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Abstract of Thesis YLD

This thesis reports an ethnographic study of undergraduate
medical students at Edinburgh University, in their first year of
clinical studies. It explores various aspects of their 'clinical

experience' in the course of that year. The thesis is organized in

four parts.

Part I provides the context 'tor the research. The conduct
0of the study is reported, and the methods used (participant
observation, interviews and self~administered questionnaire) are
discussed. The medical school, the undergraduate curriculum and

the work of the fourth (first clinical) year are also outlined.

Part II examines two major concepts ~ 'student culture' and

'professional segmentation’. The variety of medical and educational

experiences that students encounter, and the students' understandings

of segmentation within the medical school are examined. This part of

the thesis also explores how students use theilr wmderstanding of such

diversity in organizing their own careerxrs in the medical school. The

argunent is also illustrated with case studies of individual clinical

attachments,

Part III1 is focused on the social interaction of clinical

teaching - between doctors, students and patients. The management of

clinical information in such encounters is discussed. The argument
proceeds with a consideration of theconditions for the successful
accomplishment of bedside teaching, and of contingencies which can

undermine such accoxplishnent.



Part 1V develops the analysis begun in Parts II and III.

The management of medical knowledge is analysed further: the

‘classic case', 'clinical experience' and clinicians' appeals to
indeterminate knowledge are documented. These topics are linked
with the theme of Part II, as it 18 argued that divergencies in
personal knowledge are grounded in processes of segmentation in
the medical profession and the medical school. Thus the thexes
of 'professional segmentation' and 'clinical experience’ are re-

united in the concluding section of the thesis.
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Introduction

This thesis reports research on the exporience of medical
students in the first clinical year of their studies in the University
of Edinburgh Medical School. Medical education 18 bY no means a novel
fiold of research. As Bucher (1970) says,

I frequently have the impression that students of medicine

are second only to freshuan psychology students in being

objects of study by social scientists,

I share Bucher's feeling, but I offer no apology for adding to the
research literature »yself. Ny Justification is twofold: teaching
processes that lie at the heart of medical education (clinical teaching
at the bedside) have been almost totally overlooked, and British studies
of medical schools have been lacking. The research reported here is an

attempt to remedy these deficiencies in our understanding of medical

education.

The extent of interest in medical education is attested by the
existence of speclalist journals for the study of medical education
in both Britain and Amorica. In America the Association of American
Medical Colleges has sponsored and published a wide range of studies.
In Britain, the Association for the Study of Medical Education was
foumdoed in 1957, and the British Journal of Medical Education has

been published since 1960 (Ellis, 1966).

In this country, interest in medical education has been
stinulated in recent years by the publication in 1968 of the Report
of the Royal Commission on Medical Education, under the chairmanship
of Lord Todd. This not only occasioned a period of change in the

organization and content of medical education in general, it also



brought soclologists more closely into contact with medical students
and their teachers., In the first major review of medical education
a;ince'the Goodenough Committee (1944), the Todd Report contained a
nunber of far-reaching recommendations. It was emphasized that
Britain needed to recruit and train an increasing number of doctors;
this prompted the commissioners to recommend the foumdation of nevw

" medical schools, as well as an increase in the number of students in
existing schools. The Royal Commission also made recommendations as to
the organization and content of the undergraduate and postgraduate
curricula. In particular, they recommended the introduction of the
'‘behavioural sciences' -~ sociology and psychology - into the

undergraduate course. This recommendation has been widely (though

variably) implemented, and in recent years sociologists have been

more and more closely involved in the process of medical education

by teaching such courses. The practical, personal and 1doolog:lulj
problem of teaching sociology to medical students have now become
recurrent topics for socliologists of medicine (cf. Hillbourne, 1974;
Reid, 1974; Murcott, 1974). Yet, 8o far, sociologists themselves

have not contributed a great deal to research on medical education in
Britain, The great bulk of what is currently available has been done
by staff nembbrs of medical schools themselves, and has been couched
primarily in the traditions of educational psychology. The central
toples of concern have been methods of student selection, the prediction
of acadomic success, the reliability of examination techniques and the
specification of 'educational objectives', The model implicit in such
research is a mechanistic one, which treats the educational process

as an input-output system, and the medical school itself as a 'black box'.

The medical student is regarded as an unreflecting tabula rasa, whose
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'expty head is filled with values, behaviours, and viewpoints of the

profession, the knowledge being perfect and complete by the time of
graduation' (Olesen and Whittake, 1968, p.5). In contrast, sociologi?

cal approaches, which treat the medical school as an institution, and

students as rational actors have been lacking in Dritain.

Yot medical students are often used as a bench-mark in the
literature on professional socialization, as well as in the sociology
of medicine. 7The place 0f medical education has been secured in the
socioclogical literature by two classic studies. They are the study
of Cornell by lMerton and his colleagues (Mertomn et.al., 1957), and
the study of Kansas University medical school umdertsken by Everett
Hughes and his pupils of the ‘'(hicago Bchool' (Becker et al., 1961).
The contrasting pictures 0f medical education (discussed in detail
below) have become reference-points in the growing body of literature
on professional soclalization. ¥or lack of comparable research in

this country, commentators have all too often been content to
assimilate British experience to one or other of the American exsmplars.
But as I shall indicate in this thesis, the American evidence cannot be

applied directly to DBritish medical educatlion.

It 18 beyond the scope of this thesis to present a comprehensive

picturo of the entire process of undergraduate training at tho Edinburgh
medical school. With a course spanning up to six years, and up to 1350
students in each cohort, such an undertaking would have required a far
bigeor research enterprise than vas possible. What is presentod 1s a
partial ethnography of medical education in just ono year of the
undergraduate course. The thesis is concerned with students' experiences
in the fourth year of their course - the first clinicsal year. Rather

than follow the studonts through the entire course, the thesis therefore
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focuses on Just a one-year period within it. The period described is

a most important segment of the students' undergraduate experience,
insofar as it is the first time that the students are taught in the
teaching hospitals, and encounter clinicians and their patients;
The thesls covers the two clinical subjects to which students are

exposed in this period -~ General Medicine and General Surgery.

It 13 part of the rationale of 'clinical', *field' or
'practical' segments of professional training programmes that students
should learn by means of some period of immersion in the real world of
day-to-day practice. 8Such periods of 'on-the~job' learning are familiar
in training for such occupations as teaching (e.g., Stones and Morris,
1972), social workers (e.g., Young, 1967; Deacon and Bartley, 1973) and
architects (Males, 1976). The ‘'practical' components of training may
run concurrently with ‘theoretical' work throughout the curriculum
(e.g., in nursing education, see Olesen and Whittaker, 1968); they may
be interpolated, as with architects, or in ‘*sandwich’ccourses for
technologist (Jahoda, 1963; Cotgrove and Box, 1970). Alternatively the
segmonts of the training may be arrange sequentially - with a phase of
‘nractical' training following ‘basic' academic work. This is the model
which underlies the most commonly found organization of medical education -
which relies on the distinction drawn between the 'preclinical' and the
'*clinical' phases of undergraduate training. In medical education,

the 'clinical' phase 18 of profound significance.

As Foucault (1973) poi‘nts out, modern medicine fixes its own
enmergence within a period at the end of the eighteenth and the beginning

of the nineteenth century. It was at this time that 'the clinic' was

born - the distinctive combination of the teaching hospital, a new mode

of discourie, new methods of inquiry and so on. The clinic has profound
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mythologisal significance for the medical profession. It provides the

rationale for its empiricism, and a profound faith in the primacy of

first~-hand experience and perception at the patient's bedside:

Medicine has tended, since the eighteenth century
to recount its own history as 1f the patient's
bedside had always been a place of constant,
stable experience, in contrast to theories and
systems which had been in perpetual change and

masked beneath thelr Bheculation the purity of
clinical evidence.

(Foucault, 1973, p.54).

It was therefore in the clinic that modem medicine devised its prime
Justitication ~ in the directly perceived reality of the patient and
the manifestations of his 1llness. Under the scrutiny of the doctor

(wvhat Foucault calls the "gaze' 1le regard) the superstructures of

elaborate and abstract theories fell away. What lay revealed to the

gaze was the pure and uncontaminated perception of the individual

patient and his 1lllness. Or such soon became the mythological charter

of modern medicine, at any rate:

Clinical experience...was Soon taken as a simple,
unconceptualized confromtation of a gaze and a
face, or a glance and a silent body; a sort of
contact prior to all discourse, free of all the

burdens of language, by which two living individuals
are 'trapped' in a common, but non-reciprocal

situation.
(Faucault, 1873, p.xiv).
As Foucault describes 1t, the clinic was born in a radical
reorganisation of medical discourse. Whereas previously theorizing
had allowed for the classification of disease, ungrounded in the

individual or the organs of the body, the clinic was born when it



vii
became permissible to treat the individual as a field of investigation:

‘one could at last hold a scientifically structured discourse about
an individual'. That space by the patient's bedside therefore hecame
the locus of medical inquiry and research, as well as treatment and

instruction,

Jamous and Peloille (1870), ho:n also commented on theemerpgence of
the '‘clinic’ and its development in the nineteenth century. In common
with Foucault they describe the wmique combination of roles of teacher,

researcher and clinician in the doctor of the university hospital of

dtho time. During the earller part of the century hospital wards were
the main research environment, as well as the locale for the training
of apprentices to the art of medicine., What Jamous and Peliolle go on
to ;argue is that in the course of the century, this wnique combination
came under attack and broke down. With the emergence of research in
the laboratory sclences, the clinical practitioner lost his mmopofly
over medical knowledge and research. The roles of researcher, teacher
and clinician began to fragment. The researchers in the madica.l
sclences were usually not those with access to the privileged positions
within the university hospitals., Within the medical profession, then,
there emergeod a struggle for supremacy between the elite clinicians

and the clinical and paraclinical researchers. I do not intend to go
into a lengthy discussion of Jamous and Peloille here. But one 0of their
main points is noteworthy. They describe how the hospital clinicians
sought to retain their social and professional superiority by an appeal
to their pretheoretical clinical experience. By this time, however,
the nature of this ‘'experience' had taken on an elaborate set of
connotations. 1In essence, the 'reality' of the bedside had become

arcane. Its social and professional exclusiveness had become matched
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by what passed for a privileged perception., That is, the 'gaze' of
the clinic became associated with a 'vision', which was treated as a
personal quality ('virtuality' in Jamous and Peliolle) of the
practitioner. The clinicians therefore affirmed their privilege and
status by virtue of the place of 'clinical experience' and the primacy
of bedside teaching. They made great play of the 'indeterminacy'’ otf
core areas of knowledge and perxception, and hence the importance of
the apprenticeship mode of instruction and recruitment to the

profession.

With minor modifications Jamous and Peliolle's account can
be genersalized to cover the development of modern medicine in many
contexts, as can Foucault’ 3. Despite the fragmentation of medical
knowledge and teaching, 'the clinic' and bedside teaching have
retained their central importance. Throughout the changes in theory
and practice of medical education, the clinical has remained, in
eéssence unaltered, at its heart. Its Jjustification remains that
which Féucault identified for the earlier epoch - an appeal to
diroct, pre-theoretical experience, which is taken to be antecedent
to scientific theorizing. Thus Foucault quotes a modern French

author:

In order to be able to offer each of our patients a'
course 0f treatment perfectly adapted to his 1llness
and to himself, wo try to obtain a complete, objective
idea of his case; we gather together in a file of his
own all the information we have about him., ¥e 'observe’

him in the same way that we observe the stars Or a

laboratory experiment.

(J-Ch. Sournia, cited by Foucault, 1973, p.xv).

Rather more prosaically, two American authors express the justification

for clinical instruction:



" The student on the ward leams through actual
experience and pracfice the role and functions of
& physician as well as the nature, manifestations,
and treatment of disease. He learas something of
how 1llness and hospitalization affect patients
and thelir families.... Above all, he learns how
the physician makes observations and how he
collects, records and analyzes the information
obtained from the patient, the family and the
laboratory.

(Engel and Morgan, 1973, p.7).

I£ the clinic was bom in the period described by Foucault, then
it 18 also re-born each day in the medical schools and their teaching
hospitals, The everyday teaching practices of clinicians in the

hospital wards ensure this daily ‘'renaissance'. At patients' bedsides

and in the operating theatres, the clinic i8 reproduced and its mode
of discourse is transmitted. Clinical medicine and clinical

instruction thus recapitulate their own development and their own

my thological past.

It was, and 18, in the clinic that medicine finds its warrant
in the privileged perception of the patient and his illness. Whatever
the changing fashions of theory and treatment, there thus remains for
medicine the pre-theoretical, pure experience of the clinic. Cliniecal

work and bedside teaching provide the milieu in which the components
of medical training are fused. They provide the combination of 'theory!
and ‘practice', of 'science' and 'practical experience’ which are

together taken to be necessary for the production of a competent

practitioner.

Despite its centrality to medical education and i1ts mythic




significance for the medical profession, the topic of clinical
instruction/bedside teaching has remained almost entirely neglected
as a topic of research. This applies equally to inquiry from 'the
inside' - by menbers of the medical schools themselves - and to
inquiry 'from without', including that by sociologists. In a recent
review 0f past and present trends in research in medical education,
the following was noted as one major lacuna: ‘the microdynamics of
student-faculty-patient interaction in the medical school'’ (lovit;o
et al., 1974), 8Since that peper was published, nothing has emerged
to remedy that: the area remains under-researched by educationalists

and soclologists.

For members of the medical profession and sociologists alike,
the nature of 'the clinical' in medical education has escaped close
scrutiny., Whilst its importance has been affirmed, its nature has
remained unexamined. To some extent this can be understood as a
reXlection of the dominant styles and approaches to sociological
research - especially in the field of education. It has only been
with the emergence of the so-called 'new sociology of education' that
the management of knowledge in educational settings has been a normal

topic for inquiry.

I strongly suspect, however, that there is a more significant
reason for the particular neglect of bedside teaching in the major
hospital specialties. It lies in the nature of the enterprise itself,
and the nature of its taken~for-granted legitimacy. I refer to the
fact that it apparently depends on the students®’ direct, personal
exposure to the 'reality’' of medicel practice. Students' firsthand

experience of life and work in the hospital wards, operating theatres
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and 80 on, may appear to need little further elaboration, justification

or investigation. 1t may appear to be self-evident and natural that
students should learn by being immersed in the 'real' work ot
competent practitioners in their 'real-life' work settings. Just as
bedside work provides a historical justification for the medical
enterprise, so it has a self~justificatory air in its day-to-day
practice. This world of 'reality' 18 therefore taken to provide
experience that the practitioner can rely on: he relies on the
evidence of his own senses, and 50 amagses a personal stock of

relevant knowlege.

The outcome of this is well expressed by Crooks (1975), when
he says, of bedaside clinical inastruction, that ‘this is an area
which has tended to be "taboo" in curricula development'. Crooks
was certainly correct in identifying the questioning of clinical
teaching as 'taboo',. The word is well chosen: it has connotations
of the sacred - of 'mysteries' which only the initiated may glimpse
or participate in., Clinical medical instruction has such an aura
of mystique surrounding it. The 'lesson of the hosplitals' is

recapitulated every day. Yet it remains stubbornly invisible.



PART I : The Research and Its Setting

'‘Every approach needs to presums upon its reception.
And, s0o, in beginning we never fear that we shall

be wholly misunderstood; we trust that our hesitancy,
our stumbling talk, snd our choice of words are not
a search in the dark. To begin is confidently part
of the work of bullding and sharing an understanding.
It is ideally the institution of making sense

together within a common life and a common world'.

(John O'Neill, Making SBense Together, 1975, p.l)



1.1 : The Conduct of the Research

" Introduction

The mothods of the social sciences all imply some degree of
social relationship with the subjects of the research, and this is of
crucial relevance vilon the method consits of some form of '‘ethnographic!
approach, as is the case with the ruoafch reported in this thesis, The
researcher and the researched share, temporarily, the same social world.
The conduct of the research is achieved through the relationships and
negotiations sustained by the researcher and the actors involved. The
precise nature 0f the methods used and the issues which emerge as
problematic for the researcher are emsrgent properties of the shared
social world evolved by the ethnographer and the subjects of his or her
research., In this section I therefore document the conduct of the

research itself - the varieties of fieldwork, and additional research

techniques that were employed.

rinding a Way In ,

At the outset of my research it was quite clear that it would be

izpractical to try to cover the entire range of the medical school; the
resources and time at my disposal preclude such an approach. It was
therefore necessary for me to scan the medical school in order to declde
upon some point of entry into the organisation and some vantage point
from which to observe the students and their training. Several
possibilities presented themselves initially., The first year of the
curriculun is devoted primarily to basic sciences (Chemistry, Physics
and piblogy) and the medical content of the syllabus appeared to be

limited. The second year seemed to afford greater possibilities; in

.—-—--—w



this year the more distinctively 'medical’ subjects are first
encoumtered by the students - Anatomy, Biochemistry and Physiology.
This period of the curriculum did appear to offer research possibili-
ties, and I therefore spent some time, in a very preliminary, and rather
haphazard way, joining the students in Anatomy and Physiology. Of
particular interest to me at this time was my access to the Anatomy
dissecting rooms, where I chatted to some of the students as they
worked on their cadavers. The intrinsic and personal interest of

this experience was considerable. Just as the experience of the
dissecting room is often taken to be a necessary baptism for the new
medical student; 'it is often taken for granted that getting used to
dissecting is a major problem for freshmen, that first contact with
dead bodies must be a difficult, if not traumatic, experience' (Becker
et al., 1961, p.103). As these authors note, it is a theme which
frequently appears in fictionalised accounts of medical student life
(cf, Gordon, 1951). Rosenberg (1969) described 'meeting the cadaver'
88 an occasion of stress among freshman medical students (see S8impson,
1972, p.66). The students I talked to in the dissecting rooms and on
later occasions recounted their own misgivings and unease on first
encountering their own cadaver - often with a sort of *black humour'

recounted at their own expense. There were one or two stories of

students (female) being unable to go through with dissection and
wvithdrawving from the faculty. For most of them, for most of the time,
however, the experience seemed to assimilate in a matter-of-fact manner
(cf. Becker et al., 1961, p.103). Nevertheless I too took it as a
personal initistion into the world of medicine. I had the half-
articulated notion that 1f the medical students had to go through the
symbolic 'rite de passage’ (van Gennep, 1960) of the dissecting room,

then I too should share this most salient of their experiences.
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Although in the event this brief period in Anatomy does not form part

of the research reported in this thesis, it did on occasion stand me in

good stead with the students - in establishing my bona fides, and my

credentials with then.

Despite the interest of these preliminary observations, I felt
that I ought to focus my main research further on in the students'
training. The students in Anatomy and Physiology were looking forward
to their first contact with the work of clinical medicine, in the fourth
year of the course. They saw the move from preclinical to clinical
studies as a major landmark in their lives. The students®' initial
exposure to clinical work therefore suggested itself as a likely point
for the examination of the development of students' views on the nsature
of medical work, and their perceptions of the various clinical

specialities.

My final decision, therefore, wes to wundertake a study of the
fourth~year -~ the first clinical year -~ by means of personal contact

with the students, making participant observation my main research

app roach.

Getting Started
Having decided that I wanted t0 concentrate on the first year of

students' clinical studies ~ the fourth year - and having committed

myself to the aim of doing the research by mesans of participant

observation and interviewing, I was then faced with the problem of

negotiating access to the hospital wards. As it transpired, there was
nothing inherently difficult in this, but it did prove a very lengthy
process. My negotiations really began with the Professor of Medical

Education, who was also the Executive Dean of the Medical Faculty. Had
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1t not been for his interest and support I have no doubt that my research -

at least in the form it took - would not have got off the ground. It was

he who sponsored my application for permission to spend time with the

students on the hospital wards. There was some problem insofar as the

methodology of participant cobservation was rather alien to the scientific
outlook of the members of the Medical School staff. Research on medical

students and their education is by no msans umusual, and much of the

British research has been done in Edinburgh. But the research paradignms
exployed tend to rely heavily on the administration of attitude surveys,
or personality inventories. The emphasis 18 very strongly on the
quantitative approach to such research; my approach did not square with
the normal expectations of worthwhile resesarch, and seemed 'wooly' and
‘subjective’. (Needless to say, this view i8 not confined to members of

medical schools!)

However, in the event, a formula was found which did sppear to

satisfy the sensibilities of the Faculty members. The minutes of the
Faculty meeting which approved my research proposal gave me permission

to associate unobtrusively with groups of students, on the wnderstanding
that this would in some sense be a preliminary strategy until I formulated
more detailed research proposals. In the event, once this general
approval had been granted, it becams apparent that such further details

were not required, until, at the end of the first year of the research I
distributed a questionnaire to the students; the draft questionnaire "as
submitted in advance to the Exscutive Dean, This was the extent of the
further involvemsent of the Medical Faculty in the conduct of the research.
It was made & condition of my research that I could mingle with the larger
clinique groups, and that therefore association with students in their
final year, who are attached to clinical wmits individually or in small

numbers was ruled out. Obviously such a condition did nothing to hamper



my work with the fourth-year students. 6

The permission granted by the Faculty also made it clear that my
actual participation in medical work was dependent upon the permission
of the relevant Head of Department, and of the doctors on the individual
clinical units, Thus even though the initial hurdle had been cleared,

I was still faced with a number of further negotiations before I could
actually Jjoin the students on the wards, The Faculty of Medicine office
sent out a duplicated letter from the Executive Dean, introducing me

and reproducing the Faculty minute that gave me permission to go ahead.
(The letter is reproduced in Appendix .) For my second year's work,

in surgery, this letter was sulitably modified and sent to the staff

noobers of the surgical units,

For my first umit in medicine, I had already made contact with
sone O0f the staff members, via introductions from another member of the
medical school staff., Thereafter, in order to gain access to further
units I simply asked the senior consultant of each 'firm' for his
permigsion to join his students. Although I was from time to time
warned that individual consultants might prove 'difficult' and be
unwilling to let me come and spend time in their wards, I was in fact
refused access by only one of the consultants I approached. Since there
vere far more clinical units than I could cover anyway (seventeen in all),
this one refusal did not in any way hamper or hold up the research as a
whole. The beginning of the research was not without its crises. I

learned that a number of consultants were somewhat concerned about ry
presence in the teaching hospitals and thore was talk of bringing the
" matter before the Doard of one of the hospitals: the General Medical
Council wvas also mentioned darkly. Luckily, however, senior members

of the staff were able to allay their most pressing misgivings. 1
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suspendad ry observations for a few days while the problem was dealt with,
but wes soon able to rosume them. After this initial threat, and the

enforced hiatus in my research, I encoumtered no further problems or

interference in carrying out my observations.

For the most part, the chiefs of the various firms did not lay

down any strong conditions on my research, and none of them subjected

me to the sort of searching 'grilling’ that I had rather expected. MNoat
of them claimed that they ‘vaguely remexbered' the letter that had been
circulated fron the Faculty office. In making my requests for access 1
found it remarkably difficult to omiun to the doctors what it was that
I was planning to do on thelr wards. However, I found that they them-

selves readily translated my stumbling outline into the general

formulation of ‘communication' - bhetween doctors and students, and

between students and patients. I believed that this formulation of
theirs adequately covered what I wanted to observe, and that in agreeing
to it as a description of my research interests I was not guilty of any
serious misrepresentation. This interpretation of my research project
was 2l130 voiced as I did the nu;uch. For instance, during my work in

medicine I noted:

Dr. McDonald then cams into the teaching room, Before he
began to teach he turned to me, and explained that the
students would shortly be looking at case-himtory notes,

and a8 yet did not know sbout the normal ranges and

values for hasmatological reports., He was therefore going
to take a tutorial on the interpretation of haematology lab.
reports; He went on to say to ms that there would be 'no
fancy patient-contact stuff - 1t's all meaty stuff'.

It was also a recurrent perception on the part of clinicians that
I was involved in some directly evaluative exercise. It was a common

reaction to take it that I was involved in action-research which was
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directly and immodiately oriented to the formulation of improved teaching

practices on the clinicians' part. For example, one senior registrar in
xedicine confided in we that he welcomed my presence and the research I
vas doing. le had, he explained, been in the army and he was worried,
a3 he felt that he could teach the assembly and maintenance of a bren-
gun much better than he could teach on a patient. He was worried ovor
his own teaching, and the nature of clinical instruction in genersl. I
tried to disabuse him of the notion that I was sufficiently expert in
educational theory and maihodl to offer any immediate advice in this
area. But other doctors would occasionally defer to me as an ‘educational
expert' - for instance when propounding some pet educational theory of
their own to the students they would stop and seek my approval for their
ideas. On such occasions I was forced to equivocate: in the context of

a teaching occasion I was not able to go into any lengthy discussions of

xy research, its methods and 4its implications.

Students would likewise formulate their own interpretations of
vhat my research might be about. The most usual solution lay in the
assumption that mine was an evaluative research project. They took it
that I was evaluating either clinical teaching in general, the approach
of individual teachers, or both., They therefore expected me to be able
to make comments on the ‘efficiency' of bedside teaching as an oducationil
method, or the nature of small-group dynamics at the dbedside and in the
tutorial room. Although I would try to explain that I was not directly
involved in evaluation, I was never sble to convince some 0f the students

fully that this was the case., They tended to assume that I was interested

in their experiences on their clinical attachments (as indeed I was) as

evidence of their educational merit; the information that students

volunteered on this score served the purpose of my developing research



concerns, however, despite being based on false premises,

However, both students and clinical staff were almost unfailingly
satisfied to leave me to my own devices - to ignore my presence when they

were busy with other things, and to talk with ms when they had time and

when woe had things to talk about.. .

Day to Day Neggtiations

Although I found that it was relatively straightforward to be

granted permission to attend clinical teaching periods, this did not mean
that my day-today presence on the wards was unproblematic. Quite apart

from the senior consultants concerned, I also had to negotiate with the

various teachers who wvere engaged in the bedside 1::;.ltruction. This was
not straightforwvard. 1In the first place, I r;:und that although chiefs of
firms would assure me that they would inform thelir colleagues of my
{mminent arrival on their wards, this was not always done, and I would

£ind that after my first interview vi'th the chief, I might go out of his
head almost immediately. Even when the doctors had been forewarned, the
nevs did not always filter through to all the members of the staff - and
the more jumior doctors might well have been left uminformed. Consequent-
ly, I would find that I was going in 'cold', with little or no prior
waming for the doctors concerned. Very often the arrangements for my
introduction had to be ad hoc, when I arrived on the wards. On my first

morning on one of my medical attachments, I noted:

Yhen I first went to wards ___.and I was not at all sure

R
what sort of reception had been laid om for mes, although I
had already negotiated general access with the chief of the
service. V¥Yhen I arrived, I found that the students were
about to spend the first hour of the morning in individual
ward work. As I was not entirely sure 0f my welcome, I

stopped a passing doctor (whom I did not recognise) and
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gsked hin vho was in charpge of the studants' vork that

morning. He told me to go and see Dxr, Foster, who was
upstairs., I went upstairs to the other ward; I found
the ward sistexr and asked for the Doctor. 6lhe weat
ewvay, came back and asked me to wait. I had to wait
quite some tinme.

It appeared that Dr. Yoster hirself was busy with his
clinical vork, and as ]I waited in the corridor I could
gee him bustling in and out of one of the small single

roors just inside the ward doors.

After some ten or fifteen minutes, Dr, Foster cams out

to speak to »e.... He seemns quite affable, and told me
that I could join the students for their ward work now

12 I wanted to. In fact I decided that it would be
tactless to butt in in the middle of the students'
history~taking. (I had had to wait until after 10.30

to see Dr. Foster). 8So I hung about in the doctor's room.

In the room I was quickly confronted with the necessity

of entering into a new introduction and negotiation.

Aftaer I had been there soms minutes, one o0f the consultants
esee CANO in with two housemen. Whilst I hovered in the comer,
Dr. Robinson (I ocould read his name from his lapel badge) and
his junior staff entered into a discussion at the other end of
the room., Dr. Robinson was going through s pile of case-notes
and he appeared to be discussing patients with a view to
teaching on them., I could not hear all that was being said,
but I could hear Dr. Robinson talking sbout patients as
suitable 'teaching mnaterial'!, and at one point seemed to be
discounting one patient for teaching purposes, as the
clinical findings were not clear enough.

When Dr. Robinson had finished, he tumed, looked shrewdly
in my direction and confronted me. "Do I recommise you?"
I told him my name and indicated briefly why I
was there. I gathered from his reception 0f me that he had
heard of me, and he seemed quite satisfied,
this first mweting to be a very pleasant and agreeable doctor,

he asked.

He seemnd at
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On this occasion, I was gble to start 'observing' smd to start ry.

ongoing negotiations more or less at the sane time, Although I had made
detailed arrangements of when I was going to start work on the unit with
the chief, even the consultant I first met appeared to have only the
most vague impression that I was expected on the wards. I had a similar
sort of reception on my first surgical attachment. The very first
session on my first lMonday morming had been taught by the chief of the
£4rm himself. But, as I recorded it subsequently, his memory for my

identity was remarkably short,

When the students all went off for coffee - at sbout 11.13,
I stayed behind, hoping to ﬁr;d whoever was going to teach
the next session and introduce myself to him. I therefore
hung sbout, and stopped the chief as he emerged from the
doctors' room. I asked i1f he knew who was taking the

next session, so that I could introduce myself, ‘'Yes', he
replied, 'Who are you?' (11)

'Paul Atkinﬂon' o

'Of course'., He put his arm round my shoulders and led me
into the doctors' room, where 2 number of the surgeons
were having their moming coffee. He introduced me very
briefly, 'This is Mr. Atkinson, who is doing a survey of
surgical teaching'. Then he left me.

I asked one of the consultants if he knew who would be
teaching the next period with the fourth year students,
and he told me that it would be Mr, Jenkins. 1
mis:lnterp'reted a non-verbal cue from the consultant and
thought that one of the other surgeons present was the
said Mr. Jenkins. Discovering my mistake (and feeling
even less at ease) I then asked if Mr. Jenkins was around.
Mr., Mackay said he was ‘down in 8.C.D.°, end that they
themselves would be going down there shortly. When he had
finished his coffee, he took me downstalrs, to what turned
out to be the Surgical Consultation Department (i.e., an
out-patient department). He went into one of the little

consultation rooms and brought out Mr. Jenkins, whonm he
introduced to me, and who readily agreed to my joining his
teaching session.
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It was often extremely difficult to find the doctors in ordor to

introduce nmyself to them before they came to teach the students,
Somotimes I would have short notics - or no notice at all - of who was
due to do the teaching:; this was & particular probler of ry first days

in a new clinical unit, when I and the students might be wasure of the
routine, and of who the various personalities involved were. When I

did f£ind out who was duc to teach, I would also find that when I tried
to contact them beforehand, they would be working at a different hospital
for th; day, or were in theatre, or in clinics, or were otherwise
wnobtainable. It was not wmknown for me to make my first contact with a
doctor by arranging to see him between appointments in an out-patient
clinic. Further, it was not always possible to predict precisely which
doctors were going to turn up to teach the students. Although some units
had a regular timotable of teaching arrangements, these arrangements were
always treated as flexible. Given the relationship between the demands
of teaching, research an@ patient care, the doctors could find thorsoelves
diverted from thelr weekly teaching commitmonts from time to time, and
for altemative arrangements to be made for the students., It could always
happen that, without prior notice, the clinique would be sent off to
another specialist unit for teaching by a doctor who was not a merxber of
staf? of the ‘home' firm., In the samo way, different doctors could
arrive wmexpectedly in the wards to teach the students there. For these
reasons I would find myself making ‘on the spot' self-introductions, and
asking the doctor's permission to stay with my group of atudents through
his teaching period. Luckily, despite the lmpromptu nature of ny
appearances, such hasty negotiations were always successful, and caused
no trouble with any of the clinicians concerned. No doubt the fact that

I was already clearly 'at home', and the fact that I could always claim
the authority of the chief of the firm to vouch for my presence smoothed

these potentially difficult situations.,
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Unobtrusiveness and 8S8ocial Relations in the Fleld

Although my presence on the wards had originally taken a fair
amount of negotiation, once access had been granted, I was generally
taken very much for granted by the doctors on the wards, and by the
students as they went about the hospital. I was basically left to

get on with what I wvanted. 1Indeed, for some doctors I becames S0 much

a part of the normal scene that they forgot who I was: I was on several

occasions taken for a student. Yor example:

We woent to the ward, to find Dr. Morrison wailting by the
entrance to the ward., He told us to hurry uw, and there
was a sort of benign asperity and gruffness about his voice,
There were still some of the clinque mexbers away at coffee,
and we stood about walting for them. Somebody again
mentioned the graduation ceremony that had just taken place,
and the degree of B.Sc., Med., Sci. Dr. Morrison then asked

the students I was with 1f any of them had taken the degree.
They were mostly secon-~year entrants and so had not done so.

Dr. Morrison then turned to me and said, "Areyou a B.S8c.
Medical Sciences"? '"No, B.A. Cantab", I replied.

"Oh! VWe should call you Sir. What made you choose
Edinburgh as your medical school"?

I briefly reminded Dr. Morrison of who I was -~ pointing out
that I had already been to see hinm to explain about my
research and to introduce myself. I told him that I had
assumed that he had recognised me again, and that I wasn't
trying to fool him in any way, or to join the group furtively.
Dr. Morrison then appeared to remember who I was, and took no

further notice of me ,,...
This interaction with Dr. Morrison was not the only one in which my
presence with the students - which I thought had been registered and
taken as read by the doctor - was suddenly questioned in this way. One

such incident occurred with a physician who I had already met on more
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than one occasion, He was teaching the students round the bed of a very

old lady, wvho was unconscious, The patient was in one of the small single
rooms which opened off the entrance to the main open ward. As there was
not a lot of room in there I tried to keep out of the way of the students,
There was in any case little to see, and there seemed no point in my
crowding in., The patient was lying on her side, with her face turned
towards the wall., At one point in the proceedings the clinician wanfed

the students to got really close to the head of the bed and ohserve the
patient's eyes. As they all crowded into that comer, I hung back at the
foot of the bed -~ as I thought, being considorate. After a moment or two
the physician noticed me there, broke off what he was saying to the
students and said to me, "You won't see very much from down there".
Althoug; his tone was rather sharp, I still assumed that he realised who'

I was, I replied, "Oh, it's all right, thanks, I can see &all I need to ..."
The doctor than made it clear that he had misunderstood the situation,

and had taken me for a student, and that my reply sounded very inappropri-
ato. I hastily reminded him that I was there to observe the bedside
teaching, and of who I was, "Oh", he sald, "You're not tape-recording all
this, are you"? When I told him that I was not, he seemed perfectly, happy,

and paid no further attention to me throughout the rest of the teaching

session.

As I have pointed out_, tithoug;ll it was a regular part of my
ﬁegotiations for access that patients should be made aware of my presence
and the reason for my being there, such information was in fact never
vouchsafod to the patients. But from time to time I became aware that
the patients were noting my presenco, and were looking at me rather
quizzically: I neither taught, nor did I ask or answer any questions,

Somotimes I did feel -that I must have stuck out from the rest of the
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group to some extent., However, there was only one occasion when my
presence was openly queried by a patient. It happened on a medical
unit, when my fieldwork was quite well advanced, in the third term of
the first year. 1 was with one of the consultants and three of the
students. The group were all seated round a patient's bed, and I sat
behind the students, towards the foot 0f the bed. I was visible to the
patient, but not in direct line of vision as she spoke to the rest of
the clinique., My position was, I felt, sufficiently unobtrusive, and

I took some notes u the students took tumms in questioning the patient.
The patient herself was a middle-aged woman, bright yellow with jaundioe.
As the students' questioning progressed, it became apparent that the
woman drank heavily - and indeed that she was probably an aleoholic.
Throughout the teaching session the woman's attitude towards the
consultant, and to the whole exercise, was one 0f detached boredom - of

belle indifference. She appaared to lack any interest in her own

condition. At the same time, she did appear to feel free to pass comment

on the proceedings, and to take the initiative in starting new lines of

conversation (often quite alarmingly tangential to the doctor's and

students' lines of inquiry).

e.g. The patient interrupted again: "One thing is different. I
know I'm not asking the questions, but last time I had xy
owvn cutlery and crockery - which I haven't had this time -
wh:lqh my doctor said I should have - as it might be ~ what's

the word?...'

Later, as the consultant and the students moved on to a discussion of

Whilst they vere

possible causes and signs of obstructive jaundice.

talking amongst themselves, the patient broke in:

'What about the l1little man at the back = I can't see his
facel' I shifted slightly so that she could see meo a bit
and gave her a little smile. Dr. Maxwell and the students
The

discussed possible clinical signs among themselves.

patient seemed quite uninterested, and was whistling

quietly to herself.
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1 took care to let her see me from time to time, making sure

that I did not catch her eye too much, and 80 spark off new

tangents in her comments.

This particular patient was rather unusual. At one point,
Dr. Maxwell interrupted the history-teking and toék the students aside
to conmment on how odd she was being. Her indifference and ironic
detachment marked her off from the normal run of the patients I saw,
When the teaching session was over, the consultant commented to me,

"She was an odd bird. 8She picked you uypl"

Of course, it 18 noticeable that even this patient, who asked

directly who I was, hardly received a full explanation for my presence.

At times, ‘unobtrusiveness' could prove rather difficult; as I
have already said, at times I could be taken for a student, and ‘put on
the spot' by a doctor who mistook me for one. This became particularly
noticeable in surgery, vhen I went into the theatre with the students.
If we were in an open theatre, rather than behind a glass screen, we
all had to put on gowns, caps and masks., With only our eyes showing 1t
became difficult to recognise who was who - only a student's sex vas
apparent (and that was not always totally obvious under the voluminous
theatre gowns), Under such conditions I became especielly vulnerable
to problems of "mistaken identity' ~ I was acutely aware that I might

be picked on suddenly to answer a question thrown out by the surgeon at

the table.

©.8. Vhen he had removed the second part of the goitre,
Mr. MacDonald sald to the gallery, "Perhaps one of you would
1ike to go up to frozen section with it..." as he handed the
bowl with it in to the theatre porter. Ur. llacDonald looked

up, and suggested that one 0f the two students on the end of
the rows would be easieat. Bince I was sitting at the end

of the row, I was one of the tvo. I was by no means sure
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that in looking up Mr. MacDonald knew who I was, and I was
very unwilling to go through any further negotiation and

oexplanations - either with the pathologists, or in the
proesence of the theatre staff. I therefore nodded to the
other student and indicated with my head that he should
be the one to go out, whilst the group of students looked
roumnd at each other, in some indecision. Luckily the
other student went off to take the specimen away. I an
not sure whether he recognised me either. This is

bhviously one of the perils of wearing surgical masks!

Flield Roles.

It 18 customary to describe the performance of ethnographic
rosearch in terms of a role that is adopted by the researcher in the

field (cf. Schatzpan and Strauss, 1973).

However, it is not possible to designate my position in the
fleld in terms of any single, stable role. This can be illustrated
by reviewing briefly the i1deal~typical role descriptions that have
been devised by methodologists in an attempt to cepture the degree of
participation and involvement with the action in the settings observed.
A clessic exposition of this is that of Gold (1958), who identifies
four such roles: ‘complete participent'; 'participant-as-observer';
'‘observer-as-participant'; 'complete observer'. The so-called ‘complete
participant'! is typified as operating under conditions of role pretense:
his true identity and the purpose of his research are not discloﬁd to
the actors whom he observes, An example of this research stratogy is
that adopted by Lofland and Lejeune (1960) in their study of Alcoholics
Anonymous. Complete participation may also characterise research which
is based on wmpromediated participation or enforced presence in certain
situations, vhere research 1s not the reason for the sociologist's

presence; examples of the retrospective reporting of such participation
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are Davis's period as a cab-driver (Davis, 1859), or Roth's enforced

period of observation in a T.B. sanatorium (Roth, 1963). The
deliberate deceptions which are an inescapable aspect of the first
of these approaches raise serious ethical problems, and these will be

taken up in my later discussion of the ethics of my own research.

., The ‘complete observer' role is rarely encountered in
‘naturalistic' research -~ at least in a pure form or as a dominant
techniquo in any given research enterprise. In adopting this
strategy the fieldworker is entirely removed from interaction with
those he observes. Such an approach can be used most easily and
efficiently for the observation of behaviour in public places, in
relatively anonymous soclal settings. Insofar as it is not
anchored in a detailed knovledge of the settings and the participants,
it can be used to cover a wide range of situations (cf. Yancy and
Rainwater, 1970). However, for any research in more ‘private’ domains,
where access is not automatically granted to all and sundry, 1t is not
normally available to the researcher. The exigencies of negotiating

access and sustaining relations in the field will normally necessitate

that the researcher adopt a less detached role in the field. As

Schatzmnan and Strauss (1973) comment:

eeossObServing without being cbserved is virtually
impossible to manage in natural social settings.

The need to sit in on relatively private discussions,
and to ask questions, precludes this tactic as a

rauon‘ablo option.

(p.59)

Soms researchers, mistakenly, embrace a view of their work which,
implicitly, portrays the observer as completely detached in the course
of data collection. 8uch a view is perceptible in a number of studies

on teaching processes which follow the paradigm of American experimental
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social psychology (e.g., the many methods of so-called 'systematic'

observation in school classrooms - c¢f, Hamilton end Delamont, 1974 .
Yet in such contexts the observer is always observed. Even though

he or she may remain 'unobtrusively' at the back of the classroom or
on the fringes of the group, he or she is, nevertheless, 'in play' and
must attend his or her deportment and place in the social settings.
The ‘unobtrusiveness' is itself a social accomplishment, and to that
extent at least the observer's research act is a participatory one.

As Gussow comments:

In studies of this kind (observations of school children)
it is fallaclious to think of the observer as standing
outside and apart from the persons and events he observes.
From the moment he begins his work, he becomes part of
the context, whether he wants this to happen or not....
Together, observed and observers are involved in an

interactional nexus,

Schatzman and Strauss (1973) also emphasize the extent to which
‘mobtrusive deportment' is something that must be worked at by the

researchoer, and made situationally appropriate:

The researcher may sit in the comer of a room and not
enter into conversation. The flow of events is not
eppreciably influenced by his activity.... But this
option poses some dangors; the spectre of a
relatively impassive observer whether or not taking
notes, barely showing appropriate effect or active
curiosity, end offering few 1f any cues as to what
he 18 ‘really up to', can be very disturbing to the
hosts. This option cannot be cerried out indefinitely

and universally for all situations. .
(p.89)
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*Complete’ observation, with no interaction, is therefore
practically inefficient in many settings. In others it is a fallacy
to believo that it is even possible, In the context of my own research,
completo observation vis-a-vis all the participants on the hospital
wards was a total impossibility; however, as I have just discussed, the
degree of participation which marked my research varied from one category

of observed actors to another, and from one social setting to another.

The varieties of 'observer-as-participant' and 'participant-as-
observer' are more frequently approximated in the performance of field
research. In both cases, the observed are aware of the nature of the
researcher's identity and purpose. The distinction that Gold draws

betveen the two varieties depends upon the emphasis placed on close

interaction and participation with the research subjects. The observer-

as~-participant remains a relative 'stranger' to the group members, and
is somothing of an outsider: the participant-as-cbserver becomes more

~closely involved in the conduct of their daily lives and their

interactions,

Both of the 'extreme' or 'pure'’ types of field strategy described
havs thelr drawbacks - and they are very similar. 1In neither case does
the researcher have much leeway in msnaging his interpersonal relations.
The ability to question actors about their activities may be curtalled
in both contexts, and spproaches based on interviewing will often be
ruled out, lest one's inquisitiveness lead to suspicion, or one's cover
is 'blown', The 'complete participant' may find his physical and soclal
access in tho field setting is limited by the nature of the role that he

has assumod. For instance, 1f, in the conduct of medical research, the

ethnographer should adopt the role of a hospital porter, or similar
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auxiliary worker, then his ebility to go where he wants, and to speak

to vhomr he wants will be limited by the cus'tonary rights and duties
attendant upon his chosen role. The 'corplete cobserver' by definition
denies himself many possibilities: he will not normally be &ble to

gain access to 'backstage’ areas, inner sanctums and so on, without
disclosing his identity and interacting with the parties concerned.

The 'intermediate’ types of strategy normally allow the researcher to
be a great deal more flexible in his approach; he will normally be able
to range over 8 variety of situations, and be more free to follow up
events by questioning in the field, or by means 0f interviews

afterwards,

%¥hile such role dofinitions provide a handy way of conceptuali-
sing social rrelat:lonshipa in the field, they do not egpture the range
of negotiations and roles that the researcher nay have to perform.
Descriptions like those of Gold tend to present a picture of an
undifferentiated social milieu: that i3, that there is a single, more
or less homogeneous set of others with whom he interacts. Yet in
corplex organisations such as a hospital or medical school, this is
not so. There are many categories of merxbers - ditfomntiatod by their
occupational specialisation, their place of work or Spho‘re of influence,
and their grade within occupational hierarchies. It is not necessarily
the ‘case that research will be directed towards all these organisation
menbers equally, In my own case, I was primarily oriented towards the
medical students, and my coutacts with other medical school and hospital
personnel were contingent upon that main focus. Consequently the extent
to which I was a disengaged cbserver, or a participant in the action

depended to a considerable oxtent on the nature of the particular group

I was with, and the naturo of the occasion. I wa3s always an observer
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of tho nursing staff and auxiliary personnel: I was a much more involved

participant with some groups of students, whilst with others I remained

a much more marginal figure.,

The give-and-take o0f negotiations in the field mean that it may
be expedient -~ and may come quite naturally- for the observer to become
an engeged participant for brief periods. As a researcher it is slways

easy to Iind oneself rather aloof from others, and to be in a position

alwvays to be taking from one's informsnts and never giving, A lack of
reciprocity can occasionally create strain and difficulty in one's

field relations and these feelings may be rectified by the occasional
participation in activities, and in contributing to them. Such
occasional participation has been described sas °'the-engaged-observer-as-
transitory-participant' (cf. Oleson, n.d.). Participation of this sort
arises when the researcher can 'help out' in various ways. For instanoce;
during my early days in the field I was with a class of students who
woere first learning to use an ophthalmoscope. They paired off and took
it in turms to peer into each other's oyes with the instrument. There
was sn 0dd number of gtudents in the group, and one 0f them ended up
with no partner. It was therefore a natural action for me to offer to

stand in and let him examine my fundi. In the same way in surgery I

offered to act as a 'lay figure' for a teaching session; I volunteered
to play the part of the patient while students leammed how to drape me

in preparation for an operation. (Olesen,(n.d.) reports precisely the

sape thing in her research with student nurses). 8Such pauicip;tion

helps to sustain the ‘give and take' o0f rapport in the fileld.

On occasion, students would meke bids to engage me in more

active giving which were more problematic. By virtus of my research

topic, they would sometimes try to involve me as an expert on aspects
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0f the medical school. They would try to use ms as a source of
'*inside information' about the nature and the quality of the teaching
offered in different teaching hospitals, or by different doctors that
I hat observed, As I discuss later, such information 15 an important
resource among the student body and is a recurrent topic of
convorsati_cm; I offered an additional source for such evaluations.
Such bids for involvement were lesa easy to acquiesce to, sinoce I was
usually concerned to discover the student's opinions or expectations
of other clinical units and clinicians, rather than peddling my own
half articulated opinions, Additionally, of course, there is the
problem in situations such as this that such disclosures could 'get
back® to faculty nembers, and that the retailing of such criticism
could create an unfavourable ixpression with the staff, It was
usually possible to deflect s