 

join them in listening to the chest of a patient who had an 

interesting heart sound; and when they consulted me 

regarding how to complete a form to order a particular lab 

test. Interns and residents treated me as they would 

another student when they sought me out to observe a 

procedure in which I had expressed interest or, seeing me in 

the hall, reminded me when rounds were scheduled. Faculty 

treated me as a student when they invited me to take a 

position at the head of the operating table so I could get a 

good view of the surgery being performed. One of my 

greatest personal struggles as a researcher was to not 

identify with the students too closely and to retain some 

emotional distance from their trials and their triumphs. 

I maintained a record of the activities that I observed 

by making very brief notations in a small notebook that I 

carried with me. During quiet times, I would find a private 

spot to fill in the notes to the degree necessary to assure 

that complete fieldnotes could be developed later with as 

much fidelity to the observed activity as possible. 

Students and others seldom expressed interest in the content 

of these notes; when interest was expressed, a brief look at 

the notes seemed to satisfy their curiosity. 
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Interviews and Trust 

The interview style employed in this research was aimed 

at encouraging the student respondents to speak openly 

regarding their perspectives of their clinical education and 

to be comfortable sharing their fears, concerns and 

triumphs. Lincoln and Guba (1985) note that interviews can 

be categorized by their degree of structure, their degree of 

overtness (a measurement of the respondent's knowledge that 

he or she is being interviewed), and the quality of the 

relationship between interviewer and respondent. 

As noted earlier the interviews conducted in the 

present research were highly unstructured. I requested the 

interview with each student, explaining that hearing them 

discuss their perceptions of their clinical learning 

experience in their own words would help me better 

understand what this experience is like for them. These 

interviews were approximately one hour in length and were 

audiotaped with the permission of the respondents. 

Although one or two interviews were scheduled, most 

were, as Crowson (1987) termed it, "opportunistic", 

occurring whenever possible and wherever time and quiet 

privacy could be secured. It was important to the 

maintenance of rapport with the students that they not 

perceive the time needed to participate in an interview as 

too great an intrusion into their very limited free time. 

Therefore, interviews were conducted at such times and 
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places as late at night at the medical center and in a car 

while traveling to the medical school to pick up a book. At 

least one extended interview was accomplished with each 

student in the group, and a second interview was arranged 

for one student who was first interviewed very early in the 

observation period. 

The interviews were initiated with what Spradley (1979) 

calls a "grand tour" question such as "What was that first 

call night like for you?" The remainder of the interview 

took on the characteristics of a conversation between peers, 

sprinkled with jargon and brief references to shared 

experiences. Although I used the interviews as 

opportunities to check some of my tentative assumptions and 

understandings with the students (a process called "member 

checking" described in greater detail later in this chapter) 

and in that way directed some content of the discussions, 

most of the interviews were guided by the students as they 

changed subjects and talked about issues that were important 

to them or that were on their mind at the time of the 

interviews. 

The quality of the relationship between the interviewer 

and the respondent is very important because trust and 

rapport are essential to the trustworthiness of qualitative 

research (Crowson, 1987). Every effort was made to 

establish a trusting relationship with the students. All of 

the interviews took place after I had worked with the 

81 



students for some time, and most of them occurred during the 

final two weeks of the observation period or shortly after 

the students completed this clerkship. Only one student was 

interviewed early in the observation period. This was a 

student with whom I spent what was both the first on-call 

night of the clerkship and her first night on-call. Sharing 

this experience firmly established a positive, supportive 

relationship between us. I interviewed her again at the end 

of the observation period because the first interview had 

been conducted so early in her clinical education 

experience. 

In addition to these extended interviews, countless 

brief interviews-cum-conversations occurred with all of the 

students throughout the observation period--while waiting 

for an activity to begin, during meals and break-times, in 

locker rooms and lounge areas, in hallways while walking and 

in automobiles while driving to some destination, and in 

classrooms and conference rooms. 

not taped. 

These conversations were 

Data Management and Analysis 

Several techniques related to the collection and 

management of data and their analysis were employed in order 

to enhance the trustworthiness of the study. Because the 

analysis of data is an on-going process that begins very 

early in the research process and is intertwined with data 
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collection, these techniques are useful in data collection 

and data analysis activities and are employed throughout the 

research process. For example, the researcher must be 

actively involved in analysis of the data as they are being 

gathered in order to shift observational and interviewing 

strategies toward those experiences that bear upon a 

developing understanding (Schatzman and Strauss, 1973). 

Questions are asked of participants in the setting, and 

specific observational experiences are sought out both to 

support and to challenge tentative insights. In this way 

the body of data is simultaneously being gathered and being 

subjected to initial analysis and validity testing. 

Techniques of Data Management 

The technique of triangulation is one mechanism used to 

improve the probability that findings and interpretations of 

the data will be found credible (Lincoln and Guba, 1985). 

The term triangulation means the combination of methods or 

sources of data in a single study (Denzin, 1970). It is a 

way of guarding against researcher bias by providing a sort 

of cross validation of the results when two or more distinct 

methods, or multiple informants, are found to yield 

comparable data (Jick, 1979). The principles of 

triangulation were employed in this study: when several 

methods of data collection and sources of data were used 

including participant observation; in formal interviews and 
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informal discussions with the students and others in the 

social setting, including faculty and hospital staff; and in 

the examination of written documents, such as orientation 

materials and other educational materials developed for and 

provided to the students. Triangulation also was employed 

in the analysis of the data when multiple sources of 

comparable data were sought to validate a tentative 

understanding or conclusion. 

Another technique useful in establishing credibility is 

called peer debriefing (Lincoln and Guba, 1985) or, as 

Strauss (1987) calls a similar activity, seeking 

consultation about the research project. Peer debriefing is 

the process of "exposing oneself to a disinterested peer in 

a manner paralleling an analytic session and for the purpose 

of exploring aspects of the inquiry that might otherwise 

remain only implicit within ~the inquirer's mind" (Lincoln 

and Guba, 1985, p. 308). The peer debriefer, or consultant, 

challenges the researcher's basis for interpretations and 

clarifies researcher biases that may be operating during 

analysis of the data. The debriefing session also provides 

the researcher an opportunity to test working hypotheses and 

to try defending the logic that led to the formulation of 

tentative hypotheses. In short, the peer debriefer helps 

keep the researcher "honest" (Lincoln and Guba, 1985, p. 

308) . The person who served as a peer debriefer for this 
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study has an advanced degree in anthropology and currently 

holds an administrative position in a college of medicine. 

Member checking is the third technique that was 

employed in this study to establish credibility. The member 

check process tests initial interpretations and conclusions 

drawn from the data with members of the stakeholder groups 

from whom the data were collected (Lincoln and Guba, 1985). 

The member check can serve many purposes: it provides the 

respondent an opportunity to correct errors and omissions 

and to challenge researcher interpretations; and it provides 

the researcher an opportunity to summarize and to begin data 

analysis. It also serves a less formal purpose of touching 

base with important stakeholders in the social situation and 

maintaining what Haas and Shaffir (1980) have called the 

research bargain--a mutual agreement between researcher and 

stakeholders to conduct the research. Tentative 

interpretations and explanations were checked with the 

students and others in the research setting both during 

extended interviews and during brief conversations. Later, 

when tentative conclusions and findings had been developed, 

written drafts of these findings were shared with members 

for their reaction and critique. 

Beginning understandings, tentative conclusions, the 

logic of data analysis and the development of codes were 

documented using tha technique of memoing. Memos are an 

essential part of the dialogue between the researcher and 
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the data, "a running record of insights, hunches, 

hypotheses, discussions about the implications of codes, 

additional thoughts, whatnot" (Strauss, 1987, p. 110). 

Glaser provides a more restrictive definition of memos as 

"the theorizing write-up of ideas about codes and their 

relationships as they strike the analyst while coding" 

(1978, p. 83). The activity of memoing, during which 

researchers carefully record their ideas regarding the 

research and the data whenever these ideas corne to them, is 

very important because it captures the researchers' fleeting 

ideas that may prove ultimately to provide keys to data 

analysis. I wrote memos of my reactions to happenings and 

interactions with the students and others, of tentative 

hunches and explanations, of my misgivings and concerns, and 

of my plans for future observations and interviews. Memos 

constitute part of the materials that document this study 

and that can be reviewed to gauge the trustworthiness of the 

findings. 

Data Analysis 

The most i~tensive period of analysis evolves once the 

data are gathered and the researcher leaves the field. 

During this stage of analysis, the data serve both as 

interim products of the research process and as surrogate 

respondents that the researcher will "ask" questions of and 

"listen" to in order to piece together an understanding. 
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Fetterman's characterization of analysis as "iterative and 

often cyclical" seems correct, as the researcher "builds a 

firm knowledge base in bits and pieces, asking questions, 

listening, probing, comparing and contrasting, synthesizing 

and evaluating information" (1989, p. 103). 

The data analysis process employed in this research was 

both iterative and cyclical. Data analysis began almost 

immediately upon entering the field and making my first 

observations and asking my first questions of the 

participants in the setting. As data collection progressed, 

I tried to remain attentive not only to the content of what 

was happening and what was being said, but also to the 

patterns and the possible meanings of these events and 

utterances. I wrote brief memos to record tentative 

interpretations and to remind myself of issues and questions 

to be pursued in future observations or interviews. This 

sort of ongoing analysis of the data and derivation of 

tentative interpretations and questions guided subsequent 

data collection efforts. 

At the conclusion of formal data collection, the data 

consisted of almost a thousand pages of expanded field 

notes, interview transcripts and the memos written during 

data collection. I read through all of these pages twice, 

keeping track by writing memos of hunches, ideas, and 

potential themes that I recognized in the data. These memos 
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were integrated into the data set, which already contained 

memos developed during the period of data collection. 

The next step was to start the process of assigning 

codes to the data. The method I employed has several 

parallels with the "constant comparative" method for 

developing grounded theory of Glaser and Strauss (1967). 

Using the constant comparative method, the analyst codes 

each incident in the data into as many categories of 

analysis as possible "as categories emerge or as data emerge 

that fit an existing category" (Glaser and Strauss, 1967, p. 

105). When coding an incident for a category, the analyst 

compares it with previous incidents coded in the same 

category. It is this constant comparison of incidents that 

starts to generate theoretical properties of the category 

and that gives the method its name. Although data analysis 

for this research was not aimed solely at the development of 

theory, a form of the constant comparison method was used to 

determine coding categories, to assign codes and to educe a 

definition of the data contained in each coding category. 

I began the coding process by reading the pages of data 

a third time, this time scrutinizing the field notes and 

interview transcripts, to identify discrete pieces of data 

that were indicative of a theme, a concept or a 

classification of information. The extant research 

literature provided several concepts and themes for which I 

searched the data for supporting documentation. For 
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example, the literature indicated that trainees create 

additional learning experiences provided in the planned 

curriculum, so I searched the data for examples of this and 

coded them with the word "Create". The literature reported 

examples of students' manipulating educational resources and 

interpreting events in the setting as other forms of 

negotiation. Data indicating that the students engaged in 

these two forms of negotiation were coded "Manipulate" and 

"Interpret". Similarly, the literature prompted me to look 

for data regarding the limits placed on student negotiation, 

which I coded as "Constraints". 

The memos that I had written during the period of data 

collection provided another source of themes that supported 

my initial coding. One theme originally identified in a 

memo was that students were concerned about issues of 

lifestyle; I labeled data that supported this theme with the 

word "Lifestyle". For each new concept or theme that I 

identified in the data, I created a label that characterized 

or classified the piece of data that supported the concept 

or theme. I selected a single word as a code and kept a 

record of each code word and an initial description of the 

data that had been included in the coding category. For 

example, the code word "Learning" was used to label 

information regarding students' perceptions of positive 

learning experiences, the code word "Support" labeled 

examples of students' provision of mutual support and help, 
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and the word "Strategy" classified all the strategies 

students employed for obtaining something that they desired 

in the learning setting. 

As I encountered each new incident in the data, I 

reviewed the categories and the pieces of data that 

previously had been coded in these categories. If the new 

incident fit into an existing category but added a slightly 

different dimension, this information was added to the 

description of the category. The category of "Learning", 

for example, came to classify not only students' perceptions 

of positive learning experiences, but also their concerns 

about learning and the techniques and approaches to learning 

that they employed. If the new incident did not fit into an 

existing category, a new category and code word were created 

and added to the list. Because coding categories were 

identified for many different classifications of 

information, such as events of a certain type, themes, 

topics of conversations, or concepts, a single incident 

frequently was assigned to two or more coding categories. 

Approximately fifty coding categories were developed in this 

first round of coding the data. 

A computer software program called "The Ethnograph" was 

used to assist with the mechanical functions of extracting 

pieces of data and sorting them into each coding category. 

Next, I carefully reviewed the data in each coding category, 

looking for themes or concepts that united each piece of 
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data in that category. By comparing the different pieces of 

data I found that some of the concepts or themes did not fit 

the data. In a process that amounted to a second round of 

coding, I identified additional coding categories, 

integrated categories with similar properties and reassigned 

pieces of data to different coding categories. I also added 

additional codes to some pieces of data in order to enhance 

the fit between the data and the unifying themes or concepts 

of each coding category, or to elaborate a theme or concept 

with additional supporting pieces of data. "The Ethnograph" 

was employed again to make these changes in the content of 

each coding category. Throughout this process additional 

memos were written to document understandings and insights 

generated during the examination of the data in each coding 

category. The total number of coding categories changed 

very little, as approximately the same number of categories 

were removed as new categories identified. The final set of 

codes is listed in the Appendix. 

The final step in the formal data analysis process was 

to re-examine each coding category of data. I organized the 

pieces of data contained in the category to support specific 

interpretations and conclusions. Using the principles of 

triangulation, I attempted to identify mUltiple sources of 

data to support a tentative conclusion or interpretation of 

the data. I wrote brief paragraphs that set forth these 

conclusions and interpretations and listed beneath the 
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paragraph the supporting pieces of data. These paragraphs 

guided the preparation of the following chapter in which the 

findings of this study are presented. 
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CHAPTER 4 

FINDINGS: 
STUDENT PERSPECTIVES ON CLINICAL EDUCATION 

I hope I remember when I get to be an intern 
how it was to be a student, because it's so 
hard ... to remember what it's like to not know 
anything, come in here and be scared. You 
know, with not having any clinical experience 
or ... to be used to having patients around and 
stuff. 

Third Year Medical Student 

Introduction 

The character of clinical education in medicine is 

enormously complex, comprised of multifarious elements, all 

of which interact in a dynamic process. Clinical education 

occurs in a host of different settings populated by a 

continually changing constellation of participants. The 

activities carried out in these settings by these 

participants are directed to a multitude of objectives. 

Somehow within and among all of these elements the clinical 

education of future physicians is accomplished. 

Attempting to characterize this process in its entirety 

would be folly. Even attempting to understand and to 

present the perspective of the medical student, which is the 

aim of this chapter, is a challenge that is met only 

partially. The findings of this present research are like a 

kaleidoscope--a succession of shifting patterns. I have 

chosen one pattern by which to present the findings of 
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actions, reactions, activities and emotions by organizing 

this information according to several themes. 

The students began the clerkship anticipating that this 

would be a difficult and demanding experience. They 

discovered that they had been correct in their assumptions. 

The clerkship proved a challenge, perhaps beyond their 

anticipations. The breadth of the learning to be 

accomplished was staggering. It included not only the 

content of clinical medicine and the techniques of patient 

care, but also the approaches and methods of being a 

clerkship student--and the students soon realized that they 

were deficient in all domains. This realization prompted 

the students to re-assess their previous education, the 

methods they employed in learning, and their personal and 

professional goals. They developed new skills to enhance 

their learning and to enact their image of the physician as 

a competent and caring professional, and they found ways to 

cope with the problems presented by the clinical learning 

environment, including the conflict between the 

institutional goals of the teaching hospital and the 

students' individual goals for their learning. 

The discussion of findings is preceded by two 

introductory sections that are intended to orient the reader 

to the structure and culture of clinical education and to 

some terms used throughout the remainder of this study. The 

first section discusses the organizational context in which 
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this education took place and includes information regarding 

the roles of various actors in the clinical setting. The 

second section recreates a typical day for a medical student 

participating in the General Surgery Clerkship. 

A final note of orientation and explanation: the 

following sections contain many references to the students 

and the physicians with whom they worked. Names have been 

arbitrarily assigned to respect the privacy of the study's 

participants. 

The Organizational Setting 

Two medical centers served as the medical school's 

primary clinical teaching affiliates: a private medical 

center (PMC) and a federal medical center (FMC). The 

medical school's Department of Surgery had responsibility 

for staffing inpatient and outpatient surgery services at 

both sites. The group of medical students that constituted 

the study group was assigned to the FMC. The FMC served as 

a clinical training site for interns and residents in other 

medical and surgical specialties, in addition to medical 

students and students in other health professional programs 

such as nursing and pharmacy. 

Services at both the PMC and the FMC were staffed 

through a system that rotated the surgical interns and 

residents (jointly referred to as house staff or house 

officers) on one-month assignments between these medical 
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centers. Staffing the surgical service was accomplished 

through a team arrangement. The general surgery team at the 

FMC was comprised of one physician faculty member (called an 

Attending), the Chief Resident, one or two senior residents 

(those in the third or fourth year of their surgical 

residency), two or three interns, and the third year medical 

students. The team was organized in a hierarchical fashion. 

The Attending was the head of the team and possessed the 

most authority for patient care. The relative authority of 

the other team members corresponded to their years of post

graduate medical education--those with more years of 

clinical education had more authority, those with the least 

education had the least authority. Each team member had 

responsibilities for the patients assigned to them, although 

the Attending retained final authority and responsibility 

for the care provided to each of the team's patients. 

"Attending" is the title given to physician faculty 

members who care for patients in addition to their other 

medical school responsibilities of teaching, research and, 

in some cases, administration. The Attendings at both the 

PMC and the FMC were full-time faculty in the medical 

school's Department of Surgery. During the period of 

observation for the current research, very few surgical 

faculty were located at the FMC due to some unfilled faculty 

vacancies. As a result, the Clerkship Director, who was 

located at the FMC, maintained primary responsibility for 

96 



much of the patient care provided by the FMC general 

surgical service. 

Next in the organizational hierarchy of the surgical 

service was the Chief Resident. The Chief Resident was in 

his fifth year of postgraduate training. Despite having the 

formal status of a student, the Chief Resident position 

traditionally is accorded the status of a faculty member. 

The Chief Resident was responsible for the actual management 

of the patient care services: approving the admission of 

patients to the surgical service; coordinating the surgery 

schedule for ambulatory surgery; leading morning and evening 

rounds; and approving therapeutic decisions and plans in 

consultation with the Attending physician. He also 

participated in teaching by making presentations at 

departmental conferences and providing bedside teaching to 

interns, residents and medical students. Like the 

Attending, he also supervised students in the outpatient 

clinics and during surgery. The Chief Resident was a 

central figure in the medical students' learning experience, 

serving as the authority with whom the students interacted 

most frequently in patient care settings. 

The interns and residents we~e responsible for the 

daily work of patient care. They were responsible for 

conducting a complete medical history interview and physical 

exam for patients admitted to the service and assigned to 

them. They performed, or assisted others in performing, all 
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the general diagnostic and therapeutic services that 

constituted "ward work", such as drawing blood samples for 

diagnostic tests, running electrocardiograms, inserting and 

removing nasogastric tubes, changing dressings on wounds and 

starting intravenous drips; and they maintained records of 

patient progress. In addition, they provided patient care 

in the outpatient clinics and assisted in surgery. They 

also were expected by the Department of Surgery faculty to 

teach the third year medical students, providing on-the-job 

instruction in patient care bedside procedures and the 

proper form, format and content for entries in the patients' 

medical charts. 

The lowest members in the team hierarchy were the 

medical students. Third year medical students did not have 

official patient management authority. Students were 

assigned patients to "follow": those patients for whom the 

students were to take responsibility for monitoring their 

progress, keeping their charts updated with progress notes 

and the results of diagnostic tests, and presenting reports 

on their progress during bedside rounds. The house 

officers, however, retained responsibility for the care of 

each of these patients, countersigning students' entries in 

the patients' charts and supervising students' patient care 

activities. Therefore, the medical students worked closely 

with the interns and junior residents, who frequently 
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requested students to help them accomplish all of the ward 

work. 

This hierarchy of authority and responsibility for 

patient care was understood by everyone. The hierarchy was 

reinforced with each act of deference paid to those with 

superior experience and who maintained greater authority and 

responsibility. .For example, the order in which patients 

were visited during bedside rounds was frequently altered to 

save the more seriously ill patients until the Chief 

Resident was available to join the group, and decisions 

regarding patient management were postponed to ensure that 

the Attending or Chief Resident had an opportunity to 

consult. The hierarchy also was reinforced through more 

subtle, unwritten protocols for the behavior of Attendings, 

house officers and students. For example, only Attending 

physician faculty asked questions of the residents who 

presented cases for discussion in the Morbidity and Morality 

Conferences; never did another resident in the audience 

challenge his or her peer about the care provided the 

patient. The Attending and/or Chief Resident and senior 

residents tended to lead the group down the hall during 

rounds, followed by the junior residents and interns, with 

the medical students clustered at the end of the procession. 

This general arrangement of the team members was replicated 

at the patients' bedsides--Attendings stood at the head of 

the bed, house officers along the sides, students at the 
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foot. Each of these conventions for behavior served to 

reinforce the hierarchy of authority and responsibility for 

patient care. 
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Another important factor in the organizational climate 

of the teaching hospital in which postgraduate education 

takes place is that nationwide, a new year of postgraduate 

medical education begins each year on the first day of July. 

Students who graduated from medical school in the Spring 

begin their first year of postgraduate study (alternately 

labeled the internship year or the first year of residency, 

depending on the conventions of a specific training site); 

first year residents graduate to be second year residents, 

and so on. On this date a new group of physicians assume 

responsibility for patient care, those who are interns for 

the first time as graduate physicians, and many in a 

hospital with which they are unfamiliar. This date is 

widely anticipated by hospital staff, particularly by the 

nursing staff who shoulder most of the burden of educating 

these newcomers in hospital policy and procedure. The 

period of observation for the present research was a six-

week period from late June until early August. Therefore, 

the student group that was the focus of this research began 

their clinical education working with one group of interns 

and residents for the first week, and a new group for the 

final five weeks. 



The Daily Routine 

The medical students arrived at the FMC between 5:00 

and 6:00 am. They prepared to present the status of their 

assigned patients on rounds by reviewing the patients' 

charts, recording any diagnostic test results that had been 

received overnight, consulting with nursing staff, and 

talking with the patient or performing a brief physical 

exam. These activities of gathering information in 

preparation to present on rounds were referred to as "pre

rounds". 

Rounds began at approximately 6:30 am. Led by the 

Chief Resident, the house officers and the medical students 

went to the room of each patient being cared for by the 

team. The house officer or student who had primary 
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responsibility for each patient made a brief presentation of 

the patient's status; frequently the Chief Resident would 

quiz the students and the house officers regarding an issue 

related to the patient's illness. The team members 

discussed the pros and cons of various diagnostic and 

therapeutic options, after which the Chief Resident assigned 

duties to the house officers to implement the plan of care. 

The team members then would go to the patient's bedside, 

sometimes for a perfunctory greeting, other times to look at 

the surgical wound, do a minor procedure or discuss the care 

plans with the patient. After each of the patients had been 

presented, the team went to the Radiology Department to 
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review any new radiographs that had recently been developed. 

The end of rounds was marked by the Chief Resident or 

another senior resident reviewing the house officers' and 

the students' assignments to assist in surgery and reviewing 

patient care activities that needed to be accomplished. 

Rounds usually were completed by 8:00 AM. 

After rounds two mornings each week all team members 

would travel to the medical school to attend either the 

Morbidity and Mortality Conference (Wednesday mornings) or 

Grand Rounds (Saturday mornings), which is a formal clinical 

presentation by a member of the Surgery faculty. On all 

other mornings, the team separated after rounds to go about 

their various chores. Students would go to the operating 

room to assist with the surgery of an assigned patients, or 

they would check the schedule posted outside the surgical 

suites to determine what procedures were being done that 

morning in which they might be interested. When the 

students were not in surgery, they used their time to update 

patients' charts, to help house officers with procedures at 

the patients' bedside, or to go to the call room to read and 

prepare for classes. 

Most afternoons were spent with scheduled activities. 

On Monday and Friday afternoons the students had classes-

either a core lecture or a patient management conference--

that ended at 5:00 PM. The students who were not on calIon 

a particular evening were excused from evening rounds and 
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were encouraged to leave the hospital immediately after 

class in order to protect their free time away from the 

hospital. The students participated in general surgery 

outpatient clinics on Tuesday and Thursday afternoons. The 

special rounds with the Clerkship Director were held on 

Wednesday afternoons. 

On the days when students were not in class, they 

returned to the wards to continue the activities of the 

morning, working on patient charts, helping the house 

officers with patient care procedures, checking on the 

progress of their patients or managing to squeeze in a 

little reading and study time. The concluding activity of 

those days when the students did not have classes was 

evening rounds. These were held around 6:00 PM, but could 

occur anytime from 6:00 to 10:30 PM if a patient care 

emergency delayed the Chief Resident. Following evening 
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rounds, all of the students, except the one who was 

scheduled to remain in the hospital on call, had completed 

their 13 to 18 hour work day. Responsibility to stay in the 

hospital on call overnight was rotated among the six 

students, and so each student was on-call every sixth night. 

The students' activities on their call night were similar to 

their day time activities when they were not in classes or 

conferences. 
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Dis-Orientation: The First Days of the Clerkship 

"You just have to do it" 

The students arrived for the first day of the General 

Surgery Clerkship and the first day of their clinical 

education eager to begin, but with some trepidation. The 

prospect of beginning the clinical years of their medical 

education was intimidating in itself; beginning the clinical 

years with the General Surgery Clerkship compounded their 

apprehension. This was an experience that promised to be 

demanding and tiring, if they believed the student 

grapevine. 

In casual conversations during the first days of the 

orientation, I asked several students why they had chosen 

the General Surgery Clerkship as their first clerkship. 

They offered a number of reasons; none intimated that they 

anticipated a rewarding learning experience: 

o The clerkship rotation schedule that started 

with General Surgery ended with c1erkships in 

specialties in which they were interested for 

residencies [and because they would have 

completed more of their clinical education 

when they took those c1erkships, they 

anticipated that they would perform better 

and get more positive evaluations to support 

their residency applications]; 



o This clerkship rotation schedule also allowed 

for some time off in the second rotation 

period; one student anticipated needing this 

time to study for a retake of the national 

board exams; 

o The most popular reason offered by several 

students was to "get it over with" or to "get 

the hardest one over with first." As one 

student commented, "I figured if I got it 

over with, the rest of the year had to get 

better." 

The grim resolve with which they began this clerkship 

was characterized by the response of one of the students 

when I asked if he was frightened by the prospect of 

starting this clerkship. He replied, "No, you just have to 

do it!" 

The student grapevine's warning that surgery was a 

difficult clerkship was corroborated by the Clerkship 

Director in his opening comments to the students on the 

first day of orientation: 

Welcome to the General Surgery Clerkship. I want 
to congratulate you on the wise decision to do 
surgery first. I am sure that fellow students 
have told you [that] you have made a serious 
error, but I think it prepares you better for the 
next year than any other experience. 

He went on to provide a general orientation to the learning 

expectations, activities and guidelines for the clerkship. 
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At the close of his presenta~ion he told the students that 

the clerkship year of medical school, the year of clinical 

"rotations" through the various clerkships, was different 

from the first two years: 

In your first two years of medical school things 
are very regimented, and you will find that this 
is not the case in rotations. You will find that 
it requires a lot of organization and 
efficiency ... The transition from the first two 
years of medical school to the clinical year is 
difficult, more so for some ... feel free to come to 
me if you have problems. 
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That a chasm of difference separates the basic science years 

and the clinical years became amply apparent to the students 

very soon. 

The first two days of the clerkship were devoted to 

various orientation activities conducted in classrooms and 

labs. In addition to general orientation sessions and core 

lecture sessions, the students participated in workshops 

designed to teach suturing skills and trauma skills, and how 

to make case presentations. 

The session designed to teach trauma skills, or life-

support skills, was more commonly referred to as the "dog 

lab". As mentioned in Chapter 3, I also participated in 

this learning experience with the students. We were taught 

to perform various life-support procedures using 

anesthetized greyhounds as patient surrogates. The students 

and I learned, among other procedures, to perform a 

tracheotomy, insert catheters into several different veins 
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and arteries, and to open the dog's chest and perform open 

heart massage. The dog lab was a seminal experience for 

several reasons. For most of the students, it was their 

first experience in performing invasive technical procedures 

on a living creature. The surgeon who taught this session 

introduced an additional sense of the congruity of this 

learning situation with performing life-saving procedures in 

the future (as well as introducing additional stress) by 

urging us to "Hurry, your patient's going to die!" This 

experience communicated the value of technical procedures 

performed competently and introduced us to the gratification 

and sense of competence derived from successfully performing 

a technical procedure well. As one student commented when 

reflecting on the dog lab experience, "I didn't enjoy dog 

lab, but I was feeling successful." 

Perhaps most important, the experience laid the 

foundation for a growing camaraderie among these students. 

We were divided into pairs for each procedure. In the quiet 

intensity of the lab while everyone was attempting a new 

procedure, I heard (and offered) whispered encouragements to 

partners ("e'mon, you can do it!") and offers of assistance 

to hold an instrument or help with tying off a bleeding 

vein. When we gathered into one group to get instruction in 

a new procedure, we offered each other weak smiles of 

support and understanding. The final procedure was to open 

the chest cavity of each of the four dogs in order to 
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perform open heart massage. The entire group observed as 

the students selected to open the dogs' chest cavities 

endeavored to perform this procedure as swiftly as possible. 

When the fourth student performed the procedure in record 

time, we all cheered and applauded her success. The dog lab 

experience contained the seeds of value for technical 

competence and camaraderie in the face of stressful 

situations that developed more fully as they faced 

additional challenges during the clerkship. 

The third day marked the final day of orientation--the 

first time the students participated in patient care 

activities at their training sites. The students reported 

to the FMC in the afternoon following morning conferences 

and lectures held at the medical school. They met with the 

Clerkship Director for a brief orientation to the FMC. The 

remainder of the afternoon was devoted to sessions orienting 

the students to the FMC operating room and its procedures, 

during which they were taught the procedures of sterile 

technique and how to "scrub" and "gown and glove" in 

preparation for assisting in surgery, and to a session 

orienting them to the surgical intensive care unit (SlCU). 

Just as the dog lab experience was a precursor to some 

of the values the students would later develop, the 

orientation to the SlCU was a precursor of the learning 

dilemmas with which the students would soon become familiar. 

The session was provided by the critical care nurse who 
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recently had resigned from the SICU to accept a position as 

Clerkship Coordinator of the General Surgery Clerkship. The 

students gathered around the bed in one of the empty 

cubicles while the Clerkship Coordinator provided 

instruction on, among other things, maintaining patient 

charts; the various procedures employed in the SICU; the 

location of supplies in the SICU; and how to read the 

bedside electronic monitors that displayed blood pressure, 

cardiac output and other measurements of the patients' 

functional status. The students stood around the bed 

clutching their notebooks and backpacks, listening to all of 

this important information, yet unable to record it because 

their hands were not free. Although they had been shown the 

call room earlier, they had opted not to leave their 

possessions there because of the lack of security it 

offered. The frustration of trying to retain useful 

information without the ability to record it for later 

reference was apparent in the expressions on the students' 

faces as they struggled to write down some of this 

information. This first instance of not having available 

the appropriate learning technologies to retain useful 

information would be repeated every day of the clerkship. 

The orientation to the SICU produced another learning 

dilemma that would be faced often in the clerkship--the 

instructor presuming knowledge and understanding that the 

students did not possess. The Clerkship Coordinator had 
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discussed for several minutes where the "AMBU bags" (an 

acronym for Assisted Mechanical Breathing Unit) were located 

and the importance of taking one with you when transporting 

a patient to another area of the hospital before one student 

had the courage to ask what an AMBU bag was. This 

experience of needing more direction and information than 

was offered was to be a common experience for the students. 

Many times every day the students were confronted with 

situations in which important information was made available 

to them only if they asked for help or clarification. For 

perhaps the first time in their formal education, personal 

initiative was critical to obtaining even basic information. 

The degree to which students came to exercise this 

initiative is discussed more fully later in this chapter and 

in the following chapter. 

Freak-out Time 

The SICU orientation ended shortly after 5:00 PM. The 

students met the house officers at 6:00 PM to participate in 

their first evening rounds. 

beginning of the clerkship. 

This activity marked the true 

The team moved from room to 

room discussing the status of each patient being cared for 

by the team. The senior resident who led rounds that 

evening quizzed the students about the diseases being 

discussed and strongly recommended that they review a 

standard surgery text that evening to prepare for rounds the 
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next morning. When rounds ended at about 8:30 PM each 

student had been assigned at least one patient to present at 

rounds early the next morning. The house officers returned 

to their work, leaving the students to contemplate how to 

tackle their night's assignments. 

These field notes indicate the students' sense of 

abandonment and confusion that evening as they discussed 

what they should do next: 

Then he [Dr. R.] left, wishing them luck and 
leaving the students and me standing in the 
hallway. We went into the call room. All the 
students seemed dejected ... we sat on the beds and 
on the floor and in flat voices the students 
commiserated with each other, saying, "I didn't 
expect to stay this long; I thought I would go 
home on time tonight." "I don't have any idea 
what we are doing." "Are we supposed to see our 
patients?" "Are we really supposed to have all 
that read and prepared for tomorrow?" "I don't 
have the slightest idea what I am supposed to do." 
Finally, someone suggested that they all should go 
read the charts of the patients they were just 
assigned, and they slowly left the call room to go 
to the wards. 

They spent the next few hours reviewing patient charts 

and trying to gather the information they guessed they might 

need to be able to present their assigned patients on rounds 

the next morning. This excerpt from my field notes 

describes these first hours of the clerkship experience for 

two of the students. Their sense of being overwhelmed by 

the amount to be learned and their early reliance on their 

peers for help and support are evident in this excerpt. 

I stayed with Jane. She went to the 2 South 
nurses' station, and looked in the rack for the 



chart of the patient she was assigned. Very 
timidly, she took it out and then told the 
clerk/nurse at the desk that she was going to look 
at it. The person asked her if she was a new 
medical student, smiled, and told her "Okay." She 
sat down and started reviewing the chart, flipping 
back and forth, clearly not knowing where to find 
information. While she did this, she muttered to 
herself, "What does that mean? [referring to a 
symbol in the chart] .... Well, I'll just write down 
all the unknowns." "Clear to auscultation! 
That's what that [referring to an abbreviation in 
the chart] means!" "I wonder where this 
[laboratory value] is recorded .... maybe on his 
chart at the end of the bed." "They tell you one 
thing and then someone else tells you another. 
That's the worst thing about all this--the 
unknown." 

Occasionally, Jane would pullout her copy of The 
Book [a manual that was written by the previous 
classes of medical students providing tips about 
the clerkships] to look up something. Once she 
said, referring to the information provided in The 
Book, "How come they make this seem so easy--all 
on one page!" 

Robert came in and sat next to Jane, doing the 
same things, and muttering, "Well, we'll have to 
make a lot of mistakes [on rounds] tomorrow." 
"It's [reading the chart] like deciphering code." 
"Do we really need to write down all of this?" 
"I'd just like to learn how to read this stuff." 
"Looks like I won't be sleeping too much tonight." 
"I was just thinking, what did we get ourselves 
into?" 

At one point, Jane got up and went into the 
medications room to look at the medications chart 
[1 don't recall how she knew to do this]. She 
came back out and asked one of the nurses to 
explain it to her, and they both returned to the 
room. Jane seemed to be very grateful, thanking 
the nurse for her help. Then she went back to the 
desk, and asked Robert if he would like her to 
show him how to read the medications chart, and 
they both went into the room. [1 also remember 
that earlier when they both were in the SICU, Jane 
was trying to explain how to read the monitors 
saying, "This is like the blind leading the 
blind."] 
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These first hours were difficult for these students. 

Late in the evening of this first time in the hospital, one 

of the students confided in me: 

I had a really down moment when I started to read 
the chart and thought, "What am I doing?" I could 
have cried, but thought, "No, I won't start that!" 

This experience represented an initiation into the 

clerkship and the third year. It signaled an abrupt change 

in their educational lives and the way in which learning 

would hereafter be accomplished. This experience was, for 

some of the students, the first substantial challenge to 

their aspiration to be physicians--the first time they 

wondered if the professional goal was worth the difficulty 

of the educational process. Reflecting on how he felt 

during this first day in the hospital, one of the students 

characterized these feelings of misgiving. 

That first day was just freak-out time, you know. 
We had all these things to do, and no time to do 
it. I was really overwhelmed that first day. The 
first time that I thought to myself, "Man, what 
did I ever get myself into?" ... Well, the first day 
on the ward I was ready to quit. That was, I 
think, the overwhelming feeling that everybody 
had. 

These feelings were echoed by another student whose 
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first-day experience also included remaining in the hospital 

all night on call. Her sense of separation from familiar 

settings and familiar activities was even more acute than 

that of the other students. In the following quote, she 

rather graphically describes the sudden break with things 



familiar that seemed to characterize these first-day 

experiences. 

I described it [the first days of the clerkship] 
as a nightmare to the people I've talked to, at 
least the first two days ... mostly because I don't 
think I work real well ... not knowing what I'm 
supposed to do ... We had this wonderful 
orientation, real slow, laid back, got everything 
done--you're keeping up with your reading, and 
then ... boom, you're dropped on the wards with two 
patients, one of them an ICU patient and you have 
no clue what's going on! But I think part of 
that, too, is having call the first night. That 
wasn't a hard call or anything, but it just made 
me tired and it was like ... I didn't leave here! 
And that's the first experience I've had of 
staying some place that long for one time and I 
found that when I went horne the next night ... you 
do, you feel like you've been away or something. 
Like you've entered another world. So all of 
that, I guess, was disorienting and I think that 
was the biggest thing. 

These experiences were profound changes from the 

learning situations of the past. With these experiences, 

the students embarked on their first clerkship--an 

orientation that proved to be a little disorienting. 

An Internment Camp 

Early in the, clerkship, the students reached an 
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unpleasant realization: the demands and expectations of the 

clinical training program had usurped control of their time. 

The long hours in the hospital and the required attendance 

were very different from previous learning situations. 

While the first two years of medical school were demanding, 

they now realized just how much freedom they had enjoyed. 

In the first two years they could choose to attend class or 
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not. Evenings and weekends were free to use as they wished. 

There was enough time to study, tend to personal matters and 

pursue avocations. Everything was different now. They 

arrived at the hospital before sun-up and, on most days, 

left so late that it allowed them time only to eat dinner 

and go to sleep. Life simply was no longer normal. As one 

student commented: 

I've not been horne before 11:00 pm. My plants are 
dying. I even had to give away my dog so someone 
else could take care of him. 

The first days in the clerkship were particularly 

frustrating for the students as they started to cope with 

the impact of the clerkship schedule and expectations on 

their lives. The two years of basic science education had 

seemed quite rigorous and demanding at the time. Now they 

discovered that this period of their training, which they 

had anticipated eagerly, came with some pretty severe 

drawbacks. The following quote elaborates on their sense of 

losing control of their lives. 

Interviewer: 
What would you do differently with the knowledge 
that you have now about your clerkship year? 

Student: 
I'd definitely appreciate the time that I had in 
the first two years a lot more ... rea1izing now 
that those two years were just nothing compared 
with now. It's just getting progressively worse. 
I thought second year was just horrid, but 
thinking back, you know, I had a lot of free time 
and I was pretty much able to do everything that I 
wanted to do ... you're pretty much like in a 
prison, because you have no control over your time 
anymore. For the first two years of school you 



pretty much ... can schedule whatever you want to 
do, basically. Even though you have classes, you 
can skip classes .... you're in control of your own 
schedule. Whereas, just suddenly third year, you 
just give all that up. And it's not a very good 
feeling. It's like you've been put in an 
internment camp or something. 

Adjusting to the time demands of the clerkship was 

especially difficult. The long hours, decreased sleeping 

time, loss of free time on the weekends and nights spent in 

the hospital on call all had an adverse impact on the 

students. They were tired. Often during late evening 

rounds the students would lean against the wall and close 

their eyes while another student or intern made a 

presentation. They fell asleep during classes and Grand 

Rounds. It was easy to identify the students who had been 

on call the night before because they were the students who 

arrived at morning rounds or morning lectures wearing 

"scrubs" (the loosely-fitting pants and top worn in the 

operating room and in the hospital during call nights) and 

slept during the presentations. All of the students were 

visibly tired. 

I stood around by Mr. B's cubicle in the SIGU 
waiting for rounds to begin; the students slowly 
congregated there. While we were waiting, I 
chatted with Chris. I asked her if she was on 
call tonight, to which she nodded, grimacing and 
saying, "You can tell how much I like it, can't 
you?" Bill [a fourth year student] leaned over to 
me and asked, "Do the new students look older to 
you?" I responded that they looked more tired; he 
vigorously nodded his agreement. 
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They perceived a loss of control over their lives both 

inside and outside the clinical education setting. In the 

hospital they felt acutely the weight of the demands on 

their time, the press of work to be done and learning to be 

accomplished. They felt almost guilty about taking a break. 

They frequently skipped lunch and dinner or grabbed a quick 

snack and ate it in the call room while trying to read or 

prepare for class. As one student put it, "I feel guilty 

about eating. You almost have to sneak away." They soon 

carne to a realization that they had to reassert some control 

in order to do the things that absolutely must be done. 

Rebecca, referring to the fact that she had left 
the hospital one day to go to the university to 
take care of some financial aid business said, 
"You have to make the time to get out; otherwise 
you'd be here forever!" 

The perceived loss of control also extended to their 

private lives. They were now experiencing what previously 

had been only a vaguely conceptualized scenario of their 

lives as professionals. Casual conversations frequently 

turned to maintaining a personal life away from the 

educational setting and projecting future strategies for 

integrating their professional and personal lives. The 

demands of being a physician on daily life became 

increasingly clear and central in their thoughts about their 

future. This excerpt from field notes recorded one Saturday 

morning is indicative of the students' concerns. 



Jane turned to me and Rebecca and asked if we 
wanted to get something to eat. We walked down 
the steps on the way to the cafeteria. We ran 
into Dr. C. [an Attending]. Jane said "Are you 
working on Saturday? I thought only students had 
to be here on Saturdays." Dr. C. responded that 
he is here every Saturday, that this is the only 
way to take care of your patients, to know what's 
going on with your patients. As we walked Jane 
and Rebecca talked about the demands of 
physicianhood, and about how difficult they 
thought it was going to be to integrate motherhood 
with their careers. We laughed about how a couple 
of short weeks ago they wouldn't have thought they 
could keep this kind of schedule, and now look at 
them. I assured them that they would figure out 
how to handle motherhood in the same way. 

For some of the students, these concerns about the 

demands of their chosen profession, which had only recently 

become clearer to them, were severe enough to prompt a 

reexamination of their professional goals. 

I was chatting with Dave. He said, "I don't even 
know if I want medicine. Maybe it's because I 
don't know much ... I thought I was interested in 
medicine ... I know one thing for sure, I'm not 
interested in surgery!" I asked, "Why not 
surgery?", to which he responded, "One big thing 
is the hours." 

The students started to weigh whether the benefits of 

the profession were worth suffering through the demands 

placed on them in training. This group of students knew 
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that the status of the physician in society had eroded; that 

the role for which they were training no longer was invested 

with unchallenged positive regard from the general 

population. Considering these realities, some of the 

students began to question if the demands and expectations 



of the training program were consonant with the reality of 

being a professional. 

Jane noted that she had figured out that they have 
67 hours per week to read, study, sleep, "live"-
and that that's not much for seven day's time. 
She commented, "People don't think of doctors as 
gods any more, so why should they try to act like 
them?" 

"I guess I'll survive" 

After a few days of the clerkship, the students had 

learned enough about the setting and its procedures to make 

their way. They knew how to obtain access to the computer 

for getting the results of laboratory tests; they had been 
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in surgery and scrubbed at least once; they had met a few of 

the nursing staff on the surgery wards; they had made their 

first presentation on rounds (and had lived through the 

experience). They were prepared to "survive" and make the 

best of the clerkship. 

So I guess I'll survive. I think I've come to the 
point that, yeah, I'm going to survive this six 
weeks. I wasn't so sure about that, and I wasn't 
sure I even wanted to continue this, but I'm 
trying to look forward and think "I'm going to 
learn a lot, and this is going to be good 
experience and ... the next ones will be even 
better. Each rotation will get better and I'll 
enjoy them more." So that's where I'm at. 

After a rocky beginning the students were ready to 

tackle the clerkship. They knew that this was going to be a 

learning experience vastly different from the first two 

years of medical school. They knew that being a clerkship 

student was not going to be easy. They had survived these 
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challenges to their aspirations to be physicians, and they 

felt strengthened by the experience. Perhaps most 

important, they had learned that they could rely on their 

fellow students for help and moral support. 

Bonds of Support 

The challenge that was presented to these students by 

their first experiences with the clinical learning 

environment reinforced bonds of support and camaraderie 

first formed in response to the challenge of the dog lab. 

Prior to beginning the General Surgery Clerkship together, 

this particular group of students shared only a classroom 

acquaintance. The students' sense that they were plunged 

into this new learning environment with a mandate to perform 

made friends of people who had been essentially strangers. 

Several days into the clerkship one of the students 

commented on the positive working relationship the students 

had developed and on their powerful motivation for getting 

along. 

So it's interesting to work with new people-
people I really hadn't spent much time with or 
talked to, you know, but seems like we're getting 
along real well. I haven't heard anybody 
complaining, anybody upset about anything. I 
don't think anybody's picking on anybody, or 
trying to take anything away from anybody. We're 
all too scared. 

Even early in the clerkship it was apparent that this 

students' assessment that they all were "getting along" was 

accurate. They offered assistance to one another, sharing 
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information and teaching each other, such as how to read the 

medications chart, how to use the addressograph machine, how 

to fill out order slips to accompany specimens to the 

laboratory, how to use the computer to retrieve lab test 

results, and where to obtain scrubs. The following excerpt 

from my field notes documents an interchange among three 

students on their third day in the hospital that indicates 

their comfort both with offering and requesting assistance 

from each other. 

Robert, Dave and Rebecca were sitting in the 
writing area of the nurse's station. The students 
worked on progress notes, looked up lab results, 
etc., and chatted with each other as they worked. 
Robert got up to leave and Rebecca looked up from 
her work and said, "Good luck tonight. I hope it 
all goes well." [This was going to be Robert's 
first night on call.] Dave said to Rebecca, 
"Rebecca, do you have to stick around?" and she 
responded, "I have to do my leU notes. That takes 
a while when you don't know what you're doing." 
Dave said, "I've not had an leu patient yet, so 
I'll have lots of help from you guys when I do." 
Rebecca said, "Yeah, that's fine. It's better 
than not knowing what to do." When Rebecca 
gathered up her things to leave, she asked, "Need 
any help, Dave?", to which he responded, "No, 
thanks." and we started to walk to the SIeU. 

Perhaps the most powerful display of camaraderie was 

the mutual commiserations during those first difficult days 

of the clerkship. For example, on the morning of their 

second day in the hospital, when they encountered the 

student who had taken the first call night, they all asked 

her how the night had been and what she had done. This 

expression of concern (and a little self-interest to get 
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information that might have eased their first call night) 

was repeated for several succeeding mornings as each student 

completed a night in the hospital on call. They listened 

attentively as each of their peers described their night, 

groaning when the student talked about a late-night 

emergency surgery and the phone ringing frequently in the 

call room, nodding in agreement and understanding to the 

student's proclamation of exhaustion, and congratulating the 

student when reporting on a procedure successfully 

performed. 

This sense of camaraderie, which had its foundation in 

their early clerkship experiences, was evident throughout 

the clerkship. It was expressed by their quietly listening 

to each other's presentation of their patients on rounds, 

smiling to celebrate with their peer when the Chief Resident 

or Attending complimented their presentation, and never 

competing to answer a question. I noticed that when one of 

the students seemed to be faltering during a presentation, 

struggling for the right words, the other students looked 

away as if to relieve some of the pressure of observers and 

to help the student regain some composure. There was an 

absence of competitiveness even in the clinic where the 

students had to secure the Attending's time and attention, 

which was in much demand to hear the presentations of 

several students and house officers. They each deferred to 
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the one who had been waiting longest or who had a patient in 

extreme distress. 

This camaraderie extended to their comfortable sharing 

of both good and bad experiences with each other, confident 

that the reaction of their peers would be supportive. One 

episode illustrates this trust that seemed to develop among 

the students. While on rounds one morning, several students 

witnessed another student who was on rounds with a different 

team being severely chastised by an Attending. The students 

rolled their eyes and grimaced, communicating to each other 

their disapproval of the Attending's behavior. As they 

walked to the next patient's room, they discussed how 

inappropriate and unfair they felt the Attending had been to 

their friend. Later in the morning the student who had been 

the recipient of the Attending's wrath approached several of 

the students saying, "You should have been there this 

morning--I really got hosed!" It was clear that the 

students were disdainful of the Attending's behavior and 

supportive of their fellow student, and that the student was 

not reticent to share this unfortunate experience with his 

peers, secure in the knowledge that they would agree that 

the Attending was in the wrong. 

The call room frequently served as the site for 

respite--a place where the students could share their 

experiences of the day and receive support and understanding 

from their peers. The camaraderie enjoyed while 



commiserating with their peers was important to their sense 

of belonging and provided security in that they were not 

alone in this difficult experience. Two of the students' 

comments expressed this feeling well. 

Student 1: 
It seems like everybody's had frustrations and 
stuff through the whole time. We come in here 
[the call room] like "Look what happened to me 
today," complaining and moaning to everyone else. 
It's like, "Yeah, it happened to me too." 

Student 2: 
I think knowing that the other people on our team, 
you know, my classmates, feel pretty much the same 
way. I think that helped a lot to identify that I 
wasn't the only one that's feeling like I have no 
idea what I'm doing ... 
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Mutual support among the students also was expressed in 

their concerns about the quality of each other's clinical 

experience. The students frequently traded patients, 

deferring to another student's desire to participate in a 

particular surgery or to care for a particular patient in 

order to balance their clinical experience, or to work with 

a particular surgeon. The students called each other over 

to see or hear an interesting physical finding in one of 

their patients. They traded patients in order to help each 

other meet the clerkship requirements of completing a 

certain number of patient write-ups. 

Students also expressed support and camaraderie by 

offering each other advice about how to handle a particular 

Attending whom they felt to be unreasonable in his treatment 

of the medical students. In the following excerpt one 



student was preparing another student for the experience of 

dealing with this Attending. 

Bill, who would be going to his first clinic the 
next day, asked Sarah how [the clinic] was. For 
several minutes, she gave Bill tips about the 
clinic and about working with Dr. U. saying, "If 
you are going to present to Dr. U., just guess if 
you don't know something. Don't ever say "I don't 
know" to Dr. U ... ", and so on. When Jane came in 
the room, Sarah told her that she was giving Bill 
tips about the clinic, saying "He's going to 
shine. I've given him all the pimp questions." 

The term "pimp questions" referred to the type of 

questioning by superiors over information the students 

considered arcane. The students spoke of being "pimped" 

(for instance, while on rounds) when they perceived their 

superior to be more interested in embarrassing them than in 

teaching them. This sort of student collusion was employed 

infrequently by the students, and only to help them deal 

with the one or two superiors who were perceived by the 

students to be difficult and rude. Although sharing tips 

for handling difficult superiors could be construed as a 

mark of rebellion against authority figures, it was 

essentially a way that the students could help and support 

their classmates. These tips were communicated without 

malice and in a tone that implied simply, "Here are some 

tips to help you deal with this difficult person." 

Student Perspectives on Learning 

It was clear that the clerkships were going to be a 

different type of educational experience for the students. 
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The Clerkship Director had commented on these differences 

during the orientation. House officers reinforced his 

message, as did this third-year resident in his comments 

over dinner one evening: 

Dave got his food in the cafeteria line while I 
waited at the table. Shortly after he started to 
eat, Dr. S. joined us at our table ... Dr. S. turned 
to me and asked, "So what are you observing?" I 
replied, "That this is a difficult environment to 
learn in." Dr. S. agreed, saying, "Yes, before, 
it's all laid out for you in books; now you have 
to learn it by osmosis." 
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The students also recognized that personal initiative played 

a larger role in determining the quality of their learning 

experience than it had during the first two years of medical 

school. Although some of the students professed to be 

comfortable with this new way of learning, even to prefer it 

to their earlier learning experiences because it more 

closely resembled a work situation, others retained some 

misgivings, as indicated in the following quotes: 

Student 1: 
When you work, go out on a job, nobody's going to 
hold your hand and do it. It's basically like 
this [clinical learning experience]. That's the 
part I like about it--it's actually work! And 
I've worked all through college .... It's always 
been the main emphasis for me, is work. I'd 
rather do that than sit and study. 

Student 2: 
I think it's going to be teach yourself a lot of 
it. Which is okay, except we've been hand-fed for 
two years pretty much. So it's a change, it's 
back to ... look things up yourself, go to the 
library, and start learning about your patients. 
So it's a little different. 



Student 3: 
You basically have to learn, you know, from just 
asking. And no one tells you what are the 
important, basic things that you have to know. 
You just have to kind of ... know from experience, I 
guess. And that wasn't a good feeling, 
because ... it's good to be told what the general 
basic things are initially, before you start off 
with something. Even if you forget them, at 
least ... to have been told initially, I think would 
have helped a lot, instead of just figuring things 
out. 

The students understood soon after beginning the 

clerkship that they must enlist the assistance of those 

around them who were more knowledgeable. They learned 

quickly that information would not perforce be provided to 

them, that they must take an active role in obtaining the 

information they needed. Some students were comfortable 

with this situation, others less so. Every student faced 
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the challenge of overcoming timidity in asking questions and 

seeking help. Their progress in this endeavor is chronicled 

in both this chapter and the next chapter. 

Sense of Incompetence 

The first few days of the clerkship clarified for the 

students the requirements of this new type of learning 

experience. The first days of the clerkship also clarified 

the breadth of their ignorance. They began to realize that 

they had a great deal to learn in a number of domains before 

they could even be competent clerkship students. They 

needed to learn hospital procedure; the duties and hierarchy 

of the various hospital personnel; how to read the patients' 
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charts and make appropriate entries in their charts; the 

uses of all the patient care supplies; how to perform all of 

the bedside procedures; how to interact effectively with 

patients, supervising physicians, hospital staff members and 

peers; and how to behave while assisting in surgery. In 

addition, they were expected to learn some of the content of 

surgical clinical medicine. The list seemed endless and the 

task before them unconquerable. As one student commented 

during her first day in the hospital: 

I don't know how to handle beepers, whether charts 
can be taken from the bed, where bed 1 and 2 
are ... 00 I feel dumb, or what? 

The students' behaviors and actions during the first 

part of the clerkship also provided evidence of their 

confusion and lack of knowledge. I commented on these 

behaviors in a memo written about the students' third day in 

the hospital: 

The students' work is very disorganized at this 
time. They jump up and down from the writing desk 
in the nurse's stations, running to the patient's 
bedside to look at a monitor or read the bedside 
chart, returning to the writing area to make a 
notation, running back to the bedside to get 
another bit of information, and so on. They flip 
back and forth in the patient charts looking for 
some piece of information, clearly not knowing 
where to retrieve what they want. They call up 
the same information regarding a patient's lab 
test results a number of times. This certainly 
extends the amount of time it takes them to 
prepare for rounds. 
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As one student commented about arriving early in the morning 

to prepare for rounds, "No matter how early I get here I 

never seem to have enough time." 

The students' learning task was comprised of multiple 

levels of information and skills. The more elementary 

1evels--learning such things as hospital procedure, how to 

read patient charts, and how to use the computer--presented 

the students only a few problems. Such information was 

readily available from fellow students or from nursing 

staff, and in most cases the information or the skill was 

easy to learn. The students readily enlisted their peers' 

help. They also rapidly gained comfort asking nursing staff 

for assistance. Even on the first night in the hospital, 

the students asked nurses for assistance, albeit timidly. 

During the early days of the clerkship the students' concern 

for not angering these newly identified sources of help was 

evident: the students carefully returned patient charts to 

their proper place, retrieved all of their papers when 

leaving the writing area in the nurse's station, offered to 

move to allow free passage of the nursing staff, and thanked 

them sincerely for their help. These deferential behaviors 

diminished somewhat as the clerkship wore on and the 

students gained confidence and greater comfort in the 

hospital environment, although the students never seemed to 

succumb to the expressions of rudeness and exasperation with 



130 

members of the nursing staff. that were occasionally modeled 

by the house officers. 

Access to the higher levels of information and skills 

and to information controlled by the physician staff 

(Attendings and house officers) was less easily secured. 

The students discovered that the information they needed to 

function in this setting frequently was not forthcoming. 

Their primary sources for this type of information, the 

house officers, often did not volunteer information. As one 

house officer commented, "Sometimes I forget that we have 

new students here." 

Early in the clerkship, I seldom observed the students 

requesting help or information from the house officers, 

although they eagerly accepted offers of specific 

information, teaching and assistance. They infrequently 

asked questions during rounds, even on the occasions when 

the Chief Resident asked for questions. Several students 

explained this behavior by observing that they did not ask 

because they did not know what to ask. Students' comments 

contained in my field notes illustrate this interpretation. 

But if they [the house officers] would volunteer 
more on explaining ... things, I think it would 
stick a little better. Because a lot of times you 
just go around with them and they kinda make some 
decision and you really don't know why they have 
made those decisions on doing things. 

While we were walking down the hall to the next 
patient's room, Jane whispered to me, "I listen, 
but I don't know to what. I think [while 
listening to a presentation], "That's nice." 



I asked Chris if she learned anything on rounds. 
She said, "Some, but not always. Mostly I learn 
the language. It takes so long to even understand 
what's going on." 

Jane was looking through the small spiral notebook 
she used to record information about her patients 
and said, "I'm not used to writing all these 
things down. I never know what to write down when 
they are telling us what to do for someone 
[referring to orders given during rounds for 
patient care]." I told her that this has been 
interesting to me--that I have noticed that 
sometimes the house officers write things down and 
sometimes not. She responded, "I know. I'm often 
not even sure of what they [the house officers] 
are talking about." 

The inaccessibility of this information was compounded 

by the students' reticence, particularly early in the 
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clerkship, to seek out house officers and enlist their help. 

The students' beliefs that the house officers were too busy 

to interrupt with questions, and their sense of intellectual 

distance from the house officers, constrained active 

solicitation of information from these important sources. 

These constraints are discussed more fully in Chapter 5. 

Gaining Competence and Confidence 

Learning successes, however minor, were important to 

the students' growing competence and confidence in the 

clinical education setting. Acquisition of any skill or bit 

of knowledge and understanding was a triumph, bringing 

satisfaction disproportionate to the actual contribution it 

made to their knowledge base, as is apparent from this 

student's comments: 



... using the computer, believe it or not, is a 
rush to me. I've learned how to use that, to some 
extent, and reading results, and pulling those up, 
is real neat. I like that .. I like writing them 
down and I've learned how to, you know, do their 
little notations. So that's been nice. I think 
what I've learned and what I'm using are my 
rushes. When I can actually go "Wow, I know how 
to do this." 

These learning successes were important to the 

students, especially in the first days of the clerkship. 

The positive feelings that the students experienced when 

they discovered that they were capable and could learn in 

this new and often overwhelming environment contributed 

greatly to their confidence; being able to actually do 

something was an important enabling experience, as the 

following students' comments, recorded in field notes, 

indicate: 

While Jane was reading [the patient's chart], she 
turned to one of the interns, who was standing 
near by working on a chart, and asked, "What's FS? 
Finger stick?", to which he nodded affirmatively, 
and Jane said, "Good, I'm learning something!" 

[Dr. R. is guiding Chris in performance of a 
bedside procedure.] I stood away from the bed and 
the curtain partially obstructed my view. I could 
hear Dr. R. giving Chris instructions. When they 
walked out, I asked Chris how it went. She 
responded, "Okay. That was pretty easy ... That's 
at least one thing I know how to do!" 

Jane asked the laboratory technician if she had 
filled out the order form correctly. When she 
said, "Yes", Jane exclaimed, "Alright! My 
learning curve just shot up!" 

As their comfort in the setting grew and as they 

experienced learning successes, they gained the confidence 
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necessary to test new skills and gained the potential for 

more learning successes. In the last few weeks of the 

clerkship I observed students displaying a new sense of 

confidence. For instance, they would greet their patient 

first during rounds, a mark of authority usually exercised 

by the Chief Resident or a senior house officer, or approach 

the patient first to check a wound site or perform some 

element of a physical exam. Students more frequently 

offered suggestions for patient care and questioned the 

suggestions made by the house officers. They were less 

reticent to seek information from Attendings and other 

physicians and, for example, asked radiologists to help them 

understand an x-ray or pathology residents to explain their 

interpretations of a tissue sample. They were far less 

reluctant to request help and explanations from the house 

officers. 

Gaining an understanding of superiors' expectations of 

the students and being able to anticipate superiors' 

reactions and responses also were enabling factors that 

encouraged students to tryout their developing skills. In 

the following quote, one of the students was reflecting on a 

presentation she gave on rounds earlier that morning . 

... 1 was proud of myself this morning, I have to 
be honest with you ... it all came out and I was 
done, and I said to myself, "Gosh. darn--you know, 
that came out pretty good." You know, I just kind 
of ran along and said some things and ... it was a 
nice feeling. It was like I guess I'm finally 
starting to get a feel for how to just make this 



come out without stumbling over it. A lot of it, 
too, is just not feeling so uncomfortable with 
thinking you're going to get jumped on. 

Learning on the Run 
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The students' capacity for learning was hampered by the 

learning skills, habits and values that they brought with 

them to this new learning environment. Skills that had 

served the students well throughout their prior education 

were not as useful in this new setting; some of their 

learning habits could not be accommodated in this setting. 

The students were required by the press of the clinical 

learning environment to change longstanding learning 

practices, because this setting required different skills, 

different approaches and even a different technology for 

recording and retaining information. Much of the learning 

in the clinical setting was accomplished by participating in 

the activities of patient care: obtaining a history and 

performing a physical exam on newly admitted patients, 

assisting in surgery, presenting patients while on rounds 

and listening to the presentations of others, performing 

bedside procedures, ordering and interpreting diagnostic 

tests and caring for patients in the clinic. These were not 

the learning methods to which the students were accustomed. 

This learning was realized on the run. It was not 

quiet and planned. It was not continuous and orderly. It 

required that the students develop a new set of skills and 



techniques if they were to be successful. As students new 

to the clinical education setting, they struggled with the 

development of needed skills. 

Students lacked the strategies necessary for this type 

of learning. For example, they lacked the strategies and 

organization for recording and retaining important 

information provided on rounds, in the clinic treatment 

rooms and in the operating rooms. A memo written mid-

rotation identified this problem: 

I noticed again today that there is a lot of 
patient care information made available during 
rounds. Today Dr. F. provided good instruction 
regarding TPN [total parenteral nutrition] and the 
effect of the strength of the solution on 
patients. It struck me that none of the students 
recorded this information. They seem not to have 
the "technology" for recording it. Sometimes I've 
seen them write down data about their patients. 
But seldom have I seen the student write down more 
general information, or information about another 
patient that they might find useful in the future. 

A number of other explanations for this behavior are 
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plausible, and probably each made some contribution, such as 

not knowing what information is important and would be 

useful in the future, and performance anxiety that diverted 

their attention from the presentation being made while 

waiting to present their own patient. However, the absence 

of organization was identified by several students as one of 

their problems, and I observed students struggling with the 

development of charts and graphs and the use of different 

sorts of notebooks and paper holders throughout the 



clerkship, in an attempt to find a good way to document 

information. 

Jane and Dave both talked about how they have 
difficulty being organized for rounds. She was 
searching through her notes and her clipboard, 
trying to get things into order while she talked. 
She went on to say, "I have notes everywhere. I'm 
never organized; that's my biggest problem." 

As we walked down the hall, Chris was showing me a 
new flow chart that she had designed for recording 
patient data saying, "I'm doing everything I can 
to organize myself." 

There was little opportunity for the quiet study to 
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which they had become accustomed during their prior years of 

education. Study had to be relegated to the free moments 

between patient care duties. Because the students did not 

yet possess the facility for "spot" study, they had 

difficulty completing their study assignments--a fact that 

they found extremely frustrating considering the vast amount 

of learning they thought was essential. They did not have 

some of the skills they needed to be able to learn in the 

patient care setting: fitting brief periods of study into 

the quiet moments, leaving that period of study to tend to a 

patient care need, then returning to productive study. 

I don't know if I'm getting anything out of the 
reading. It's hard when you are trying to catch a 
little bit here and there--not like when you are 
in the library and you can just concentrate on it; 
someone [one of the house officers] is always 
saying, "C'mon, do this." 

They tried to create study time by bringing books into the 

clinic to read between patients or while waiting to present 



137 

one of their patients to the Attending. As the end-of-

clerkship exam approached, they became even more creative in 

finding study time. One student even brought a book into 

the operating room during a late night surgery that he was 

expected to observe, but in which he was not expected to 

assist. 

The demands of the clinical learning environment 

required other changes in the way the students studied and 

conducted their learning. Opportunities to rehearse their 

learning, such as those available in the first two years of 

medical school, were no longer feasible. This was a 

frightening proposition for one student . 

.. . it's really scary because during the first few 
years you can read stuff and go over it again and 
again ... I'm the kind of person who has to read it 
over at least twice ... just to get some information 
to stick in my head, and this rotation has not let 
me do that. You know, I'll be lucky if I get 
through it once. So I'm really afraid that I'll 
fail. So that's really scary. 

Students had to be willing to risk making mistakes. 

They had to demonstrate the level of their newly gained 

knowledge or skill in a public forum by writing progress 

notes in patients' charts and by presenting on rounds. 

Little opportunity or time was available to comprehend and 

practice these new-found skills before they were subjected 

to public critique. This situation was extremely 

frustrating to the students, especially when critique was 

offered in the presence of patients. 



Rebecca was having some trouble taking care of the 
paper work to schedule an ambulatory surgery. She 
was told to use one set of papers, which she did, 
and then showed them to Dr. R., who said that she 
was doing it wrong. She was getting increasingly 
frustrated as the time went by and she was still 
dealing with this issue. She commented to me, 
"Dr. R. is here telling me I did it all wrong. I 
felt like such a dope." Jane agreed with her 
saying, "It's just that you feel like such a fool 
in front of the patient." 

There was one thing that kinda made me upset--in 
the first clinic I went to .... to be outside and 
not so much to be yelled at, because I wasn't 
really yelled at, I wasn't really reprimanded or 
anything, but to kind of be told something that 
the patient can hear inside the room ... if you did 
this wrong or whatever, and ... theY're hearing-
they can hear everything that's going on in the 
halls ... I don't think that's right. 

Their frustration was compounded by their inability to 

evaluate their own learning in this new setting. Because 

the methods they had previously used to assess their 

learning progress were unavailable, they did not know 

whether this new type of learning effort was paying off. 

Student 1: 
And the lows have been ... not being able to study, 
feeling very unprepared, and ... feeling like I 
didn't learn enough. I don't know what I was 
supposed to learn ... and ... not knowing if you're 
doing the right things because there's nobody 
around to really tell you if you're doing the 
thing right. 

Student 2: 
The students aren't doing anything. But then 
again, maybe we are. Maybe it's just that we 
don't know that we've learned. It's a different 
kind of learning--we're used to reading the book, 
studying and then taking a test to tell us, 
supposedly, that we've learned something. Here we 
don't have anyone to test us. 
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Opportunity Costs 

Another factor contributed to the stress the students 

felt about their learning: the realization that in only two 

years' time they would graduate from medical school and 

begin their first year of postgraduate training as interns. 

Having now had the experience of working directly with 

interns, the students had some first-hand knowledge of the 

role and requirements of an intern. They now had a better 

sense of the breadth and depth of responsibility given 

interns for the care of patients. In thinking about being 

an intern, one of the students said, 

That's only a couple of years away--that's not 
that far. And that's kind of scary, thinking, "Am 
I going to learn enough to handle that?" ... But 
that seems so far away. But time-wise, it's 
close. It's like intelligence-wise, and 
experience-wise, it seems like forever. 

Another student echoed these misgivings, saying, 

The lows [during the clerkship] are ... lack of 
time. What else? The lack of time, the not 
knowing what you're doing, not knowing whether 
you'll ever know enough to be competent to help 
patients. 

With this frightening, imminent specter of having real 

responsibility for patient care in mind, the gravity of 

obtaining a quality clinical education was emphasized for 

the students. When they compared their level of skill and 

understanding to that of the interns with whom they worked, 

it was apparent to the students that they had a great deal 

to learn. 



In view of all they had to learn, they developed a 

learning perspective that they used to assess the value of 

the various learning experiences available to them. The 

premise of this perspective was that with so much to learn, 

the students could not afford to allocate learning time and 

energy to an activity that did not provide a significant 

learning reward--an informal opportunity cost calculation. 

A cornerstone of this perspective was that they needed 

to learn "the basics". One of the students defined "the 

basics" as: 

What's basic is, from what I understand it to be, 
a history and physical. Learning ... having the 
interview skills to conduct a proper interview and 
getting the most you can out of the patient with 
your questions. And presenting that in a cogent 
manner, in a database, which is the basics. And 
just doing the physical exam ... is part of the 
basics as well. That's essentially what the 
basics are. 

For other students, a definition of "the basics" was 

less clear. It was easier to define what they were not, 

which was anything esoteric, anything that occurred rarely, 
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anything that the students when anticipating future roles as 

generalist physicians would not expect to encounter with 

some degree of frequency in their daily practice. Employing 

this perspective, the students decided that they were not 

learning "the basics" when caring for critically ill 

patients in the Surgical Intensive Care Unit (SICU), whose 

care was very complex. More important, they perceived that 

the time required to care for SICU patients was time taken 



away from learning the fundamentals of surgical care. The 

following quote succinctly documented the students' 

sentiment regarding the learning opportunity represented by 

critically ill patients: 

It's stupid to give us leu patients--you're so 
busy worrying about reading the ... venti1ators, you 
don't have time to learn the regular stuff. 

Another target of this opportunity cost perspective on 

learning involved any repeated learning activity in which 

the student was relegated to a minimal role. Observing 

mUltiple instances of the same surgical procedure was 

considered a primary example of squandering vital learning 

resources, unless, of course, the student was actively 

involved in the surgical procedure. The following quotes 

are representative of this learning perspective. 

Student 1: 
We all talk about doing the same surgery over 
again, and over again. It's not very much of a 
learning experience, if you stand there and hold a 
retractor for an hour. That's not a real learning 
experience--for anyone! I challenge anyone to get 
a learning experience out of that ... 

Student 2: 
There's a point at which you're not going to learn 
as much from doing something that you've done 
before or you've watched before, or whatever the 
case may be ... 
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This learning perspective was frequently employed as a bench 

mark in students' negotiations of their learning 

experiences. Examples of the way in which this learning 

perspective was applied by the students are provided and 

discussed in greater detail in the next chapter. 
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Goal Tension 

A basic conflict between institutional goals and 

individual goals also shaped students' perspectives on their 

clinical education. The institutional imperative to provide 

patient care and the students' imperative to learn clinical 

medicine often were in conflict. The teaching hospital's 

primary institutional goal was to provide patient care 

services; its mission to support student learning was only a 

secondary priority. Similarly, the house officers, as the 

institutional agents who provided a substantial portion of 

its patient care services, frequently acted in ways designed 

to meet their patient care imperative and subordinated their 

missions in providing teaching services to medical students 

and tending to their own learning. 

This conflict between the students' goals and the house 

officers' goals created a fundamental impediment for student 

learning. For example, while the students tried to organize 

their work in a way that would best support their learning, 

the house officers' organized their own work to accomplish 

patient care. This divergence resulted in situations where 

the students felt their learning was hampered by the rush to 

provide patient care services. In the following comment, a 

student explains why she found the outpatient clinic 

experience to be so frustrating: 

... clinic is just so long. It's very 
frustrating ... knowing that they [the house 



officers] want you to hurry up, but if you hurry 
up, you're not going to learn anything. 
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An excerpt from my field notes also illustrates the conflict 

inherent in this situation. 

Jane was saying she would write something in the 
chart, and that she would try to do it completely, 
put more into the progress note than was 
absolutely necessary .so she would learn how to 
remember it ... and then one of the house officers 
would read the note and criticize her, saying, 
"Why did you put that in? It's not necessary. 
That took up 15 seconds of your time and when 
you're the intern you're going to value that, or 
learn that that's 15 seconds you can save." And 
Jane's response was, "But I'm not an intern." 

Another example of the impact of the conflict between 

students' learning goals and the house officers' patient 

care goals involved the students' need for supervision in 

performing bedside procedures. The students wanted the 

house officers to supervise them more closely to be certain 

that they were performing the procedure correctly; the house 

officers, under duress to get all the patient care work 

done, wanted to use the students as helpers. However, 

providing close supervision to the students added a burden 

on the house officers that was difficult to absorb 

considering the time demands of their patient care workload. 

The following quote, in which a student hypothetically 

addresses the house officers, illustrates these concerns. 

"Yes, I know how to draw blood or I know how to do 
this, but I'd really like you to be there just to 
make sure I don't do something horribly wrong." 
You [the students] want the responsibi1ity--you 
want somebody to give you things to do, but by the 
same token, you want them to check in or to make 



sure that you did it right. And that's tough 
because they want to use you to do things. 

The students found this situation enormously 

frustrating. They often believed that they had to 

compromise their learning in order to work effectively with 
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the house officers who were, after all, one of the students' 

primary sources for valuable instruction and information. 

Summary--Student Perspectives on Learning 

The stresses of learning for these beginning clinical 

students were profound. They were confronted with an almost 

inconceivable learning task--a task that would never again 

be as large because many of the things they learned in this 

first clinical experience would serve them for the remainder 

of their clinical education and most of their professional 

lives. Their learning goals conflicted with the patient 

care goals of the institution and the house officers with 

whom they worked so closely. They discovered that the 

clinical learning task was very different from the learning 

task in their previous educational experiences and that 

different learning skills were required to maximize their 

clinical learning experience. Their frustrations from not 

knowing how to learn most effectively, coupled with not 

knowing how to assess their learning, encouraged them to 

develop perspectives that could guide the negotiations of 

their learning. These stresses diminished in intensity as 

they learned their way around the hospital and started to 
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develop the clinical learning skills they needed. Perhaps 

most important to their stress reduction, however, was that 

they finally acquiesced to the fact that regardless of the 

quality of the clerkship or their learning skills and 

intellect, they could only learn a small fraction of the 

available information in the time allotted to the clerkship. 

The following quote is representative of this important and 

basic understanding. 

1 have to know everything. 1 mean 1 wanted to go 
in there and learn it all, walk out and say, "I 
know all of this now." But that's typical ... 
that's just the way I am and it doesn't work that 
way. And you can't possibly ... even if 1 read the 
book, just in six weeks ... 1 don't think I could 
have possibly gotten all of that information down. 
So 1 guess 1 learned the basics and that's what I 
have to understand, the basics are all you can 
possibly learn. 

Conclusion 

The students entered this new learning setting 

anticipating that it would be a trying experience. They 

sustained some powerful blows to their confidence and self 

esteem in confronting the breadth of their ignorance and the 

fear of failure. Nonetheless they survived, established 

gratifying relationships with their peers and others and 

learned a great deal about themselves, medicine and patient 

care. 

This first clerkship of their clinical education was 

particularly difficult. Never again would these students 

have so much to learn nor feel quite so incompetent. 
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Differences between the learning environment of their prior 

schooling and the clinical education environment made the 

students uneasy about their ability to handle the work. 

Most of them had not encountered this environment before, so 

they did not know how to ensure a positive outcome. 

They would never again have so little information as a 

resource from which to assess their capacity to succeed in 

medicine. They would never have to rely on such a coarse 

measure of success or on such basic perseverance motivation 

as that indicated in the quote that follows. 

I haven't done anything horribly stupid. I didn't 
kill anybody or anything. I've just seen so many 
of my classmates dropping like flies. It's 
scary ... I've gone too far to turn back. 

The students were pulled in divergent ways by multiple 

forces: the house officers who needed their help with ward 

work; the clerkship faculty who had expectations of their 

learning; and their own notions regarding positive learning 

experiences. They were trapped between doing what they 

perceived they needed to do to learn, guided by years of 

being a successful student, and the prevailing value of the 

organizational environment and their house officer 

supervisors to expeditiously meet patient care goals. 

Despite all these problems they persevered. In Chapter 

5, I argue that the students did not just passively suffer 

through this first clinical education experience. Rather, 



they sought to mold and shape the experience to conform to 

their image of a positive clinical learning experience. 
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CHAPTER 5 

FINDINGS: 
STUDENT NEGOTIATIONS 

Introduction 

Medical students based the negotiations of their 

learning on their own perceptions of the clinical setting as 

an environment for learning the content of medicine and 

patient care skills. In this chapter, the forms of 

negotiation that these students employed are discussed, as 

are the constraints placed on their negotiations. Student 

negotiations took three basic forms: the creation of new 

opportunities for learning, the manipulation of existing 

learning resources provided by the educational program, and 

interpretation of events and behaviors. The choices made by 

students as they negotiated their learning were determined 

by their assessment of the immediate clinical learning 

environment. Their ongoing negotiations sup~orted their 

basic perspectives, developed early in the clerkship, 

regarding their clinical learning environment. 

The Creation of Additional Learning Opportunities 

The students created additional learning opportunities 

beyond those mandated by the educational program. Many of 

these learning opportunities facilitated students' 

achievement of planned learning goals or enabled them to 

carry out their assigned patient care duties. Other 



opportunities were not directly related to the planned 

curriculum but addressed students' idiosyncratic interests. 

Students created many different types of learning 

opportunities for themselves and engaged various people to 

assist them in their learning, including peers, hospital 

staff, house officers and faculty physicians. Students 

worked together to prepare materials for their classes and 

taught each other procedures and techniques they had been 

taught earlier by someone else. The students asked nurses 
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to teach them how to change wound dressings; to explain 

hospital procedures and information contained in patient 

charts; to explain the protocol for collecting blood samples 

for complicated laboratory tests; and to review the care 

that had been provided long-term patients. They requested 

nursing staff in the surgical intensive care unit (SleU) to 

teach them to read the bedside electronic monitors that 

displayed blood pressure, cardiac output and other 

measurements of the patients' functional status and to 

explain the morass of tubing carrying fluids to and from 

critically ill patients. They sought laboratory technicians 

to explain the procedures for requesting various diagnostic 

tests and the parameters for interpreting test results. 

They enlisted physicians to instruct them in reading 

radiographs and to explain other diagnostic and therapeutic 

techniques. 
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The students asked house officers most frequently for 

information and for informal te~ching sessions. They often 

asked house officers for information related to assigned 

patient care duties, such as the rationale for patient care 

decisions made by the team. House officers were also 

persuaded to provide instruction in areas such as the 

management of patients on ventilators or in developing 

skills such as drawing arterial blood samples. One 

additional learning opportunity requested of the house 

officers was permission to work with them part of the day, 

observing and assisting with their patient care duties. 

This strategy for obtaining additional experience 

accomplished dual goals: to obtain instruction and to do it 

without hindering patient care activities. One student 

employed this strategy early in the clerkship experience and 

described the unexpected benefit of being perceived by the 

house officer .as having helped him. 

I spent that whole day following Dr. C. around ... 1 
finally just asked, "Do you mind if I just follow 
you around?", because it seemed like he was doing 
things that would interest me--that I could find 
out where to go to look at X-rays, that I could go 
look at them with him ... And I had fun that night, 
you know, I wrote pre-op notes on a couple of 
people that I didn't end up following. And it was 
just--1 really got to do a lot and learned a lot. 
You know, Dr. C .... thanked me for doing that, and 
it was like ... 1 didn't know I was doing something 
extra or whatever, and I didn't realize that they 
didn't expect me to do that ... and they didn't! 
They were just surprised, I think ... 
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Students also created learning experiences by 

volunteering to follow additional patients and by 

participating in the surgery of patients they were not 

assigned to follow. While in clinic, they would request 

permission to accompany one of the faculty physicians, house 

officers or a fellow student into the treatment room to 

observe a procedure that was about to performed. 

The additional learning experience most frequently 

sought was to perform or participate in the performance of 

bedside procedures such as drawing venous or arterial blood 

samples, starting intravenous drips, doing 

electrocardiograms, inserting and removing nasogastric (NG) 

tubes and removing drains that had been placed during 

surgery to facilitate wound healing. Another bedside 

procedure in which students assisted was thoracentesis, a 

procedure in which excess fluid is drained from the 

patient's chest. The students interpreted these activities 

as rewarding for several reasons. Perhaps the most 

fundamental reason was that learning by "doing" something 

offered a welcome change from the sedentary, book-oriented 

study that predominated the first two years of medical 

school and, for most of the students, all of their previous 

higher education. As one of the students succinctly stated, 

"1 like working, but 1 don't like studying!" 

This was their first clerkship, their first opportunity 

for patient care experience--the goal for which they 



tolerated the first years of their medical education. The 

lure of participating in procedures was so powerful that 

students soon realized that they had to exercise self-

discipline to attend to their study responsibilities. In 

the following quote, one of the students explicates the 

allure of performing procedures, attributing to these 

activities greater learning value than to passive study. 

I just like to be doing and I'm more excited or I 
always think I'll learn more by doing things than 
by just sitting and reading, and I have to stop 
myself because I won't take the time to sit down 
and read. Not that I don't want to--it has 
nothing to do with that at all--but, hey, they're 
doing this procedure or they're doing that 
procedure--I could do this and learn this, and 
somewhere I guess you draw the line. 

In the following statement, another student explained her 

reasons for selecting the active learning of participating 

in additional surgery. She was clear about her preference 

for this sort of participatory learning, regardless of the 

potentially negative impact of neglecting the more passive 

book work. 

I'd rather have seen the surgeries and learn it 
that way, even if I don't learn quite as much [as 
when] I sit down and read a book. I've done that 
for six years now. 

The value of doing procedures and gaining technical 

competence in their performance was reinforced by the house 

officers. Descriptions of surgeries in which they had 

participated and procedures they had performed frequently 

were the topic of their conversations with each other and 
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with the students, detailing the number of stitches they had 

placed and the techniques employed to accomplish the task. 

They expressed envy upon hearing one of their peers or a 

student describe participating in a particularly interesting 

procedure, or where a faculty physician had allowed them to 

actually perform the procedure. One of the house officers 

used a sort of baseball batting average abbreviation to 

report the number of procedures he had performed to date and 

his success in performing the procedures by saying, "I'm 1 

for 2 in A-lines" (referring to the insertion of a catheter 

into an artery). This figure of speech became a common 

method by which they and the students provided updates to 

each other on their experiences with procedures. 

The students considered doing procedures as one of the 

most gratifying types of experience available to them in 

this clerkship. In the face of the vast amount of knowledge 

and skills they had yet to learn, learning to do a procedure 

with some degree of skill provided reassurance that they 

were capable of learning and evidence that they had learned. 

It provided them positive feedback on their learning at a 

time when little feedback of any sort was available to them. 

Doing a procedure and doing it successfully was a benchmark 

of increased competence. They felt so incompetent in this 

new learning environment that, as one student put it, "It 

makes you feel good when you can do something." Almost all 

of the students responded to the question, "What were the 



good experiences, the 'highs', of the clerkship?" with 

remarkably similar answers. In the following three quotes, 

the sense of accomplishment that they derived from 

successfully performing procedures is evident. 

Student 1: 
I think the real highs are actually being able to 
do something. You know, like manual-type stuff, 
to be able to put down an NG tube or sew up an 
incision, like when I sewed up Mr. R.'s incision 
and then he came to clinic yesterday and I got to 
see how nice it looked, and all that. That was 
neat ... Learning how to draw blood. I was kind of 
scared that I wouldn't be able to, and now I'm a 
little bit better at it. 

Student 2: 
Probably both the people and the procedures, the 
hands-on stuff. You know, it really gives you a 
sense of reward when you stitch up something that 
looks good at the end .... 

Student 3: 
Oh, let's see. Doing any procedure, and getting 
it--that was a triumph. I mean, that was just the 
big positive. There was no question. Going to a 
surgery and feeling comfortable in there was a big 
triumph. And the same with the procedures ... Each 
time you did something, those were just 
wonderful ... feelings about that. 

The students developed strategies for getting the help 

they needed from the house officers and physician faculty 

and the additional learning experiences they wanted. 

Although the students were reticent to interrupt the house 

officers, who were normally busy with patient care 

activities, to request help, they discovered through 

observation and trial and error the most opportune times to 
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approach house officers. One of the students explained this 

strategy. 



And sometimes they do take time to explain certain 
things. Especially if they catch one of them like 
before rounds and ask them a question, sometimes 
they'll have time to ... explain it to you so you 
can ... if you catch them at the right time. 

The students also developed strategies for getting the 

experiences they wanted from other faculty and staff who 
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controlled patient care--the nursing staff and the physician 

faculty. The following excerpt from my field notes reports 

a conversation among the students in which one is sharing 

the strategies she discovered for getting to perform some of 

the procedures that need to be accomplished prior to 

surgery. 

The conversation turned to getting experience with 
doing procedures. One of the students suggested 
that if you go to surgery a half hour earlier, and 
if they [operating room nurses] are not in a bad 
mood, they'll let you insert the foley catheter. 
"Just ask them." She also noted that the 
anesthesiologist would let you "do stuff" if you 
were there a little early. 

Several students also created additional learning 

experiences by using some of their unscheduled time to visit 

with their assigned patients and other patients being cared 

for by the surgery team. In the afternoons or when the 

students were staying overnight in the hospital on call, the 

students went to the patients' bedside, asked them how they 

were doing and whether they needed anything with which the 

students could be helpful. These visits provided students 

additional opportunities to develop their interpersonal 

skills and to gain comfort with working with patients. 



156 

Occasionally the patients would ask a student to explain 

something specific about their care, thereby providing the 

student experience with this aspect of patient-physician 

communication. 

The students who allocated their free time in this 

manner were motivated by several purposes. This expression 

of caring for the patient was a substitute for the medical 

skills that students felt they did not yet possess. If they 

did not have the skills to attend to the patients' physical 

needs, they could at least tend to the patients' 

psychological and social needs. One of the students 

explained this in the following way: 

I go back in [to see the patient] even when 
they're off my service. It just gives me a sense 
of "I'm doing something." Since I really can't 
treat them very much, I can at least give them 
something--a "Hi, how you doing, what's going on?" 

The students also received sorely needed psychological 

compensation from this activity. In the following quote, 

the student explained why she chose to minister to patients 

instead of studying for the clerkship exam. 

I would rather go back and talk to 
It's a lot more fun than studying. 
makes you feel good because of the 
feedback from the patients. 

the patients. 
Something that 

positive 

Although visiting with patients during their free time 

allowed these students to make a contribution to patient 

care despite their relative lack of skills and provided an 

emotional pay-off for them in terms of "positive feedback" 
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from the patients, their primary motivation was to enact the 

role of the caring professional they hoped to become. These 

actions were consistent with other behaviors that 

illustrated concern and respect for the patients' dignity, 

as indicated by the following excerpts from my field notes: 

The students are critical of the house officers 
when they seemed to be insensitive. Jane told me 
that she thought the physicians seemed so callous 
when, for instance, they change Mr. E.'s bandages 
and they call everybody over to watch [which was 
perceived to hurt his pride] and that they do it 
in a way that seemed rough. She said that she 
tries to pat the patient's leg when she assists 
with the dressing change in an effort to offer 
some comfort to the patient. 

Talking about seeing patients in clinic Jane 
noted, "I always make sure ... to thank the patients 
for their time. Because I know it's just as 
precious as my time, you know." 

Rebecca told me that Dr. U. had made her so angry 
with the way he was treating Mr. S. on rounds last 
night, "as if he couldn't hear him make fun of 
him" and that it had so saddened her that she 
cried. 

Sometimes the students made these visits to compensate 

for interpersonal behavior by other members of the team that 

the student considered inappropriate. Students would assume 

responsibility for talking to the patient and expressing 

concern, because they thought the team members were too 

distant, or even insulting. 

Field Notes: 
I talked to Bill between lectures about how some 
of the team members had been teasing about the 
HIV+ patient who is currently on the service. He 
told me how nice Dr. C. had been to the patient 
and how he had made comments about how we should 
not be judgmental about lifestyle. Bill said he 



went back in to talk to the patient sometime 
during the day, telling the patient to be sure to 
let people know if they could do anything for him. 

One student developed a well-articulated role for 

herself in this setting that enabled her to express her 

values regarding patient care and the professional's role. 

She described this role in the following quote. 

The Attending could walk in and the Attending was 
the one that did the surgery and that did the big 
stuff, but then they'd leave, and leave the 
patient going with a million and one questions and 
that's something that I could go back and talk to 
the patient and get down on his level and explain 
things that he could understand and become like 
the patient's friend and sorta interpret--be the 
middle-man between the patient and Attending. 
Because I had time, so I'd go back and do that ... 

The students' creation of additional learning 

opportunities was important for a number of reasons. 

Through their selection and creation of specific learning 

activities, the students altered the educational program 

that had been planned for them. They entered a self-

appointed partnership with program planners by reallocating 

learning time and emphases among the various learning 

domains. The students thereby contributed to the program 

planners' decisions about the skills and abilities most 

important to develop and the clinical content areas that 
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should be explored in greater depth. The students' creation 

of learning opportunities was important for another reason. 

When they engaged the hospital staff, the house officers and 

the various attending physicians in providing instruction 
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and information, the teaching mission of the hospital was 

reinforced and extended. Through these teaching episodes, 

the institution's educational objectives became more closely 

aligned to the objective of providing quality patient care. 

Manipulation of the Planned Educational Program 

The students not only created additional learning 

experiences beyond those planned and mandated by the 

educational program planners, but they also actively managed 

and manipulated the planned program to meet their 

perceptions of needed educational experiences. The 

students' perspective on learning led them to believe they 

would benefit most by participating in a variety of 

activities. They questioned whether there was any 

educational benefit in, for example, observing or assisting 

with the same surgical procedure multiple times. They also 

valued the opportunity to "do" things--to actively 

participate in procedures and to develop their technical 

skills. These perspectives constituted the primary 

motivations for the most frequent forms of manipulation of 

their educational experience--the negotiation of assignments 

to assist or observe in surgery or to do patient history 

interviews and physical exams, and of patients, either to 

monitor or to care for in the outpatient clinic. 

The program planners' expectations provided some 

boundaries that constrained students' efforts to negotiate 



surgery assignments. They expected that the students would 

observe and assist in the surgery of the patients they had 

been assigned to follow. The second expectation was that, 

if at all possible, some student would be assigned to 

participate in the surgery of every patient being cared for 

by the general surgery team. Surgical procedures were 
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scheduled everyday for patients who were not assigned to any 

of the medical students; these were the patient assignments 

that the students traded. 

The students developed criteria by which preferred 

assignments were selected and negotiated among the students. 

These criteria guided the students in balancing their 

surgical experience. 

1. Select a surgical procedure that you had not yet 

observed or one with which you had the least 

experience. 

2. Select a surgical procedure that is unusual. 

3. Select a procedure being done by a surgeon who has 

a favorable reputation among the students and house 

officers as someone who enjoys teaching during 

surgery, will let the student actively participate 

in the surgery by letting the student assist house 

officers close the wound or assist with other 

techniques during surgery--doing anything more than 

holding a retractor (a L-shaped instrument used to 

expose the internal surgical site), the traditional 



job of the medical student in surgery and an arm

numbing exercise, and has a reputation for being 

even-tempered. 
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4. Weigh the anticipated length of the surgery against 

the competing demands for your time, such as the 

time needed to prepare for class or to study for 

the impending clerkship examination. 

5. Take into consideration how you are feeling that 

day. Are you too tired (many surgeries are 

physically demanding)? Do you feel ill? 

6. Consider not only your past experience and the 

experiences you want to round out your surgical 

education, but also those of your peers. 

Each of these criteria was weighted differentially 

based on each student's past experiences and predilections, 

and all criteria interacted with each other, so that the 

decision-making process often seemed quite complex. For 

example, the opportunity to participate in a seldom-seen 

procedure might not be inducement enough if the surgeon was 

someone who had previously made the student uncomfortable. 

Negotiation for assignments was most intensive at the 

close of morning rounds when a senior resident who assisted 

the Chief Resident with student issues checked to be sure 

that a student would attend each of the surgeries scheduled 

for that morning. As he asked the question, "Who's taking 

Mr. P.?", the students and the house officers conversed 



briefly in a manner depicted in the following excerpts from 

my field notes of several days, each of which indicates not 

only one or more of the criteria of negotiation, but also 

the mechanisms of the negotiation. 

Dr. R. refers to the half sheet of paper he uses 
to record patient information and asks the 
students who is going to follow which patient. (He 
often assumes this role of being sure everyone is 
clear about patient responsibilities.) The 
students are laughing a bit, saying "I've got the 
right upper quadrant pain", "I don't want a 
hernia!" referring to the patients for whom they 
will take responsibility. 

When dividing up the patient responsibilities for 
surgery, the students were saying things like, 
"I've already done three hernias, I'd rather do 
the leg." 

As everyone started to move away, signalling the 
end of rounds, Dr. R. asked, "Who's doing the 
cyst?" (meaning, who is going into surgery to 
remove a patient's cyst?). Several students and 
one of the house officers all said, in tones that 
seemed falsely sincere and enthusiastic, "Me, Me!" 
One of the students said, "I don't want it .... one 
of you guys ... " Another student said that he 
would take the case. 

As rounds ended, the students and the rest of the 
team members were talking about who was going to 
what surgery. Dr. R. asked, "Who worked up Mr. 
F.?" One of the students said she did, but that 
she probably shouldn't go to surgery because she 
felt like she had a cold. Two of the other 
students both wanted to go to a particular 
surgery, but one told the other that she should go 
because she hadn't worked with Dr. K. yet. One of 
the house officers commented to that student that 
Dr. K. was "good--he teaches and he'll let you 
close." 

The following quote by one of the students demonstrates the 

sort of weighing exercise that went into their decision-

making. 
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Unless it's really an interesting case that I've 
never seen before, that I really have wanted to 
see ... then I'd go ahead and do that ... If I'm 
really interested in that particular operation, 
I'd go see it. But if not, I'd just do the 
reading. 

The final criterion, to consider the needs of your 
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peers, was a powerful and persuasive element in the decision 

making. Students frequently encouraged one of their peers 

to take a case, although they wanted to see it, because they 

perceived an imbalance in their colleague's surgical 

experience. 

A similarly complex set of criteria guided their 

decisions regarding the assignment of patients for work-up 

(completing a history and physical exam and extensive write-

up of their findings) and to be followed (monitoring the 

patient's daily care and status, assisting house officers 

with maintenance of the patient's chart and taking 

responsibility to present the patient's status on rounds). 

Just as was the case in the negotiation for surgical 

experience, student volition in determining this type of 

patient assignment is constrained by the expectations of the 

educational program and general surgery service. Every 

patient upon admission to the general surgery service must 

receive a history and physical and must be followed, so some 

student or house officer must accept the assignment. If the 

patient was admitted at night, the decision of who worked up 

the patient was made among the smaller cohort of students 
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and house officers who were in the hospital that night on 

call. Finally, the students were required to turn in 

several complete write-ups for evaluation by the clerkship 

faculty; therefore, students had to accept some assignments 

in order to meet this requirement of the clerkship. 

Although these constraints limited the degrees of 

freedom for negotiation, each student had several 

opportunities to decide which patients they would follow. 

The criteria that the students employed to determine this 

patient care assignment, although briefer, were conceptually 

similar to those used to determine surgical assignments. 

These criteria were: 

1. Select a patient for whom the ratio of potential 

learning to the time that will be required to care 

for this patient is positive. Estimation of this 

ratio took into consideration the following 

perspectives on learning, which have been discussed 

in greater detail in the preceding chapter: 

a. You will learn more from a variety of patient 

experiences than from multiple experiences with 

the same types of patients. 

b. Critically ill patients offer learning value 

that is compromised by the amount of time 

required to follow the patients. Early in the 

clerkship, the students concluded that the 

learning value of caring for critical patients 
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was limited, a viewpoint altered later in the 

clerkship. Later in the clerkship period their 

greater fund of knowledge enabled them to 

better understand the intricacies of the care 

of these patients, and the students' level of 

comfort with these patients was greater. 

Although the estimation of learning value 

seemed to change during the course of the 

clerkship period, the estimation of time 

required to follow these patients remained more 

constant--following critically ill patients was 

highly time consuming. In recognition of this 

fact, the educational program limited each 

medical student to follow only one SICU patient 

at any time. 

2. Consider the learning ratio for the entire group of 

patients who you currently are following in order 

to balance your work load. 

3. Consider the types of patients for whom you have 

already submitted a write-up; try to enhance the 

variety. 

These were important decisions for the students. 

Unlike participating in surgery, which is a very time

limited activity, the decision to follow a patient 

significantly affected the quality and content of the 

student's entire experience in the general surgery 
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clerkship. Several patients stayed in the hospital and on 

the general surgery service for most of the clerkship 

period. This factor, in addition to the limitation imposed 

by the educational program that students should follow no 

more than six patients at a time, worked to limit the total 

experience available to the students. The following excerpt 

from my field notes recounts a conversation between two 

students about the advisability of a fellow student's 

volunteering to follow a very ill patient just admitted to 

the service. 
. 

I overheard a conversation between Robert and Bill 
during which Robert said that he thought Jane was 
going to take the very sick patient that was just 
admitted. Bill said, nOh, she'll be sorry!". 
Robert agreed, saying something about how they 
shouldn't take all those very sick patients 
because they take so long and there's only a 
limited amount of learning you can do. I've also 
heard another student say the same thing--that 
these patients take such a long time, and, in her 
words, "We just keep doing the same things to 
them, and I don't have an assessment each time." 

A final type of negotiation for a patient assignment 

was the type that took place in the outpatient clinic. The 

outpatient clinics were very busy, with the students and 

house staff caring for a large number of patients during 

each afternoon clinic. The patients were scheduled to an 

appointment time, but because the clinic always ran behind 

schedule, the appointment time only designated an order in 

which the patients should be seen. As with the other 



patient assignment decisions, a few factors constrained 

student negotiations: 
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1. The student or house officer who followed a patient 

or participated in the patient's surgery while he 

was in the hospital was expected to see the patient 

when he returned to clinic, 

2. Patients with the earliest appointment time should 

be seen by the next available care giver, and, 

3. Although poorly defined, some patients who were 

considered seriously ill should be seen by the 

attending or one of the senior residents. 

The students negotiated with the house officers to 

determine which patients they would see in the clinic. 

Given that two house officers or students were frequently 

available to see a patient at the same time, they would 

refer to the charts of the next two patients to be seen and 

briefly negotiate who would see whom. These negotiations 

were very overt. The students negotiated to balance their 

experience--to see a variety of types of patients and to 

gain experience with procedures that could be performed in 

the clinic. Sometimes the students negotiated with a peer 

or a house officer to trade off a patient with whom they 

expected to be uncomfortable. The students also frequently 

traded patients to balance the experience of a fellow 

student. 
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In each of these examples, the students actively 

negotiated with faculty, house officers and each other to 

determine the content of their learning experience while on 

the general surgery clerkship. Although in each situation 

some constraints were placed on the freedom students could 

exercise, they took advantage of the freedom allowed by the 

system. 

The students also employed other techniques for 

negotiating the kind and amount of work they did each day. 

The simplest was either to approach the house officers to 

volunteer to help with procedures and other ward work or to 

retire to the call room or some other place in the hospital 

where the house officers would not see them and ask for 

their help. This strategy was necessary on occasion when 

the students needed some time to prepare for class or for 

the end-of-clerkship examination. The negative side of 

employing this strategy was the toll on the students' self 

esteem extracted by the house officers who, upon entering 

the call room and finding the students there studying, 

teased the students about sloughing off. The frustration 

this caused the students is evident in the following excerpt 

from my field notes: 

Several of the students were sitting in the call 
room and everyone was reading a text or studying 
or chatting a little bit about the day's 
happenings. Someone made a remark about how the 
house officers will "probably come in here and 
yell at us for not doing anything". Steve agreed 



saying, "They come in here and make you feel 
guilty when you're just trying to read about your 
patient." 

Student Interpretation of Behavior and Events 

The students managed their education through 

manipulation of the learning resources provided by the 

planned educational program, through creation of additional 

learning opportunities and through their interpretation of 

events in the educational setting. These students were 

actively engaged in interpreting the properties of the 
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learning environment, including the methods used to evaluate 

their performance, the behaviors and comments of their 

superiors, and their own behavior and that of their peers. 

The students were especially active in interpreting the 

behavior of the house officers and the faculty in an effort 

to obtain feedback on their performance. Because praise was 

sparing, they came to interpret absence of criticism as a 

stamp of approval. One example of this type of 

interpretation is the method the students developed for 

discovering if they were adequately performing their role in 

maintaining the documentation in the patients' chart. While 

the students could write progress notes and other patient 

status information in the chart, the information was not 

considered authoritative and no action was taken until one 

of the house officers or faculty countersigned the students' 

entries. The following excerpt from field notes and 



comments made during an interview with one of the students 

indicates how the students learned to interpret the house 

officer's countersignature as a mark of approval, albeit a 

weak substitute for some direct instruction and critique of 

their work. 

Field Notes 
While the student worked on the patient's chart, 
he commented, "You never know how much to write-
whether it's enough. Dr. R. 's been signing off, 
so I guess they [the chart entries] are OK." 

Interviewer: 
Did you feel that you had enough feedback, enough 
that you knew what you needed to do next or how 
you needed to improve or whatever? 

Student: 
I think probably I don't need it that much. At 
the beginning, you know, just knowing that someone 
had just read my note and that I did it right 
would have been nice, I mean just even the first 
couple times, which I didn't really get. But, I'd 
come in the next day and it had been co-signed and 
nobody said anything to me, so I figured it was 
alright. 

The students also interpreted supervisors' behavior in 

order to rationalize that behavior and to determine if it 
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represented important feedback to the student. The students 

interpreted supervisors' behavior in a manner consistent 

with their underlying regard for the person or the group. 

Through interpretation, students provided plausible 

explanations for the adverse behavior of people who they 

essentially liked and of whom they wanted to think well. 

For example, it may be recalled that the students began 

their clerkship with house officers who a week later 
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"graduated" to the next level in their postgraduate training 

and moved to different clinical assignments. The students 

perceived that these house officers were not as helpful to 

them as they could have been or as the students needed them 

to be in the first days of their clinical experience. 

Regardless of this assessment, they liked the individuals 

and wanted to think well of them, so they interpreted the 

house officers' behavior as the result of "burn-out". This 

interpretation allowed the students to excuse the house 

officers' behavior and, perhaps more critical to the 

students' sense of self esteem, protected the students from 

feeling hurt by their behavior. This interpretation is 

evident in a student's reflections on the first difficult 

days of the clerkship. 

You know that [the feeling of loss of freedom] 
wasn't too good. Plus also just the foreign 
environment ... And the fact that the interns, you 
know, we had the old interns so they were kind of 
burnt out from everything, so the experience 
probably wasn't as pleasant as it could be if we 
had ... the new interns initially. And, you know, 
just the feeling that the old team weren't as 
concerned about ... your time ... that basically they 
were there [but] they really don't tell you what 
you're supposed to do ... 

As well, the students' positive interpretation of the 

house officers' behavior, even when they were unavailable to 

the students for teaching and guidance, clearly demonstrated 

the students' desire to think well of them. The students 

excused and forgave the house officers, both the first group 

with whom the students began their clerkship and those who 



worked with the students for the longer period of time, for 

their inaccessibility by attributing their behavior to the 

press of work and forces beyond their control. The 

following student quote emphasizes this notion that the 

house officers would be more helpful if only they could . 

.. . It's so hectic ... and there's just not time to 
sit down and really talk to somebody, or ask them 
questions because they're as tired and busy as, 
and more so than, you are. So there's just not 
that, I wouldn't say willingness, but they just 
can't really do it. 

The students also interpreted events to forgive 

themselves for personal behavior with which they were 

uncomfortable. The house officers and the students 

occasionally teased about their patients, while protecting 

patients from any knowledge of it. Although the students 

joined the house officers in this sort of teasing, the 

incongruity between this behavior and the image of the 
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humanistic physician that they aspired to be was not lost on 

the students. They needed to find a way to rationalize and 

excuse their own behavior, and did so by interpreting it as 

a necessary release for the stresses of clinical work and a 

prophylaxis against bitterness, as indicated in the 

following quote: 

I never thought I'd be laughing at people being 
sick and stuff, but you have to. If you get upset 
at every little thing that happens, you're going 
to be an awfully bitter person. 

A similar form of interpretation was employed by the 

students to forgive themselves when they did not perform up 
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to their self-imposed standards for providing compassionate 

and attentive care to the patients. It was disconcerting 

when they discovered that their behavior occasionally did 

not support their highest aspirations--when they were too 

tired to be caring or when they simply did not like some of 

the patients. These were difficult realizations to deal 

with, and challenged their self images as physicians 

developed in prior socialization fantasies and that they had 

anticipated enacting when they started to work with 

patients. The students interpreted their own behavior as 

understandable, considering the stresses and the time 

restrictions under which they worked . 

. . . you tend to short-change your time with the 
patients because you are on such a limited time 
schedule you really can't be real friendly ... I 
think it's [this behavior] kind of bad ... During 
the first two years ... we're all gung-ho ... we all 
get to see these [films] in c1asses ... I remember 
one clip that they showed us ... these interns, 
their lives and all that, and I was kind of like 
mad at one of the interns because she was saying 
that the patient doesn't know anything and didn't 
know any better ... and I was kind of mad at the 
intern because we were taught to be humanistic and 
everything, you know, to be a doctor, and here she 
is just saying nasty things about the patient. 
And then I find that we're all doing the same 
thing. It's just a vicious cycle, you know, you 
can get into. You really don't appreciate it 
until you actually get into the clinical 
situations with all the kind of stress that we go 
through, to realize that that is the way it is, 
and it's not that the interns are bad or any thing
-it's just ... the way people feel when they get 
into clinical experience. 

The students also developed techniques for nullifying 

criticisms of their performance by house officers and 
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attending physicians. This was accomplished by disparaging 

the source of the criticism. The following comments about a 

house officer and an attending physician with whom most of 

the students had negative experiences (usually episodes in 

which they were rude to the students or were perceived to 

unfairly criticize the students' performance in a public 

forum) demonstrate deflection of criticism by disparaging 

the source . 

... the only people I had problems with were Dr. E. 
and Dr. M. And with them I could just say, 
"That's the kind of person they are and I'll just 
stay away from them." 

... from then on I think I just decided that, you 
know, that this guy's an idiot and everybody else 
is nice so it must just be him, and take it for 
what it is. 

The students worried about how their performance would 

be evaluated by their supervisors. Having not had 

experience with the vagaries of performance evaluation in 

clerkship education, they were prey to the distressing 

stories about students who were evaluated negatively by a 

house officer or attending with whom the student had 

conflict. In an era when competition for positions in many 

residency programs can be fierce, the prospect of receiving 

poor clerkship evaluations can be very frightening. The 

students protectively interpreted anticipated negative 

evaluations as criticisms of a personality trait, 

unamendable to change and therefore inappropriate as a 

standard for performance evaluation. In the following 



quote, one of the students expressed this idea and 

illustrated the level of students' apprehension regarding 

performance evaluation. 

For all you know, these people could just think 
you're a total idiot. I mean, you don't 
know ... like Jim [a medical student] was 
saying ... he thought he was doing fine, except he 
was having a little bit of like personality 
conflicts with one of them [the house officers]. 
And when he read his evaluations, it was just 
horrible. It makes you wonder how they're going 
to evaluate you. I'm not as conscious of it day 
to day but sometimes I sit and think ... how are 
they going to evaluate me, what are they really 
going to think and just don't let it be too 
negative. Let it be at least average, but not 
negative. Because if something's negative ... if 
it's consistently negative,'you're in trouble. 
And then, how can they evaluate you on your 
personality? Some people are naturally more 
decisive than other people and that's just the way 
you are. And sometimes that's a big part of the 
evaluation. "Just not decisive enough," or 
whatever. I'm not going to change my whole 
personality just in the next six weeks just to 
suit them. But then you think, "Maybe I should," 
at least try, because maybe I won't be able to get 
the job I want, you know I hope not. It's kind 
of like you have to make a lot of compromises in 
your values sometimes. 

Most forms of interpretation employed by the students 

served the function of protecting their self esteem and 

sensitive egos during a critical time in their professional 

development. They entered the clinical education setting 

and discovered that their fund of knowledge was even more 
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frail than they suspected; that the patient care skills they 

learned in the first two years of medical school were often 

inappropriate in this setting; that the learning skills that 

had served them successfully throughout their education had 
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limited utility for clinical education; and that the role of 

the caring physician occasionally was difficult to enact. 

Through the active interpretation of their own behavior and 

the behavior of others the students attempted to shield 

themselves from forces that would only heighten their 

feelings of incompetence and inadequacy. During these early 

weeks of their clinical education, these interpretations of 

events and behaviors helped the students persevere. 

Constraints on Student Negotiations 

Although the students were active negotiators of their 

learning, the range of these acts of negotiation was 

constrained by several factors. Each of these factors 

played an important role in moderating the scope of student 

negotiations. 

Primary among these moderating forces were the 

structural characteristics of the learning environment--the 

planned organization of the training and the institutional 

imperative to provide responsible patient care services. 

The organizational context of their training exerted the 

most powerful force in moderating student negotiations of 

their education. The institutional imperative of providing 

patient care services and assuring the safety of the 

patients circumscribed student negotiations of their 

learning experiences in several ways: 
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o Assuming that effective systems for monitoring 

student activities were in place, students could 

successfully negotiate for participation only in the 

patient care activities for which their level of 

competence was deemed appropriate by educational 

program planners, institutional authorities and 

other superiors, and for which supervision was 

available; 

o Because every patient had to be served, student 

discretion to reject patient care responsibilities 

was limited by the availability of other patient 

care providers such as house officers to provide the 

services; and, 

o The amount of assistance and additional learning 

opportunities that could be offered to the students 

by hospital staff and house officers was constrained 

by the time and attention demands of their patient 

care responsibilities. 

These organizational requirements defined relatively 

explicit boundaries for student negotiations. 

The structure of the educational program also moderated 

student negotiations. The educational program enunciated a 

set of privileges from which the students selected in a form 

of negotiation of their learning activities. As discussed 

earlier, students could choose among many opportunities 

within the boundaries set by the patient care institution 
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and the educational program. Students had some latitude to 

choose the patients they would follow, the surgery in which 

they would participate and the patients they would see in 

the outpatient clinic; they were allowed to structure their 

unscheduled time as they saw fit; and they were free to 

approach any staff member, physician or house officer for 

help and information. The regularity with which they 

exercised these freedoms was their decision. In his 

orientation comments, recorded in my field notes, the 

General Surgery Clerkship Director empowered the students to 

be active negotiators: 

He encouraged the students to visit all surgeries, 
saying, "You're always welcome. You don't have to 
be specially invited. You're 100% welcome." He 
also emphasized that he wanted them to feel like 
"real team members ... important team members." 

Conversely, other structural characteristics of the 

educational program shaped student volition. A number of 

activities that were mandatory consumed most of the 

students' time. They were required to attend lectures, 

certain conferences, classes, clinics and morning and most 

evening rounds. They were expected to attend the surgery of 

patients who they were following. They were expected to 

include in the charts written progress notes on the status 

of their patients. These mandatory activities left a 

limited amount of free time for the students to fill as they 

wished. 



Two other structural characteristics of the education 

program narrowed student freedom to negotiate: the fact 

that the students were expected to prepare for classes and 

were required to participate in classes, and that their 

score on an end-of-clerkship examination was factored into 

their final grade for the clerkship. Despite students' 

preference for "doing" rather than studying, some time had 

to be allocated to preparing for class and the examination. 

The students clearly were cognizant of the constraints 

placed on their behavior by the examination, as the 

following quotes from interviews with two of the students 

indicate. 

Interviewer: 
Is there anything you would do differently with 
the experience that you now have in the clerkship? 

Student 1: 
I think as far as time, not trying to be on the 
ward as much, because when you're out there they 
[the house officers] try and use you as much as 
they can. That's not bad, because you learn 
skills and stuff, but then again you need to study 
to pass the final exam. 

Interviewer: 
Let me give you a hypothetical situation ... If you 
had a few hours and ... an option of either going to 
see a surgery or reading, [which would you 
choose?] 

Student 2: 
I think ... I would choose the reading. Unless it's 
really an interesting case that I'd never seen 
before, that I really have wanted to see, you 
know. Then I'd go ahead and do that ... But if not, 
I'd just do the reading. Because that really is 
the thing that makes or breaks you--you have to be 
able to pass the exams ... They say third year and 
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fourth year are basically clinical experience, but 
then you still have to pass all the exams to get 
qualified, whether you like it or not, so that's 
the important thing to do also. 

As the end of the clerkship approached, the imperative 

of a final examination exerted a more powerful force in 

students' time allocation decisions, as the following quote 

indicates: 

Like the last week I started feeling panic about 
studying, I would skip that [visiting with the 
patients]. I wouldn't go back and find the intern 
and do some scut work and I wouldn't go and talk 
to my patients. I would go and sit in the call 
room for an hour and study. 

Students' volition also was constrained by the 

behavior, beliefs and values of peers and supervisors. For 

example, when the students were deciding which surgery they 

would attend or which patient they would see in the clinic, 
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the negotiations depended on the acquiesence of their peers. 

If no one volunteered to take each patient or participate in 

each surgery, the students' freedom to negotiate was removed 

and the activity was assigned to someone to accomplish. The 

beliefs of supervising house officers regarding appropriate 

medical student roles and the way that students best learn 

to care for patients constituted important moderating 

factors to student negotiation. The following excerpt from 

my field notes provides a good example of the occasionally 

oppositional perspectives of students and house officers 

regarding the approaches to learning. One student (Bill) 

tried to protect another student (Robert) from a learning 



experience for which Bill thought he was not ready; the 

house officer (Dr. E.) countered with a learning philosophy 

that says one learns best by plunging into the learning, 

prepared or not. 

Dr. E. [a house officer] said somebody should 
"pick up" this new patient, and asked the students 
which of them did not have someone in the SICU. 
Then she said, "How about Robert?" Bill said, 
"You're not going to put Robert in the SICUI" 
Dr.E. responded, "He has to get his feet wet 
sometime." 

Student negotiation was constrained by the degree to which 

compromise could be reached between their own values and 

beliefs and those of their supervisors. 
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Ultimately, student negotiations of their own education 

and socialization were constrained by personal 

characteristics: the students' belief systems and values; 

their sense of competence and mastery; and their confidence, 

assertiveness and willingness to try and to either succeed 

or fail. These factors guided the students in their 

selection and creation of learning experiences and the way 

in which they carried out their work. 

The type of learning opportunities that the students 

created and the people who they selected to help them with 

their learning changed from the early to the later weeks of 

the clerkship as the students' comfort in the clerkship and 

confidence grew. During their first days in the clerkship, 

they most frequently requested help from each other and from 

various members of the hospital staff. The students were 



reticent to request special attention from the house 

officers, concerned that requests for additional learning 

assistance were intrusive into the patient care activities 

that kept the house officers so busy. The following quote 

illustrates how one student's perception that the house 

officers were too busy to help constrained her behavior and 

caused her significant frustration. 

You know, it's hard and everybody's so busy, so 
busy. They have so much work to do and you're 
afraid to bother them and you don't like to ask 
them and they don't really have time to explain it 
to you and that's real frustrating. And so much 
of the ... you're on your own, go to it. You're 
like "Wait, wait, wait--I need some instructions. 
I don't know what I'm doing." 

As the students' confidence grew, as they experienced 
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learning successes, they overcame their reticence to ask for 

help. They began to recognize that the best way to get the 

information they needed was by asking; as one student put 

it, "You feel like such an idiot by asking, but if you don't 

ask, who's gonna tell you?" Their comfort with asking for 

help was also enhanced by the realization that the students 

were not the only learners in the setting--that the house 

officers, and even the attendings, were still learners, made 

mistakes and got "yelled at". The students' changing 

perspectives are recorded in the following quotes from the 

interviews of two of the students: 

Student 1: 
I learn every day, but I just realize it's going 
to take a long time--because the interns get 



yelled at, just like we do--except they don't yell 
at them in front of us ... 

Interviewer: 
Have you been impressed that the interns know 
everything? 

Student 2: 
That they know everything? I thought they knew in 
the beginning, but now I realize that they 
don't ... I felt like before I should know and that 
was dumb, because I didn't know, so it made me 
ashamed to be asking. But now I realize that 
nobody knows and if you don't ask you'll never 
find out. So, you'd better start asking a few 
more questions and [I] found out that ... most of 
the time they'll answer them. 

These changing perceptions legitimated their role as 

students and sanctioned their requests for assistance from 

their supervisors. Indeed, they started to feel a sense of 

entitlement to assistance from house officers and attending 

physicians. This sense of entitlement is evident in the 

following quote, in which a student explains her reasoning 

for assertively asking for information from attending 

surgeons while participating in surgical procedures. 

I tended to ask, which I think surprised some of 
them ... Because my opinion was, "Okay, you're in 
there, you're operating. I have no idea what I'm 
looking at ... it will take you two seconds to point 
things out to me and, sure, I could go look in an 
anatomy book, but it's never the same"--and I just 
ask them. 

There were two additional artifacts of the students' 

increased confidence--one positive and a second that could 

be construed as negative. The students' willingness to ask 

for help benefited not only their learning but also patient 

care. As they gained the confidence to ask for help, they 
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also gained the self confidence necessary to refuse to 

perform procedures without the help they needed, as the 

following quote demonstrates: 

... being cautious and knowing what I'm capable of 
doing and, you know, when someone says "Here, go 
put in a central line", [I'll say] "No, I am 
really not comfortable with that yet. You do it 
and I'll watch, or else you stand here and walk me 
through it." I won't take on more responsibility 
than I think I can handle. 

And, as their confidence grew, they also began to challenge 

expectations for their behavior embedded in the educational 

program. As they began to feel more comfortable in the 
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clinical environment, they began to exercise volition in the 

techniques they used to accomplish their work. The 

distinction between the techniques that are appropriate for 

house officers and those that are appropriate for students 

became blurred--after all, the house officers were learners, 

too. A good example of this shift is offered by a student 

talking about adjusting the way in which she scrubbed for 

surgery. 

So I don't feel like ... intimidated [any longer]. 
I'm not ... compulsive about scrubbing for exactly 
ten minutes like I was before. Nobody does that. 
So it's not that you shouldn't, but it just 
doesn't have to be to the exact second. 

This example of a student altering specific program 

directions was a final example of the range of student 

negotiation. It represented another level of student 

negotiation: the student challenging the authority of the 



educational program, in effect indicating the emergence of 

an independent decision maker. 

Summary 
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These students developed perspectives on their clinical 

education that served to motivate and guide their acts of 

negotiation. They perceived the clinical learning 

environment to be challenging, complex and frequently too 

busy to easily accommodate to the needs of the students. 

They recognized the enormity of their learning task and of 

their own incompetence. They struggled with maintaining 

their self esteem in the face of these perceptions. 

These were the basic perceptions that prompted the 

students to negotiate their clinical learning environment 

and learning task. The students developed some relatively 

sophisticated protocols, based in their perception of the 

clinical learning environment, to assess the potential value 

of various clinical learning opportunities. They used these 

protocols to manipulate the educational resources they were 

given and to create additional learning opportunities in an 

attempt to maximize their learning benefit. As these 

students gained familiarity with the clinical education 

setting and confidence in their abilities, the range of 

activities that they were willing to negotiate broadened. 

Student negotiations became more creative and assertive as 



they experienced successes in the clinical education 

environment. 

Student volition was constrained by a number of 

factors. The structure of the educational program that 
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designated many of the students' activities and the 

institutional imperative to provide patient care services 

placed boundaries on the students' negotiation of their 

education. A primary constraint, however, was the student's 

own sense of comfort, competence and mastery in this new 

type of educational environment. Regardless of the 

constraints on students' negotiations, the difficulties 

presented the students by the clinical learning environment, 

and their own sense of incompetence, they were active 

participants in constructing the shape and context of their 

clinical medical education and professional socialization. 



CHAPTER 6 

CONCLUSION 

Introduction 

The findings of this study indicate that the students 

were active negotiators of the content and the conduct of 

their own professional education and professional 

socialization. Even in the face of overwhelming demands on 

their intellectual and emotional resources, the students 

expressed their individual and collective intent for their 

educational experience. 

The study findings were similar in many ways to those 

of earlier studies of professional socialization. However, 

some inconsistencies were discovered. Contributions to the 

literature on professional socialization and our 

understanding of this phenomenon are made through the 

explanation of these inconsistencies. 

A Review of the Findings 
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The students began the first clinical clerkship of 

their medical education anticipating that this would be a 

demanding and difficult experience and expecting to be 

challenged. The challenge they confronted on the first day 

of the clerkship was even greater than they could have 

anticipated based on information they had received from 

students who preceded them in their clinical education. The 

information from more experienced students had been filtered 
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through their experience with a challenge that had been met 

and mastered. In contrast, this was the first clerkship for 

the students of this study--their first experience in 

medical education conducted within the context of the 

professional role, and doing the work of professionals in a 

patient care setting. Their assessment of this new learning 

situation was untempered by experience in the setting or 

with learning successes, all of which bring a sense of 

comfort and mastery. To these students, almost everything 

about the situation was new and unfamiliar. 

They discovered that the breadth of their learning task 

was immense and varied. It included not only the content of 

clinical medicine and the techniques of patient care, which 

they had anticipated would be their learning task, but also 

other skills that the students had less clearly 

conceptualized to be within the scope of their learning 

task: the procedures and policies of the teaching hospital, 

the interpersonal skills of working with other health care 

professionals and interacting with patients, learning to 

cope with the physical and emotional demands of clinical 

education, and the skills and techniques necessary to be a 

successful clerkship student. The students soon realized 

that they were deficient in all of these domains of 

learning. 

In the weeks that followed, the students' perspectives 

on their clinical education emerged from the daily 
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interactions with the clinical learning environment. 

Perhaps one of the first perspectives to be formed was of 

the enormity of their learning task. They were faced with 

too much to learn. They were hampered in their learning by 

the absence of appropriate skills for learning in a clinical 

setting. Understandably, the students also developed an 

acute sense of their own incompetence. They were painfully 

aware of both the breadth of their ignorance and the 

imperative to advance their knowledge base and skill level 

before they assumed responsibility for the care of patients

-an impending event that loomed large and seemed even more 

imminent now that the students had witnessed the intern's 

role. They developed a perspective that they were 

responsible for making the most of their clinical education. 

They perceived the clinical learning environment to be 

a stressful environment--demanding of their intellectual, 

emotional and physical resources to a degree that they had 

not anticipated. The challenges they faced forged bonds of 

mutual support among the students. Not only did they find 

cooperation to be instrumental for dealing with the 

intellectual and performance demands of the clerkship; 

expressions of camaraderie were critical to coping with the 

clerkship's emotional demands. 

Occasionally, they felt that the clinical learning 

environment was deficient in expressions of caring for the 

patients. The students were critical of house officers and 
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Attendings who seemed to be insensitive to the patients, and 

they expressed admiration for those who were kind. 

A basic conflict between institutional goals and 

individual goals also shaped student perspectives on their 

clinical education. The institutional imperative to provide 

patient care and the students' imperative to learn clinical 

medicine often were in conflict. This conflict resulted in 

situations where the students felt their learning was 

hampered by the rush to provide patient care services. It 

was clear to the students that this was not an environment 

designed specifically to support their learning. They 

desired more supervision than the demands on house officer 

time and energy afforded, and they needed more time to learn 

and practice than were feasible. 

Medical students' perceptions of the clinical setting 

as an environment for learning the content of medicine and 

patient care skills were the foundation upon which they 

engaged in negotiations of their education and 

socialization. Student negotiations took three basic forms: 

the manipulation of existing learning resources provided by 

the educational program, the interpretation of events and 

behaviors, and the creation of new opportunities for 

learning. Their ongoing negotiations supported their basic 

perspectives, developed early in the clerkship, regarding 

their clinical learning environment. 
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The students correctly perceived the enormity of their 

learning task and the brevity of time in which to accomplish 

this learning. In view of all they needed to learn, the 

students believed that they could afford to allocate 

precious learning time and energy only to those activities 

promising the greatest learning rewards. They employed this 

perspective, which I have termed the "opportunity cost" 

perspective, in negotiating to obtain the clinical 

experience they felt maximized their learning benefits. 

The students' perception of their incompetence 

encouraged them to negotiate for experiences and to 

interpret events in a way that would enhance their self 

esteem and sense of accomplishment. They sought to learn 

technical procedures, because technical procedures presented 

an opportunity to master a skill; it was confirmation that 

they could learn in this confusing and complex environment. 

The students developed strategies to obtain these gratifying 

experiences. They further protected their flagging self 

esteem by deflecting the criticism of their superiors and 

rationalizing their own less-than-admirable behaviors as the 

fault of the stressful environment. 

The students negotiated ways to manage the conflict 

that they understood to exist between the patient care goals 

of the teaching hospital and their own learning goals. In 

this environment short on direct performance feedback, they 

learned to interpret house officer behaviors as 
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confirmations of their learning progress. Despite the 

demands of the patient care imperative, students strategized 

to obtain the things they needed to meet their learning 

goals: supervision and teaching from their supervisors, 

performance feedback, and opportunities for quiet study. 

They also created opportunities to enact the role of the 

caring physician they hoped to become, while simultaneously 

trying to counteract the behavior of others that they 

perceived to be occasionally insensitive to patients' 

emotional needs. 

The students' freedom to negotiate their own learning 

and socialization experiences was constrained in several 

ways. Foremost among these constraints were structural 

characteristics and expectations of the teaching hospital 

and the educational program. The requirements of caring for 

patients and preparing for classes and examinations limited 

the exercise of student intent. The other major constraint 

on student negotiation was one that the students imposed on 

themselves. Volitional acts were moderated by the students' 

own comfort in the setting and confidence in the clinical 

student role. As the clerkship progressed the students 

experienced learning successes that bolstered their 

confidence and self esteem. They became more assertive in 

asking for help and supervision from their superiors, and 

they were increasingly comfortable with manipulation of the 



learning environment to obtain the types of learning 

experiences they believed to be most beneficial. 

It was clear that students were act1ve negotiators of 

their professional education and socialization experience. 

As they gained comfort in their new role as clinical 

students, they engaged in the various types of negotiating 

behavior more readily, although their career as negotiators 

of their clinical learning had begun on the first day. 

Extending the Theory: Contributions of this Study 

The Cohort Effect 

The findings of this study were not without parallels 

in the extant research. For example, the students from the 
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University of Kansas discussed in Boys in White (Becker et 

al., 1961) also were found to be active negotiators of their 

professional socialization and education experience. They 

also sought to direct their work effort, and they negotiated 

to obtain experiences in which they were allowed to "do 

things", to obtain medically responsible experiences. They 

expressed a camaraderie with their fellow classmates and 

supported and cooperated with each other in their clinical 

learning endeavors. 

It is interesting that these two groups of medical 

students, separated by approximately thirty years, should 

behave in such consistent ways. Despite these parallels, 

this study uncovered new behaviors and behaviors 



inconsistent with those found in previous research. I 

suggest that one explanation for this study's distinctive 

findings lies in the impact of the social and cultural 

milieu in which students of the general age cohort of these 

current medical students matured and made decisions about 

entering the medical profession. They matured in an era 
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when the autonomy ot the physician was severely challenged 

for the first time, when health care was coming to be 

considered a right rather than a privilege, when the 

patients' rights movement demanded that the therapeutic 

relationship between physician and patient become more of a 

partnership, and when public expectations for both competent 

and caring physicians became more the rule than the 

exception (Starr, 1982). 

The impact of these values and expectations that the 

students seemed to bring with them to medical school was 

apparent in several areas of student behavior. For example, 

these students wanted to "do things", to exercise some 

medical responsibility, just as did the students in Boys in 

White. But these current students wanted that 

responsibility to be awarded advisedly--they wanted to be 

supervised in the exercise of the medical responsibility. 

They expressed great concern for learning to perform 

technical procedures skillfully and carefully. They were 

reticent to accept responsibility offered to them by the 

house officers if they were unsure of their ability to 



perform the procedure without jeopardizing patients' we11-

being. Little evidence is offered in Boys in White that 

those students shared this same humility, desire for 

supervision, or this cautious approach to learning patient 

care techniques. 

The potential impact of the milieu of the current 

students also may be seen in the lengths to which these 

students went to care for patients' emotional needs. They 

expressed caring by returning to visit patients following 

the team's bedside rounds to answer any further questions 

the patient may have had, occasionally in a gesture of 

apology for team behavior that they perceived to be 
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insensitive. They treated the patients with respect. While 

they occasionally indulged privately in teasing about the 

patients along with other team members, they also felt the 

need to rationalize this behavior that they perceived to be 

antithetical to their value system. This drive to enact the 

role of the caring professionals they hoped to become was a 

motivation that was not in evidence in Boys in White. Those 

students seemed to be more callous, more likely to objectify 

patients as clinical experiences and more judgmental of 

patient behavior deemed to be noncompliant. The subordinate 

role of the patient to the physician, even to physicians-in

training, which characterized the physician-patient 

relationship of the 1950's and 1960's, was not apparent in 
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the interactions between students and patients documented in 

the current study. 

A third "cohort effect" may be seen in the mutual 

support and cooperation of the student group. The students 

in the 1950's also cooperated with each other, but they did 

so as a defensive mechanism to counteract and to cope with 

the unreasonable demands of the faculty (Becker et al., 

1961). Although there were some instances of this type of 

cooperative behavior in the current students, it was 

reserved for coping with certain difficult Attendings and 

house officers. It did not constitute the primary 

motivation to cooperate. They did not come to medical 

school following highly competitive undergraduate pre-med 

programs. They were encouraged in the first two years of 

their medical education to work together and were reassured 

that they had no need to compete with their classmates 

(Fahey, 1989). Most of them had experience in a profession 

before entering medical schoo1--experiences that also might 

have reinforced the basic value of cooperation. 

Cooperation and a lack of competitiveness were the 

norms for these students. It should be noted that other 

potential motivations to compete were absent in this group 

of students. None of these students were interested in 

pursuing a career in surgery. They did not anticipate 

needing to compete for limited surgery residency slots. 

They needed only to survive this first clinical experience, 
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to learn as much as they could and to emerge with a 

reasonable evaluation of their performance. Coopdration in 

these circumstances was the most instrumental behavior. 

The potentially negative side of this norm of 

cooperation is that the students also may have been learning 

an intraprofessional loyalty to support and defend other 

physicians, even when they are not providing competent or 

caring services. It should be noted, however, that the 

likelihood of learning to value cooperation having a 

negative impact on patient care would be tempered by the 

students' strong values to uphold high standards of patient 

care. 

This current research documents the power of values 

learned in pre-professional socialization experiences on the 

way in which students negotiate their professional 

socialization. However, these are not just the values of 

specific latent cultures to which the students belonged, the 

influence of which have been discussed in the socialization 

literature of teachers, physicians and nurses (Becker et 

al., 1961; Lacey, 1977; Olesen and Whittaker, 1968). 

These students carried with them into the clinical education 

setting values regarding the appropriate behavior of 

physicians that were in keeping with current societal norms 

and expectations. 

The students developed perspectives on their clinical 

education generated through their interactions with the 
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environment. They employed these perspectives in 

negotiating their learning and socialization experience. 

These findings replicate those of other studies approached 

in a symbolic interactionist framework (Becker et a1., 1961; 

Haas and Shaffir, 1977; Mizrahi, 1986; Olesen and Whittaker, 

1968). This current study extends our understanding of 

professional socialization and symbolic interactionism by 

highlighting the contribution made by the values students 

bring to the process. Most of the challenges faced by the 

current students were very similar to those faced by the 

1950's students, yet they responded to them in a different 

fashion. The perspectives developed through interactions 

with the setting's problems were filtered through 

understandings and values that were appropriate to the time. 

This research indicates that just as programmatic effects 

(Bucher and Stelling, 1977) and the impact of a student 

subculture (Becker et a1., 1961) on professional 

socialization must be accounted for, so, too, must the age 

cohort of the students and the societal norms and 

expectations that they bring to the socialization process be 

considered. 

The Hidden Curriculum 

The planned curriculum of an educational program 

represents only one source of learning available to the 

trainee. The other source of information and learning has 



been called the "hidden curricu1um ll (Dreeben, 1968; 

Stodo1sky, 1983). The hidden curriculum, or what Light 

(1979a) terms the IIdeep structure ll of the training 

environment, communicates values and norms that inform 

student behavior and action. Through the hidden curriculum 

trainees develop perspectives and guidelines for dealing 

with their environment and meeting the challenges that it 

offers. 

The professional socialization literature offers many 

examples of the hidden curriculum and its effect on student 

behavior. In Boys in White (Becker et a1., 1961), for 

example, the students were noted to develop the perspective 

that clinical experience is valuable and that they should 

develop their work effort to gain as much experience as 

possible. They came to hold this perspective by observing 

and internalizing the values communicated through the power 

structure of the hospital in which their training took 

place. The value of clinical experience also was noted in 

the hidden curriculum of an orthopedic residency program 

(Knaf1 and Burkett, 1975) and a residency program in 

obstetrics and gynecology (Scully, 1987). Psychiatry 

residents' preferences for specific therapeutic practices 

were traced to the values communicated through the hidden 

curriculum by the structure of supervision offered these 

residents (Light, 1980). 
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This current study has offered another nuance to an 

understanding of the role of the hidden curriculum in the 

professional socialization of medical trainees. Boys in 
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White and these other studies showed that trainee 

negotiations of their education were based in perspectives 

developed, at least in part, from the values communicated by 

the hidden curriculum. This current study showed that the 

act of negotiation is more directly one of the values 

communicated by the hidden curriculum of the General Surgery 

Clerkship. 

The value for negotiation as an appropriate behavior 

for students was communicated directly and indirectly. For 

example, students were informed by the Clerkship Director 

that they were invited to observe any surgery being 

performed at the hospital. More discreet sanctions for 

student negotiation behaviors were communicated through the 

structure of the Surgery Clerkship educational program. 

Although student participation was expected in several 

activities during the day--bedside rounds. the surgery of a 

patient for whom the student had responsibility, seeing 

patients in the outpatient clinic, and classes and 

conferences--sizeab1e portions of the students' day remained 

unscheduled. Students were granted considerable latitude to 

fill the remaining periods of the work day as they wished. 

The absence of over-the-shoulder supervision by faculty or 

house officers also communicated to the students that they 



were expected to take the lead in organizing their work and 

to be assertive in securing help and instruction when they 

needed it. 

The structure of the Surgery Clerkship communicated to 

the students a value for assertive negotiation of their own 

educational experience. Indeed, the hidden curriculum let 
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the students know that negotiation was part and parcel of 

their educational experience--that learning to follow orders 

and protocols contributed to their professional 

socialization, but no more than did learning to negotiate 

effectively in order to obtain the professional 

socialization and education experience they wanted. 

Strategies of Negotiation 

The students in this study were acutely aware of all 

that they had to learn before they would be competent 

physicians, or even before they would be competent clerkship 

students. In view of all they had to learn, they developed 

a learning perspective that they used to assess the value of 

the various learning opportunities available to them. The 

basic premise of this perspective was that with so much to 

learn, the students should allocate their learning energy 

and time to the activities with the largest learning reward. 

They evaluated the cost of selecting one learning 

opportunity over another--hence the appellation of this 

strategy as an opportunity costs calculation. 
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The students identified a number of variables upon 

which the learning value of an opportunity could be 

assessed: the degree to which the learning activity taught 

a fundamental skill or knowledge; the potential the 

opportunity offered for securing one-to-one teaching by an 

Attending or house officer; the novelty of the opportunity 

relative to learning experiences already ~massed by the 

student (that is, will the opportunity decrease the bank of 

learning tasks, or does it offer only a repeated exposure to 

knowledge already encountered?); and potential offered for 

supervised experience with a clinical procedure. The 

students also factored into this informal equation the 

negative valuations of some learning opportunities, such as 

the potential for having to deal with a difficult Attending 

or house officer. 

A similar process of evaluating the learning potential 

of each opportunity was employed in decisions regarding 

surgeries to observe, patients to care for in the clinic, 

and accepting responsibility for performing a complete 

history and physical for a particular patient. This was a 

relatively sophisticated strategy for dealing with the 

enormity of the learning task before them and for guiding 

their negotiation decisions. The strategies employed by the 

students in Boys in White were less complex. Some elements 

of their strategies were similar to the opportunity costs 

strategy. For example, the students tried to avoid 
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assignments to care for a chronically ill patient, believing 

that these patients created extra work without offering the 

extra compensation of providing new learning experiences. 

However, the centerpiece of the students' strategy was to 

make a collective determination of assigned work that they 

simply would not do. In this way the students coped with 

the demands of the educational program by collectively 

setting the scope of work. 

The findings of the current research offer a picture of 

the student as a sophisticated negotiator. Their 

calculations of the value of various opportunities were not 

made collectively, although the relative learning needs of 

their peers was one factor in the equation. The strategies 

employed by the students in Boys in White appear almost 

crude in contrast. 

The opportunity costs strategy, while relatively 

sophisticated, was not without drawbacks. All other factors 

being equal, it would lead the student to reject depth of 

experience for breadth--preference for opportunities to 

learn new skills over practicing a skill that had already 

been acquired. The dictum of "practice makes perfect" held 

little value for the students. 

The Value of "Book Learning" 

Another finding of the current research distinguishes 

it from the findings of other studies of professional 
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socialization of medical trainees. Other studies found that 

the value for clinical experience, which was communicated 

through the hidden curriculum, was heartily embraced by the 

trainees (Becker et al., 1961; Knaf1 and Burkett, 1975). In 

fact, they derided the value of "book learning" to their 

growing base of knowledge and skills in clinical medicine. 

A similar phenomenon was not apparent with the students 

in the current research. They were frustrated by their 

reading assignments, but not because they consldered them to 

be without value. They were frustrated because the quiet 

time they felt necessary to productive study was so hard to 

identify in the busy patient care environment. The students 

in the current study expressed some disdain for clinical 

experience as the final authority in patient care decisions. 

As one student commented (her voice tinged with sarcasm) 

following a brief speech by one of the middle-aged faculty 

members in which he cited his personal clinical experience 

as the authority from which he spoke, "Why do we have to 

listen to something that they did in 1950?" 

The formal and hidden curriculum of the structure of 

the Surgery Clerkship educational program communicated the 

value of "book learning" in several ways. The students were 

required to prepare for and participate in case management 

sessions based on the textbook readings. House officers in 

general surgery also were required to participate in similar 

sessions, which the students were invited to attend. 
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Several of the Attendings and the Chief Residents frequently 

cited journal articles in their bedside discussion of 

patient management issues, and they occasionally provided 

students with reprints of these articles. All of these 

messages served to instill in the students a respect for the 

more academic acquisition of knowledge in addition to 

learning solely through the accumulation of clinical 

experiences. 

Summary 

Several of this study's findings served to extend and 

elaborate an understanding of student negotiation of 

professional socialization in medical education. The 

concepts of the "cohort effect" i~ the development of 

perspectives, the "opportunity costs" calculation as a 

strategy for negotiation, and the operation of the hidden 

curriculum in sanctioning student negotiations each enrich 

the professional socialization literature. 

Assessment of the Theoretical Perspective 

This study employed the theoretical framework of 

symbolic interactionism. Using this theoretical framework, 

the primary focus of the research was to understand how 

interaction among the individuals in a clinical education 

setting shaped the social structure of that setting and the 

consequent influence of the social structure on the 

individuals in the setting. 



The study's goals were well served by the symbolic 

interactionism perspective. It focused attention on 

discovering students' perceptions of this new clinical 

learning environment--how they interpreted the actions of 

others as well as their own actions and responses to events 

in the setting, and how they applied these interpretations 

to accomplish their learning tasks. The symbolic 

interactionist perspective was the appropriate theoretical 

stance for discovering several of the relationships of 

events and actions; such as the mechanisms through which 

students' perceptions of the magnitude of their learning 

task and their sense of personal incompetence to meet that 

challenge supported the development of perspectives 
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identifying essential learning. The symbolic interactionist 

stance illumined the relationship between the students' 

concerns about losing control of their personal lives and 

reexamining goals for their lives as future physicians. The 

importance of small successes in the clinical setting to the 

students' perseverance became evident, as did the motivation 

that these successes provided the students in negotiating 

further experiences with clinical procedures. 

Adoption of this perspective also restricted the study. 

For instance, a complete examination of the structural 

limits of the clinical learning environment was precluded. 

Most of the research energy and attention was directed 

toward examining the relationships and interactions among 
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the people in the clinical education setting and the reality 

they forged through their interactions within the 

environment. Although some of the structural constraints of 

the clinical education environment emerged, allowing their 

role in student negotiations to be included in this 

analysis, structural examination was ultimately superficial. 

With a different research orientation and a more complete 

structural examination of the clinical education setting, 

the role of institutional and other structures in limiting 

and defining the students' experience probably could have 

been emphasized. Clearly, however, the clinical education 

environment granted some freedom for the students to 

negotiate and they used the freedom to actively negotiate 

their own learning and even pushed the boundaries of this 

freedom to gain even greater control of their learning. 

Implications and Recommendations 

Application can be made of the results of this 

research. The findings indicate that students are active 

negotiators of the education and socialization experience 

even in the most overwhelming of circumstances. Recognizing 

this fact, the students' ability to make informed choices in 

their selection, creation and interpretation of events and 

opportunities should be supported by the educational program 

planners. Clerkship planners should structure the first 

clinical experiences to provide constructive success 



experiences for the students. The painful loss of self 

esteem in the first periods of their clinical education 

could be ameliorated. Through the provision of success 

experiences and development of comfort in the clinical 

learning environment, the students reticence to request 

learning assistance and supervision might diminish more 

rapidly. This outcome could only benefit both student 

education and patient care. Finally, the findings of this 

research advocate that the clinical learning environment 
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should be critically examined. The conflict between patient 

care goals and learning goals make it a difficult 

environment in which to learn. Program planners should 

evaluate the propriety of trying to integrate clerkship 

students successfully into the activities of the clerkship 

without instituting major structural changes to accommodate 

for the students' learning needs. 

Recommendations for future research efforts relate to 

the limitations placed on this present study by the design 

decisions that were made. Future research could be 

implemented to explore the potential differences in learning 

and socialization experiences of students who begin their 

clinical learning experience in one of the other medical 

specialty c1erkships, such as pediatrics, family medicine or 

psychiatry. The degree to which the students' behaviors and 

interpretations of their first clinical experience are 

related to the particular requirements of a surgical 
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clinical setting is unknown. For example, it would be 

interesting to know how students gain confidence across all 

the clinical c1erkships. How do students in other 

c1erkships in which there are few technical procedures to 

learn gain the feeling of accomplishment that the surgery 

students experienced? Do students who begin their clinical 

education in other specialty c1erkships in which the time 

demands are not so great experience the same initial feeling 

of loss of control of their lives that the surgery students 

seemed to feel? To what degree is this feeling based in the 

radical change inherent in switching from classroom learning 

to learning in a clinical setting, and is it therefore 

pervasive among beginning clinical students regardless of 

the clerkship in which they begin? A host of important 

issues could be better understood by expanding this basic 

research premise to include examination of the early 

clinical education experiences of students in a variety of 

c1erkships. 

Based on the findings of this study, another logical 

area for inquiry is the degree to which students' initial 

perspectives change as they mature in their clinical 

education. Because this current study was restricted to the 

six-week period that constituted the students' initiation 

into clinical education, changing perspectives could be 

charted only for that limited time period. It would be 

interesting to determine if students' perspectives on 
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learning change as they gain more experience and confidence 

in their clinical skills--or does each clerkship constitute 

a new beginning characterized by insecurity? Which 

perspectives carryover to each succeeding clerkship 

experience and which are recreated with each beginning? How 

do the students' negotiations change over time? The 

influence of this initial experience in the clinical 

education environment on the way students negotiate the 

remainder of their clinical education should be explored. 
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APPENDIX A 



Admire 

Analysis 

Caring 

Colleague 

Competence 

Create 

Disparity 

Environment 

Evaluate 

Highs 

LIST OF CODES USED IN DATA ANALYSIS 

Ambiguity 

Authority 

Chauvinism 

Information Source 

Intimidate 

Latent 

Learning 

Lows 

Mutual Support 

Organize 

Professional 

Rational 

Reality 

Role 

So Much To Learn 

Structure 

Unclear 

Communication 

Constraint 

Criticism 

Emotions 

Ethics 

Hidden 

Humor 

Interpret 

Lack of Information 

Learners 

Lifestyle 

Manipulation 

Needs 

Perspective 

Psych Out 

Relationship 

Reassure 

Self Teaching 

Strategies 

Time 

Vocabulary 
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