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Foreword  

I had the good luck to become involved in the study on which this thesis is based in 2016. For an 

ethnographer still new in the setting of psychiatry and theories of learning, it felt like an exciting 

opportunity to journey into an unknown land. In some regards, this metaphor may also be applied 

to the experience of students beginning their psychiatric clerkship: the students’ novice approach 

to developing knowledge and skills in the field of psychiatry resembles my own novice, and 

sometimes clumsy, approach to the field of psychiatry as medical education, and related theories 

of learning. It should be noted that, while the elements of the thesis are described in 

chronological, linear progression to help the reader, its research and creation have been part of a 

dynamic and sometimes a rather chaotic process, much less linear than the structure presented 

here would suggest.   
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Motivation and background 

For a long period the clinical part of medical education has been challenged by institutionalized 

changes. These include the increasing numbers of students at the university and in the clinical 

clerkships; the growing conflicts of time and workload among doctors; high patient turnover and a 

shortage of doctors. Taken together, these elements constitute a risk to the quality of clerkships 

and the possibilities they offer for learning (Goldie et al. 2014; Hargie et al. 2010; Masson 2011). 

They are challenges that are also relevant in psychiatry (Nawka et al. 2010; Oakley C 2008; Rassie 

2017), where, I argue, the field is highly complex (Parnas, Sass, and Zahavi 2013; Nordgaard and 

Parnas 2013). The shortage of senior doctors in psychiatry and a management focus on efficiency 

impact the students’ chances of following and observing doctors at work, meaning that they 

frequently have to wait around for a doctor or are left on their own on a ward. Yet psychiatry is 

one of the largest medical specialties (Brittlebank et al. 2016; Öhlund and Lieber 2018), and all 

doctors will have to handle patients suffering from mental illness throughout their careers. 

Consequently, it is vital to offer a high-quality education in the field. 

Based on these concerns, we, Sidse Arnfred and I, thought it was time to reconsider clerkship. We 

began by providing medical students with tablets to video record their interviews with patients 

and followed up by watching the videos alone or in groups to re-assess their handling of the 

patient and reflect on their interview technique. While the students found the exercise very 

useful, they felt they had limited access to the patients and were hesitant to record their 

interviews (Fog-Petersen 2014). Further, they claimed that the concepts applied in psychiatry are 

packed with abstract descriptions and requested video clips of symptoms, interview situations, 

and other problem areas (Fog-Petersen 2014). These experiences spurred our curiosity about how 

learning opportunities in the psychiatry clerkship were actually constructed and initiated the plan 

to develop a video tool that could help the students get access to view real patients (virtually) and 

supply them with accurate descriptions of their conditions. With this in mind, we implemented a 

video library containing videos of authentic patients being interviewed by a psychiatric doctor 

(Arnfred et al. 2018). The backbone of this thesis is the investigation of how medical students used 

this video library during their three weeks clerkship in psychiatry.  
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A library of videos for training in psychiatric skills 

In this section, I briefly describe the video library and its development as, together with the fields 

of clerkship and psychiatry, it is one of the most important elements of the thesis. It was 

established to gather a corpus of brief video recordings of real patients that students could use for 

training. Mental Status Examinations (MSE). It was expected that the students would use the video 

library as a supplementary tool to augment their training in writing  MSE reports during the 

clerkship, and to increase the variety of patients being assessed (Arnfred et al. 2018). Others have 

suggested the use of multimodal stimuli to support medical students’ training for the MSE 

(Mankey 2011). The following is a summary of the more thorough description of the video library 

and its development that can be found in Arnfred 2018 (Arnfred et al. 2018).  

The library consisted of 23 videos of a doctor interviewing patients as they ordinarily present on 

the wards. The doctor followed a brief interview guide developed for the interviews, which were 

made for MSE training and not for clinical purposes. The videos were then edited to a length of 6-

12 minutes, focusing on the most explanatory sections dealing with the psychopathological 

phenomena featuring in the interview. For each of the videos, a professor wrote an MSE report 

describing the most significant symptoms of the patient, much like local psychiatric records before 

the implementation of electronic health records (EHR). An extremely short medical history 

introduced the patient, excluding a diagnosis to avoid student’s formulating preconceptions when 

watching the video and to promote a descriptive approach with less interpretation. Instruction for 

using the video library for training was built-in, and encouraged the students to 1) to read the 

medical history; 2) see the video; 3) write up an MSE report; 4) compare their own MSE and report 

with the professor’s.  

The library was introduced on the first day of the clerkship and students were permitted to access 

it when they had signed a confidentiality agreement. It was only accessible through a secure 

institutional Sharepoint© reachable exclusively on computers located in the clerkship hospital. 

Further, I supervised a two-hour group session planned to familiarize students with the library 

content. It was expected to help the students by illustrating psychiatric symptoms and 

characteristics of psychopathology which are often found intangible by students (Budd et al. 2011; 
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Chur-Hansen and Parker 2005). Furthermore, it could support student insights into the complexity 

of the psychiatric interview (Priebe et al. 2011). 

 

Research within the field of clerkship, psychiatry, and videos 

In terms of a clerkship in psychiatry, a study of medical students’ access to, and use of, a video 

library for training might seem a rather narrow field of research, yet it is deeply interrelated with 

the much broader research field of medical education. In the next sections, I briefly examine this 

latter field through the lens of clerkship and video use, and then zoom in on the narrower sectors 

related to psychiatry. 

Research in clinical clerkships in general 

Research into medical education is an expanding field with a particular interest in, and focus on, 

simulation and effects of teaching methods. In 2013 Lee et al. published a bibliometric study of 

articles indexed under medical education as the major subject. The findings point to a growing 

corpus of publications and some major shifts in the topics they address over the last 50 years (Lee 

et al. 2013). The percentage of publications on clerkships peaked in the ‘80s followed by a major 

drop in the ‘90s, whereas publications related to psychiatry dropped gradually from the ‘70s to the 

‘90s, with both reaching a stable percentage during the ‘00s (Lee et al. 2013). A study from 2018 

finds similar trends (Ji et al. 2018).  

Although clerkships might not be the dominant topic in educational research, in a review from 

2014 Tim Dornan and his colleagues found 906 relevant articles when searching for studies of 

outcomes in clinical clerkships (Dornan et al. 2014), indicating that clinical clerkships have received 

extensive attention. With experience-based learning providing the framework for the review, they 

look at what and how medical students learn, the conditions in which learning takes place, and the 

outcomes of clerkships. Experience-based learning connects learning strongly to participation in 

practice (Dornan et al. 2014). In their review, they point to ‘affective, pedagogic, and 

organizational support’ as important dimensions for students’ learning outcomes, finding three 

types of outcome: affective outcome, relating to students’ (positive or negative) moods, emotions 

and confidence in the clinical setting; real patient learning, relating to the students’ ability to 

contextualize their learning and understand the spectrum of diseases; and practical learning, such 
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as becoming skilled and familiar with local policies and processes (Dornan et al. 2014). They 

further find that the processes behind the outcomes could be related to instructional designs for 

the students’ time and tasks, as well as the different types of participation offered in the clerkship, 

ranging from students’ observing to rehearsing and, finally, to actually contributing (Dornan et al. 

2014). The last dimension examined in the review covers the conditions set at every level of 

clerkship organization, from the planning and resourcing at curriculum level to support at the 

individual level; this highlights the importance of cooperating at every level to plan, resource, and 

deliver the experiences needed (Dornan et al. 2014). They conclude by summarizing these 

dimensions in a framework for clerkship education design. 

In an earlier interview, Tim Dornan raised the need for more thorough qualitative research into 

clerkships, suggesting participant observation as a way to “give near contemporaneous accounts 

of learning, which reduce the problem of respondents’ experiences being reconstructed in 

retrospect to fit the research” (Dornan 2012). However, on conducting a search of research into 

clerkships using participant observation in contexts relatable to the content of this thesis, I found 

only a few relevant studies published within the last ten years.  

Liljedahl et al., in a Swedish study, used ethnographic methods to investigate medical students’ 

learning in different clerkship rotations. They found that students are assigned a marginal status in 

the medical community, that they actively assess the value of potential activities, and that they 

are tolerant of the complexity of health care (Liljedahl et al. 2019). Also in the Swedish setting, 

Hägg- Martinell et al. 2015 have examined medical and nursing students’ learning in an acute 

internal-medicine care ward using ethnographic methods. They found that students must first 

enter the community of practice in order to understand its culture and try to be accepted. The 

cultural characteristics of the setting defined the students’ capacity to be involved in practice 

(Hägg Martinell et al. 2015). Focusing only on the medical students from the same study, Hägg 

Martinell et al. found that the learning situations created by the staff focused on questions of fact 

and not dialogues related to the patient as a whole (Hägg-Martinell et al. 2017). These studies 

have great similarities in methodology, and to some extent focus, with the methodology and focus 

of the research for my thesis discussed here.  
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In the Danish setting, a recent study in an interprofessional outpatient clinic examined the 

relationship between the  activity-, outcome-, and epistemic- and social emotions’ role in students’ 

learning in a clinical interprofessional context, using observation and students’ self-reported 

relationships between the elements (Jakobsen et al. 2019). The findings show the risks of negative 

emotions and the positive effect of supervision on these, underscoring a strong relationship 

between emotions and learning in the interprofessional context (Jakobsen et al. 2019).  

Although the above-mentioned studies and the review by Dornan et al. provide insight into what is 

at stake in clerkships in general, I now direct attention to the field of psychiatry. The clerkship in 

psychiatry has received considerable attention in terms of its effects on changes in attitudes 

towards psychiatry (Arora, Sandhu, and Brasch 2019; Holt et al. 2019; Petkari 2017); recruitment 

to psychiatry (Agyapong et al. 2019; Lau et al. 2015; Seow et al. 2018); and forms of clerkship 

related to test scores (Tabatabaee et al. 2013; Griswold et al. 2012). I have found no studies which 

thoroughly examine the content of clerkships in psychiatry and none that research psychiatry 

clerkships in the Danish setting. 

When I further narrowed the frame and conducted a literature search combining the keywords 

psychiatry, clerkship, and ethnography on the NCBI database it turned up 22 articles within the 

last ten years. Five of the results were abstracts from annual meetings/ conferences. Ethnography 

was related to psychiatry in only one of the results, an investigation of medical students’ 

information-seeking (Twiss-Brooks et al. 2017); however, here the field of psychiatry was not in 

focus but merely the locations where students sought information.  The same search at PubMed 

resulted in 7 articles for the period 1994-2020 of which none of the accessible abstracts 

mentioned ethnography. It seems obvious from the searches that in-depth studies 

(ethnographies) of psychiatry clerkships are rare.  

Meanwhile, since the research for thesis also involved the use of videos in clerkships, studies on 

this topic are likewise relevant.  

The use of videos to learn psychiatry 

There is a recent trend in medical educational development either to supplement traditional 

teaching and training with elements of simulation or replace them with simulation altogether 

(Sørensen et al. 2017; Motola et al. 2013). In psychiatry, the numbers of studies on simulated 
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methodology are also rising. The use of standardized patients, virtual patients, role play, and audio 

sensory media has been investigated (Abdool et al. 2017; Dave 2018). In an article written in 2012 

Dave analyzes the educational advantages and disadvantages of using simulated patients in 

training and teaching in psychiatry: advantages include being able to interrupt an interview in 

order to explain the patient/ illness to students, while one disadvantage is that the use of 

simulation is often very expensive (Dave 2018). In their systematic review of students’ 

engagement in what they term simulation-based methodologies, Abdool et al. conclude that there 

is a lack of novel or innovative uses of simulation in undergraduate psychiatric courses. They 

suggest that simulation-based methodologies can improve communication, support empathy, and 

reduce stigma in psychiatry and point to the importance of faculty development to heighten the 

focus on new approaches to simulation aimed at engaging learners and enhancing outcomes 

(Abdool et al. 2017).  

Although the video library described in this study has similarities with the use of virtual patients as 

a teaching tool, it does not have an interactive element. I have therefore identified it as more of 

an extended ‘textbook’ containing videos for illustrating and practicing MSE rather than a 

simulation tool. The argument in favor of using videos builds on studies highlighting their great 

potential in learning situations in hospitals and clerkships (Hammoud et al. 2012; Larsen 2010; 

Ball, Kurtz, and Reed 2015; Narula, Ahmed, and Rudkowski 2012), where they have been shown to 

be useful in imparting interview techniques (Vassilas 2000), illustrating non-verbal communication 

(Corradi, Wasman, and Gold 1980; Gask 1998) and simplifying complex elements (Hurtubise et al. 

2013).  

I have only found a few studies on videos as part of the learning opportunities in clerkships; these 

show that videos have been used in clerkship teaching sessions (Lewis and Allan 2016; Kunaparaju 

et al. 2018; Chung 2005) and for assessing students (Griffeth, Brooks, and Foster 2017). A further 

two studies examined the use of video in ways that resemble the intended use of the video library 

in our own study. In one, videos are integrated into a tool established as an independent module 

which is provided as an “alternative clinical experience” in psychiatry clerkship (Hawa et al. 2017). 

However, the module exclusively focuses on binge eating and is thus more diagnosis-orientated 

than the video library related to this thesis. The other study examines a free online database of 

psychiatry teaching modules, including videos of simulated patient cases. The modules are 
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intended to “enhance the variety of psychopathology seen by students”(Foster et al. 2014). 

Although this goal is similar to that of our video library, the modules were not designed for 

training in MSE. The final example, a recent study in the Danish setting, has researched the use of 

videos as a preparatory tool to support medical students’ patient-centered communication during 

clerkships (Pedersen et al. 2019; Pedersen et al. 2020). Consequently, the video library established 

for this study would seem to be one of a kind; however, a quick Google search for ‘videos’ and 

‘psychiatry’ reveals several sources providing access to online videos for learning about psychiatry 

and training in MSE. There seems to be a mismatch between the available search tools and the 

available research.  

Nonetheless, against this background, one can posit a major gap in ethnographic research on 

clerkships in psychiatry and the supplementary tools used during such clerkships. This 

understanding provides the impetus for the research questions.  

 

Aim and research questions  

The overall aim of the study was to explore how medical students approach a clinical clerkship 

with on-site access to a video library as a supplementary learning tool, and how we can 

understand this approach. The exploration was guided by research questions that can be 

assembled into three themes: 

1.  How do students use the video library? How do they establish links between the videos 

and clerkship practice? And what challenges are connected to the use of the video library? 

(Paper I) 

 

2. What are the characteristics of medical students’ skills acquisition in the psychiatric 

clerkship? And how can they be understood in the light of Dreyfus and Dreyfus’s skills 

acquisition model? (Paper II) 

 

3. How do medical students navigate the clerkship, as seen from the perspective of situated 

learning? And for what does the clerkship then prepare the students? (Paper III)  

 

The study provides a profound understanding of the learning environment within a busy 
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psychiatric ward and informs us of the use of video as a learning tool and what it can offer in this 

context. The study thereby serves an important descriptive purpose in identifying challenges in the 

learning context and the potential of video as a learning tool therein.  

 

Setting the scene 

The complexity of psychiatry as an educational setting 

Psychiatry or mental health? In my thesis, I have chosen to use the term “psychiatry” and not 

mental health to underline the study’s connection to the field of medicine and the profession of 

psychiatry. However, the two terms are related to an ongoing discussion about the future 

definition of the field.  

I begin with a brief description of some of the dominant narratives on psychiatry, psychiatrists, 

and patients with mental illness:  

 Psychiatry is an important part of the general knowledge of doctors (this narrative is 

presented both within medical science and in society more broadly) (Sher and New 2016).  

 Psychiatrists are not “real” doctors as psychiatry does not have a biological/ scientific 

foundation (presented both within medical science and in society) (Sartorius et al. 2010; 

Shields et al. 2017; Sher and New 2016; Dave 2016),  

 Psychiatric patients are dangerous (a stereotyped generalization common in the media) 

(Sartorius et al. 2010; Marimuttu and Chandwani 2012).  

 

In the thesis, I have deliberately chosen to prioritize the narrative about psychiatry as an 

important part of general knowledge among doctors because I find this most in line with the 

narrative among the doctors in the hospital during my fieldwork and because it dominates 

descriptions in the curriculum. Further, employing the jargon of the setting, I have used the 

generic term “doctor” to refer to qualified  doctors, “junior doctors” when I need to refer 

specifically to doctors in training and those with little experience and “senior doctors” when 

referring to specialists or doctors on the verge of becoming a specialist. 
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With the challenges of the field of psychiatry as the staging, what follows is a sketch of the basis of 

the medical students’ clerkship in psychiatry. 

Psychiatry as a part of medical education at the University of Copenhagen 

The University of Copenhagen has, as part of a trans-European effort to secure a degree of 

alignment in higher education, formulated medical education curricula to follow the requirements 

of the Bologna process (Christensen 2004), although medical education still varies between 

countries (Hautz et al. 2015). At the University of Copenhagen, medical education consists of a 

three-year, pre-graduate section followed by three years of graduate studies. It is based on the 

learning paradigm posited by Ramsden and later Biggs and Tang (Borgnakke 2014), consisting of 

both scholastic and practice-based learning, the latter mostly during the graduate part. I use the 

term practice learning in relation to both the clinical practice and clerkship as defined in the 

curriculum, and as it is used in the research field of non-scholastic learning where it often involves 

an apprenticeship (Kvale and Nielsen 1999). 

The psychiatry course is an obligatory part of medical education at the University of Copenhagen, 

with traditional academic lectures held in the university buildings and a clinical clerkship being 

undertaken at a psychiatric hospital. The clerkship – most often in a psychiatric department with 

inpatients – is mandatory and varies between apprenticeship/ bedside teaching and group lessons. 

For some students, the clerkship provides their first encounter with psychiatric patients; others 

have met psychiatric patients when working as assistant nurses, observing them under mechanical 

restraint due to the risk of harm to themselves or others. Yet the students in general often have 

negative perceptions about psychiatry as they begin the clerkship.  

Clinical training in psychiatry 

Clinical training in Denmark is conceived of as a form of apprenticeship where students follow a 

senior around, performing a growing number of independent tasks as their competencies evolve. 

Looking at the curriculum for medical study at the University of Copenhagen, clinical clerkships are 

mentioned along with goals for each specific subject, but there are no definitions or regulations 

supplied on how a clinical clerkship should be structured, and apprenticeship is not even 

mentioned (See the link to the webpage here: Curriculum. The webpage is in Danish; for an English 

https://sund.ku.dk/uddannelse/studieinformation/studieordninger/medicin/tidligere-kandidatstudieordninger/Medicin-ka-2015_pr._01.09.2019_ny1.pdf
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summary see Paper III). During the clerkship students are supposed to meet the attestation log 

(LOG) requirements. 

It should be noted that in Germanic languages the word “apprenticeship” is related to two terms 

with different meanings: mesterlære stresses the role of the master in an apprenticeship, whereas 

the term lærlingeuddannelse is closer to the meaning of the term apprenticeship in English (Kvale 

and Nielsen 1999). This is important, as I find that traditional (Danish) narratives about medical 

education are framed around mesterlære, which places little emphasis on the role of the 

community. Yet this was the term that was occasionally used in the clinical setting, whereas I 

never heard lærlingeuddannelse used at all. 

The clerkship in psychiatry has various purposes: students meet real patients; they become 

familiar with the medical specialty; they enact situations similar to the situation of the 

examination; they gain experience of clinical tasks. The main clinical task of a medical clerkship in 

psychiatry is for students to learn how to conduct a mental health examination . To be performed 

well, this requires knowledge of psychopathological phenomena and an assessment of the current 

mental state of the patient, but also competent and empathetic communication and experience in 

interpreting the patient's statements(Papageorgiou, Loke, and Fromage 2017; Jansson 2016). To 

learn this, it is optimum usual for students and doctors to discuss patient statements and 

interpretative possibilities after the student has attended a medical interview. Ultimately, 

students should be able to interview patients on their own and write up the medical record.  

 

 

 

 

 

 

 

 



17 
 

Figure 1 : An example of the different elements of the clerkship. 

Day 1 2 3 4 5 

Morning Introduction At the ward Classroom 
teaching 

At the ward Observe Electro-
convulsive therapy 

Afternoon Introduction Group 
Tuition 

Classroom 
teaching 

At the ward Group Tuition 

Day  6 7 8 9 10 

Morning Evening shift Interdisciplin
ary class 

Emergency 
department 

At the ward At the ward 

Afternoon Evening shift At the ward Emergency 
department  

Group 
Tuition 

At the ward 

Day 11 12 13 14 15 

Morning At the ward Evening shift Classroom 
teaching 

At the ward exam 

Afternoon Group Tuition Evening shift Classroom 
teaching 

At the ward At the ward 

 

In a broader perspective, the clerkship also responds to three different needs in society: 1) the 

overall need of the health sector (and society) to “produce ” new practitioners to keep the 

institutionalized health care system running; 2) the need for the health faculty of the university to 

respond to the requirements of the health sector, meanwhile reproducing its own position as the 

exclusive and legitimate producer of practitioners of health care (in this case graduate medical 

students); 3) the need for medical students’ to master clinical practice so that they can, in turn, 

respond to the requirements of the university, health care system, and society. As such the 

clerkship is framed by relations between the university, the health care system, and society 

Figure 2: Illustration of the different relations the clerkship responds to 

 

Society/ health 
sector 

requirements

University 
requirements and 

needs 
Students' needs 

Clerkship 
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However, as Beresin et al. point out, the challenge is that there is not always alignment between 

the different systems of the university, hospitals, and society (at the political level) (Beresin, Balon, 

and Coverdale 2014) 

Finally, the psychiatric syllabus at Copenhagen University is outcome- or competency-based and 

the examination is a traditional long case, that is, a situation that mimics a clinical encounter (75 

minutes for a clinical interview), after which students report findings and their conclusion to the 

examiner and broader topics related to the case are discussed.  

With these introductory descriptions, I have sketched a picture of the field in which the study was 

conducted. In the next chapter, I move closer to the study itself.  

 

Methodological choices  

I have chosen a social constructivist stance as the overall epistemological approach in the thesis, 

the result of taking theoretical inspiration from situated learning as the basis of the concept of 

learning used (Lave and Wenger 1991; Kvale and Nielsen 1999), and ethnography as the 

methodical choice. Applying a social constructivist epistemology calls on the understanding that 

knowledge is constructed in specific social fields within and between the participants and context 

involved(Collin 1998). This means that the knowledge presented in this thesis is constructed as a 

result of the relations between my interpretations of the theories used; the medical students, 

doctors, and staff involved; the institutionalized context; my own interest and focus; and the 

conditions set up for the study on which the thesis is based. The main feature of this approach is 

that it enables the de-construction of taken-for-granted knowledge and naturalized narratives 

(Juul 2012).  

In the next sections, I briefly present the theoretical framework and concept of learning inspired 

by John Dewey, followed by an elaboration of the social theory and concept of “situated learning” 

developed by Jean Lave and Etienne Wenger. Further, the skills-acquisition model constructed by 

the brothers Dreyfus and Dreyfus will be described.  
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The Dewey-inspired basic concept of learning-by-doing  

The main idea behind the clerkship format is to enable the medical students to engage in practice 

and learn the practical routines and patient-oriented action repertoire “by doing”. This tradition 

can be described by reference to John Dewey’s concepts of learning and experience and their 

relation to knowledge. Dewey posits knowledge as human experience spurred by action in dealing 

with problems in everyday life and, therefore, that learning is closely connected to social life/ 

practice. Ideas, theories, and concepts are understood as instruments for actions, implying that 

action and thinking are closely related (Elkjaer 2000; Borgnakke 2005). Furthermore, actions are 

contextual and a part of a collective and shared world that affects what and how it is possible to 

experience (Elkjær 2012).  

Adopting Dewey’s concept of learning as connected to the social communities in which the doing 

takes place, means that experiences (and learning) are understood as largely constructed during 

the course of inquiry and these constructions will be incorporated into future problem solving 

(Elkjaer 2000). This conceptualization of problem-solving and serial experience is relevant to the 

structure of medical education, whereby medical students are expected to add experience to 

experience during their shifting clerkships – although each clerkship is in a different setting. 

Borgnakke (2005/ 2014) argues that learning-by-doing is the principle lying at the core of modern 

learning theories, with the proviso that doing can take countless forms, such as observing, reading, 

or participating (Borgnakke 2014, 2005). From this perspective a student listening to a teacher’s 

lecture in a classroom is doing: to listen is to do. However, there are contrasts between learning 

situations in the classroom and in the setting of work practice: the classroom is organized around 

the goal of teaching, whereas the workplace is organized around the work task and not teaching, 

which makes the conditions for learning in the latter somewhat different (Borgnakke 2005). I 

adopt these arguments as the premises of analysis in the thesis.  

Examining clerkships from the perspective of situated learning - Lave and Wenger 

Given that learning-by-doing is the basis for understanding learning in this study, an analytical 

approach is required that can examine ‘the doing’ in clerkships. I argue that Lave and Wenger’s 

learning theory, situated learning, provides a valuable perspective as it “focuses not on what 
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might happen within the head or mind of the individual student, but on the social and cultural 

spaces in which students work and learn” (Tummons 2014). 

This suggests the need to examine and understand what happens in the social and cultural spaces 

in which students learn during a clerkship. I would further argue that the situated learning 

framework is particularly relevant when looking into medical students’ opportunities and 

commitments in clerkships. Lave and Wenger’s notion of situated learning identifies the process of 

learning as an ongoing advancement in, or integration into, a community of practice that involves 

the learner’s understanding and taking on the culture, language, artifacts, and identity of that 

community (Lave 1999; Lave and Wenger 1991). Learning is thus situated in the engagement with, 

and socialization into, the community. In many ways this integration reflects the intentions of 

medical education, in which meeting and participating in clinical work are supposed to support the 

development of the student’s identity as a doctor (Mann 2011; Cruess, Cruess, and Steinert 2018). 

Consequently, situated learning is the concept used in this study as the foundation for 

understanding the learning processes among medical students in the psychiatry clerkship. For the 

medical students, clerkships more generally provide opportunities to be introduced to, engage 

with, and partake in the specific work tasks related to the specialties (Kvale and Nielsen 1999). This 

is where they meet the culture of the specialties’ workplaces, learn the language of the specialty, 

and use its artifacts. 

Lave and Wenger’s situated learning approach is based on ethnographic fieldwork and developed 

as a critical alternative to the dominant, individual-orientated, cognitive learning theories of the 

period. From the situated perspective, knowledge and learning is generated and distributed 

between humans and artifacts in a given situation; they cannot be isolated in the brains of 

individuals but are embedded in the relations between people, their actions, and the social setting 

(Lave and Wenger 1991). As learners act in the social world of the activity being learned, and as 

these cannot be separated, then learning is situated (Lave and Wenger 2003; Wenger 2009). 

Further, situated learning provides some relevant analytical concepts. I find Lave and Wenger’s 

analytical concepts – communities of practice, legitimate peripheral participation, newcomers/ 

oldtimers – useful for analyzing medical students’ involvement in the psychiatry clerkship, 

sharpening micro-level analysis, and bringing new insight to the clerkship’s “black box”. In medical 
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education research, these concepts have been applied both analytically and – although this was 

never the intention of the developers (O'Brien and Battista 2020; Lave 2019) – as guidelines for 

developing and organizing education (Cruess, Cruess, and Steinert 2018; Mann). They are, 

however, ambiguous and broad and have been misinterpreted comprehensively (O'Brien and 

Battista 2020; Lave 2019; Tummons 2014). In the following, my interpretations of communities of 

practice, legitimate peripheral participation, and newcomers/oldtimers are based on Lave and 

Wenger’s descriptions, although frequently supported by Tummon’s readings of the concepts. 

Communities of Practice 

The first concept I elaborate is communities of practice. These are not necessarily communities 

located in a specific place or constituting a closed unit, but can also be understood as more 

dispersed, while still defined groups or units (Lave 2009). Lave and Wenger suggest that 

communities of practice are characterized by “participation in an activity system about which 

participants share understandings concerning what they are doing and what that means for them 

and for their communities” p. 98 (Lave and Wenger 1991). In this view, the shared understanding 

of goals, and the activities needed to reach those goals, are what demarcates a community of 

practice; however, the community is not homogenous and stationary. Tummons sums up that 

since members of a community of practice interact in different ways due to their positions and 

competencies, such communities are never homogeneous: “Members do not have to agree with 

each other all the time: In fact, change is a constant element of many, if not all, communities of 

practice.” (Tummons 2014).   

Meanwhile, to reflect the context of the clinical clerkship in my study, I have taken a more 

pragmatic approach in my analysis, mainly using organizational and institutional markers to 

designate the communities of practice and, in the hospital setting, the professions clearly provide 

such markers. As such, there is a doctors’ community, a medical students’ community (as future 

professionals), a nurses’ community, and so on; each community has its own culture and artifacts. 

There are also more location-related communities; for example, in the wards of a psychiatric 

hospital, different communities of professions will comprise an interdisciplinary community of 

practice as a ward community. The members of the ward community will at one and the same 

time be part of their respective professions’ communities and the ward community, sharing the 

ward culture on how to approach the patients, the work environment, and so on. The medical 
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students in clerkship will likewise participate in different and sometimes conflicting communities 

of practice at the same time. 

To answer the research questions foregrounded in this study, in my analysis of the empirical 

material I have exclusively focused on the communities of practice dominating the medical 

students’ participation during the clerkships. This means that I have not tried to define and take 

into consideration all the communities of practice at the psychiatric hospital. For example, there 

may be a community of practice related to the movement supporting the view that psychiatry does 

not have a biological/ scientific foundation at the hospital (mentioned in the introduction), but this 

was not a dominant community in terms of the clerkship or the students. 

Legitimate peripheral participation  

The notion of communities of practice is highly relevant to understanding the context and 

dynamics in which the students find themselves during their clerkships, yet it is less useful for 

understanding how learning is generated in the clerkship. For this purpose, I find that Lave and 

Wenger’s related concepts of legitimate peripheral participation and newcomers/ oldtimers are 

useful tools, developed as analytical concepts to facilitate close examination of how learning 

happens within communities. With legitimate peripheral participation, Lave and Wenger are trying 

to grasp learning as “an integrated part of generative social practice in the lived-in world” and to 

help us understand the newcomer’s entrance into a community of practice and the ongoing 

advancement toward becoming a completely adopted member of the community (Lave and 

Wenger 1991; Lave 1999).  

The concept refers to both the development of skilled identities in practice and to the 

reproduction, transformation, and development of communities of practice (Lave 1999).  

As Tummons explains:  

As a sociocultural phenomenon, learning through LPP [Legitimate peripheral 

participation] involves and entails changes to the whole person, and how she or he 

acts and moves within the social world. Learning changes how people think, act and 

speak: it changes people’s identities within their community. Consequently, as 

members become more expert in the practice of the community, they draw on, 

employ and even enhance the repertoire, tools and artefacts of the community in an 
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increasingly fluent and expert manner. Their participation, within the community, 

becomes more full. (Tummons 2014)  

I understand this journey from a peripheral position to full member of the community as the 

development of identity and the becoming of a professional, in this case the becoming of a doctor. 

Lave and Wenger highlight the development of identity as an important part of legitimate 

peripheral participation. The concept is useful for analyzing the changes in the newcomers’ 

participation as they become or move closer to becoming oldtimers (Lave 2019; Lave and Wenger 

2003). 

In this study, the medical students have institutionalized access, because the hospital is obliged to 

receive the students from the university. As such, their presence is legitimate and, further, can be 

understood as peripheral. However, legitimate peripheral participation holds much more than this: 

it is about access to the activities in the community and, through engagement in these 

communities, learning how to take on their tasks and practices. Lave and Wenger underline that 

each aspect cannot be understood in isolation as they are interrelated aspects of the concept of 

legitimate peripheral participation. This is not to be defined by the newcomer’s peripheral 

position; it is, rather, a concept to be understood as participation in any community of practice in 

which learning works as an integration element (Lave and Wenger 2003).  

It has been suggested that the concept of legitimate peripheral participation has been largely 

misunderstood (O'Brien and Battista 2020; Lave 2019). Access to practice and participation in 

practice are the foundations for learning to develop. Further, the legitimacy is closely connected 

to the learners’ peripheral participation. The term peripheral participation is related to the 

movement/ development and change in position in the community of practice as the learner 

becomes more experienced and more a member of the community. Lave and Wenger underline 

that there is no center in a community of practice. Therefore, rather than being connected with a 

learner’s position on the outskirts of a center, peripheral participation refers to the partial 

participation that characterizes newcomers’ contributions to a community on their way to full 

participation as oldtimers in it (Lave 1999). Further, Lave and Wenger relate the term participation 

in legitimate peripheral participation to a theory of social practice, and describe participation as 

“always based on situated negotiation and renegotiation of meaning in the world” (Lave 1999). 
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Participation is, then, a dynamic process, related to historical, cultural, and social aspects and 

structures.  

I find that the coupled contrast of newcomers and oldtimers is inseparable from the idea of 

legitimate peripheral participation and, as an analytical pairing, it helps us to examine the relations 

between neophytes and established practitioners in communities of practice (Lave 2019). The 

newcomer develops from a peripheral status through being helped and nudged by oldtimers and 

peers in the community. As Tummons (2014) observes, “Newcomers probably will not know how 

all the tools or routines work at first, and so part of their learning within the community will 

include coming to know how the artifacts of the community work and can be used.” (Tummons 

2014).This description mirrors the medical students’ first meeting with a new specialty in a 

clerkship: as newcomers, they need to learn the routines of the doctors, the EHR, and the 

equipment for examining the patients. The process is not unproblematic, however, since it 

involves shifting power relations as the newcomer at first is (or can be) in a powerless position, 

moving toward a stronger power position, even becoming a threat to oldtimers, as a part of 

generative processes in the community (Lave and Wenger 1999, p. 36).  

Yet the analytical concepts might need rethinking. The concept of legitimate peripheral 

participation seems an obvious one to use for analytical purposes, but training in psychiatry is for 

most students only a brief, temporary obligation and the empirical material may call for 

modifications.  

Skill acquisition in clerkships from the perspective of Dreyfus and Dreyfus’ model  

Whereas Lave and Wenger’s framework is useful for understanding learning as embedded in social 

relations, Dreyfus’ model of skill acquisition is operative when it comes to taking a closer look at 

the medical students’ progression in levels of skill during clerkships. Patricia Benner, who has 

worked with and revised the Dreyfus model in the context of nursing education argues for the 

model’s relevance in relation to clinical education:  

At the heart of good clinical judgment and clinical wisdom lies experiential learning 

from particular cases. Bad judgments roust[sic]  be refined and corrected in 

particular cases; anomalies and distinctions must be noticed. The Dreyfus model of 

skill acquisition addresses this kind of experiential learning in a complex, 
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underdetermined field over time. The model is situational rather than being a trait or 

talent model because the focus is on actual performance and out-comes in particular 

situations. The model is developmental in that changes in the performance in 

particular situations can be compared across time. P 189, (Benner 2004)  

With this definition in mind, I use the model in the thesis as an analytic tool that helps us unpack 

the students’ learning as skills-oriented, experimental, and context-related. In this study, it is used 

as a descriptive model to illustrate development and provide me with the analytical terminology 

to talk about the medical students’ progression during the psychiatry clerkship.  

 When the Dreyfus brothers presented the model in the 1980s, they were offering a new 

perspective onto the acquisition of knowledge. With their generalizable concept and stepwise 

model for skill acquisition, they argued that the accomplishment of tasks at an expert level was 

grounded in experience and intuition, rather than specific analytical thinking (Dreyfus 1986; 

Dreyfus and Dreyfus 2005). This was quite a provocative statement at the time, as the dominant 

understanding of expertise was that it relied on a cognitive approach and constituted a rule-based 

process of internalizing information (Dreyfus 1986; Illeris 2012).  

In the model, the progression from novice to expert is broken down into five stages that a learner 

is expected to go through to become expert at a skill. The model describes the beginner’s skill 

acquisition as rule-based and context-free, but as the learning progress continues and the learner 

gains more skills, the learning is based less on rules and it becomes more context-orientated. See 

figure 3. 
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Figure 3 Illustration of the Five-Stage Model of Adult Skill Acquisition developed from the Dreyfus 

model 2004(Dreyfus 2004).

 

At each level, a person’s perceptions of the task and the mode of decision-making change as skill 

develops (Dreyfus 1986). Dreyfus and Dreyfus use the difference between “knowing what” and 

“knowing how” to illustrate the difference between how the novice (or unpracticed newcomer) 

approaches a task by following rules and guides, and how an expert approaches a task without 

thinking, just knowing what to do (Dreyfus 1986). Further, Benner describes how the learner at 

each stage has a specific view of the task, one that is related to their level of skill (Benner 2004). 

Hence, the learner can only act from that view until he or she reaches a new stage. Yet, although 

the model shows the progress from novice to expert, the medical students in the study are not 

expected to reach an expert level in any skill during their three weeks of clerkship in psychiatry. 

Rather, keeping in mind the many misconceptions about psychiatry, they are expected to be at a 

novice skill stage when commencing their psychiatric clerkship. Thus, it is important that the 

model focuses on skills (not competencies) in relation to  situated practice and performance 

(Benner 2004).  

The video library discussed in this study was developed to enable practice of the analytical skills 

involved in conducting an MSE. Since the students do not personally do the interviews stored in 

the video library, this skill is not practiced; rather, they use the videos to observe how a 

professional manages an interview and to copy some of the sentences employed in the professor’s 

MSE reports. Thus, the video library provides training in both the analytical task of identifying 

symptoms and in writing an MSE report on their own. As such, they are practicing a skill by doing. 
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Dreyfus and Dreyfus state that the model has been developed to describe skill acquisition in 

relation to unstructured problem areas, noting that "[s]uch areas contain a potentially unlimited 

number of possibly relevant facts and features, and the ways those elements interrelate and 

determine other events is unclear”(Dreyfus 1986). Certainly the field of medicine, especially that 

of clinical practice, can be defined as an area of unstructured problems and, in line with this, the 

model is recognized in the field of medical education (Carraccio et al. 2008; Khan and 

Ramachandran 2012; Peña 2010). Indeed, in 2002, the Dreyfus brothers in cooperation with 

colleagues applied the model of the stages directly to the field of medicine to rethink the 

accreditation of the graduate medical education (Batalden et al. 2002), while in an article in 2005 

they again briefly adapted the model to medicine (Dreyfus and Dreyfus 2005).  

Borgnakke, however, has taken issue with the model, arguing that it was developed from the 

perspective of the expert stage and therefore explains skill acquisition “downwards” to the novice 

level (Borgnakke 2005). This is confirmed by the rather “light” description of the first stages in the 

model compared to the more thorough descriptions of the later stages. Borgnakke presents the 

critique that, although experience and practice are the foundations for progressing towards 

expertise in the model, the Dreyfus brothers do not seem to connect this progression to (shifting) 

contexts and have not elaborated on what they define as skills (Borgnakke 2005). As such, skills 

become everything from driving a car to removing a brain tumor (Borgnakke 2005). 

Currently, the model is used as a descriptive device representing the progression of skills 

acquisition and not as a learning theory, although I realize that the model revolves around the 

understanding of learning as the individual’s acquisition and progress (2012; Dreyfus 1986). 

However, the observations in an ethnographic study are expected to be far more complex than 

the simplified examples of a generalized model of learning stages. My empirical material, for 

example, shows how the students can simultaneously act as somatic experts and yet novices in 

psychiatry. Progression is also expected to be characterized by an oscillation between the planned 

competence goals set by the university and the practice of real life on the wards. Still, Dreyfus’s 

model is useful for the basic description and understanding of the principle of progression during 

medical clerkships because it directs focus to the achievement of clinical skills. 
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Having outlined the theoretical framework of the study, the following chapter presents the 

ethnographic approach taken to research for the thesis.  

 

An Ethnographic approach 

The conduct of ethnography can seem deceptively simple, by contrast for example 

with the pursuit of quantitative research. It may appear to require only that one ‘act 

naturally’, putting aside methodological rules and constraints. (Hammersley and 

Atkinson 2007 p.20) 

Participant observation also provides ethnographers an opportunity to gather 

empirical insights into social practices which are normally ‘hidden’ from the public 

gaze. Additionally, since it aims to generate holistic social accounts, ethnographic 

research can identify, explore and link social phenomena which, on the surface, have 

little connection with each other. …. Due to this complexity, unlike many other forms 

of qualitative research, ethnographic research is more difficult to undertake. (Reeves 

et al. 2013) 

These two excerpts illustrate, on the one hand, the seemingly simple conduct of ethnography and, 

on the other, the actual complexity of the methodology. In what follows I present the 

methodological argument for using ethnography as the foundation for this study.  

As in any research, the research method in this study was selected to help to answer the research 

question. Investigating the students’ (inter)actions and experiences in the clerkship (with and 

without the video library) from the perspective of social constructivism, meanwhile using social 

learning theory as the foundation for the learning concept, calls for methods that can grasp the 

medical students’ involvement in the context of the clinical setting. Ethnography offers the 

possibility to investigate, describe, and understand medical students’ engagement with the clinical 

context of psychiatry (Atkinson and Pugsley 2005).  

Through its use of in situ observations ethnographers can ‘immerse’ themselves in a 

social setting, thereby generating a rich understanding of social action. Participant 

observation also provides ethnographers an opportunity to gather empirical insights 
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into social practices which are normally ‘hidden’ from the public gaze. (Reeves et al. 

2013) 

To answer the research question from the perspective of the chosen theoretical framework while 

including the concept of situated learning, there is an essential need to be in the situation, in situ, 

to become immersed in the social setting of the clerkship. Participation observation makes it 

possible for the researcher to be present in and take part in the clinical setting alongside the 

medical students as daily life goes on (Kristiansen 1999; Atkinson and Pugsley 2005).  

In this thesis, I have chosen to use the term “empirical material” to refer to the data used as the 

foundation of the analysis. This is to keep in mind that the material is constructed by and between 

the people in the study and is not of the same objective nature as data collected in more positivist 

approaches(Bøttcher 2018).    

Is it really ethnography? 

Within the many fields that now use ethnographic research methods, there is an ongoing 

discussion about the specifics of the methodology and when something can be recognized as 

ethnography(Lillis 2008; Hammersley 2006). Ethnography is a product of anthropological 

traditions, characterized by the anthropologist’s living for lengthy periods of time with the group 

of indigenous others, often in remote locations, whom the anthropologist was studying (also 

called fieldwork). More recent approaches to ethnography involving shorter periods of fieldwork 

and more local contexts have been criticized for not conforming to this convention(Lillis 2008; 

Hammersley 2006). 

Although I am inspired by the traditional methodologies represented by anthropologists like 

Bronislaw Malinowski and Clifford Geertz (Geertz 1973), I am also trained in the newer approach 

to ethnography, where both shorter-term fieldwork and settings familiar to the researcher are 

considered legitimate. However, with respect to the ongoing heated discussion on the definition 

of ethnography, I have modified my definition of the study from an ethnography to one that is 

inspired by ethnographic methods. 

With Malinowski and Geertz as inspiration, my approach was to try to be part of the clerkship and 

gain an understanding, hopefully even an inside view, from the medical students during clerkship 

by doing participant observation among them and by conducting formal and informal interviews 
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(Geertz 1973). However, being a medical student in a clerkship is also about reading preparation at 

home, about being on your way to becoming a doctor and building an identity as a doctor, and 

about being human. Embracing this type of range, traditional anthropological research methods 

prescribe long-term fieldwork (Hammersley 2006). In this case, however, aspects of student lives 

which are external to the clinical context are not addressed due to the delimitation of the research 

question. As such, the study only aims to capture a selected part of being a medical student during 

a psychiatric clerkship. 

The ethnographic approach can also be more or less focused (Hammersley and Atkinson 2007). 

Based on the research question, the video library and the medical students were the main focus. 

However, to construct thick descriptions(Geertz 1973), participant observation and resulting field 

notes (see later in this chapter) also involved descriptions of the setting to set the scene and 

provide an understanding of what it was like to be a medical student on the ward. For example, in 

the following I describe the setting and two students (J and A) contacting a patient for an 

interview:  

Two students, J and A, approach a patient who is in the patient’s room.  

J pushes the handle and opens the door. A says “Hi” and explains that she and J are 

medical students and ask if they may write a medical record about the patient for their 

teaching session. The patient agrees. A askes if I (observer) may also be present and the 

patient agrees. The students ask the patient if they should go somewhere else or stay in 

the patient’s room while conducting the interview.  The patient prefers to stay in the room. 

We all walk into the room.  

The room is square. Opposite the door we came in from is a huge window spanning from 

one side of the room to the other. Beneath the window is a wooden bench, which is placed 

so that you sit with your back to the window. At the middle of the window, the bench 

bends and the wood continues into a desk. A one-person bed is placed in the middle of the 

room. Further, there is a wardrobe and on the wall hangs a television. There is also a door 

to the private bathroom. 

J suggests the patient sits on the bed and J then sits down across from her on the bench. J 

says that I can sit at the desk and observe them.  
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The field notes were recorded by hand during participant observation in order to capture as much 

of the talk and activities on location as possible (Borgnakke 1996; Borgnakke 2013). The notes 

show that I focused principally on the students’ relations and activities, and less on the course 

content – which explains why I did not learn much psychiatry, although most of the information 

was repeated in the three clerkships.  

I chose to add my reflections on my fieldwork to the field notes, making them a mixture of 

descriptions of observations, my immediate comments on them, and my feelings in the moment. I 

believe the reflections to be important to the analytical process. Another important factor is that 

even though the goal was to be open-minded when conducting participant observation, it has to 

be remembered that I mainly viewed learning as situated learning and this might have provoked a 

specific focus in fieldwork. This is evident from the fieldnotes is that the focus was mainly on what 

can be described as the structure (form) of the interviews with patients and less on the content.  

Preparation and pre-observation  

Participant observation (fieldwork) was planned to run from August 2016 to December 2016, and 

to include three groups of students in clerkship. To ensure that this was possible and to improve 

any shortcomings in the video library, some pilot observations and interviews were conducted 

with two groups of medical students in spring 2016. 

First, a group of six students was observed on the day of formal introduction and afterwards three 

of them were followed on the wards, for one, one and a half, and two days, respectively. The 

second group (four students) was also observed throughout introduction day, one of whom was 

later followed for one day, and two for two days on the wards. Observation focused on the 

apprenticeship elements in daily practice and field notes were kept. After observing a second 

group on introduction day and in daily practice, they were also observed as they tested a pilot 

version of the video library. At the end of their clerkship, members of the group were interviewed 

about how they had used the video tool. 

Subsequently, based on pre-observation experiences, the video library was slightly edited and 

made ready for the current study. A plan for the upcoming participant observation was also 

prepared. 
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Access to the field and finding key informants 

Access to the field was provided through my supervisor, who managed medical students’ and 

doctors’ teaching activities at the hospital and was also involved in the development of the video 

library. One of the responsibilities of her position was deciding whether to let the students pass 

their clerkship or not, based on their attendance log. Although she was not in charge of the staff 

on the ward, she did have a higher position than the ward staff and had close relations with the 

administration management. My supervisor did not see the field notes or transcribed interviews 

until after the students had completed (and passed) their clerkship. 

To prepare ward staff for my research, my supervisor had sent an e-mail to the doctors in charge 

of the different wards to inform them of the students’ arrival and my study and presence on the 

wards. Furthermore, I gave a short presentation on the study and my role at a midday conference 

for the doctors. Finally, I introduced myself and informed the staff about my purpose for being 

there at the morning conference on the second day of the clerkship when the students also 

presented themselves by name and function. 

Although official access to the field was formally open, it quickly emerged that this was not the 

only gate that needed attention. As can be seen in the following section, the students also had to 

be convinced to “let me in”, along with the nurses and patients who likewise acted as barriers.  

Finding key informants 

To get an impression of how the clerkship was structured and experienced, and to observe the 

process from beginning to end, I decided to follow one key informant from each of the three 

groups involved in the study (Noer 2016), beginning from the second day of the clerkship, as the 

first day was taken up with a group-based introduction to psychiatry. On introduction day I 

announced that I hoped to follow one student throughout the clerkship and asked if anyone would 

like to volunteer, although the number of students in each group challenged the intention of 

providing the key informant with a real choice. The first group consisted of six students, the 

second group had four, and the last group had only two, putting pressure on the students to 

accept being a part of the study, although they were free to refuse. However, only the students in 

the first group were reluctant about the idea of being a key informant, as the following extract 

from my field notes indicates: 
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M approaches me and sits down beside me.  

M “We have talked about that three weeks with one of us is too much. We thought about 

whether you could follow each of us for one week?” 

I pause to think and suggest that I can follow one of them for a week and then we can see 

if it is OK that I follow the person next week as well.  

M ”It can sometimes be a little hard to say no.”M kommer hen og sætter sig ved siden af 

mig.  (Fieldnotes 5.9.2016) 

Student M describes the dilemma precisely in his last comment. None of the students wanted to 

become unpopular by rejecting a project involving the manager of their clerkship. This led to some 

ethical considerations being raised (see below). However, ironically, the hesitation left me in a 

similar position as many of the students who described how in clerkships (in general) they had 

been rejected by doctors when asking if they could follow them on a particular day.  

After some dialogue, Annie agreed to act as key informant, but wanted it to be sure it would be 

possible to withdraw her engagement; at the end of the first week, she explained that she found it 

too exhausting to be followed around all the time. This student was involved in a situation where 

the doctor was very suspicious of me as ethnographer (see the section on ethical considerations). 

The rejection made me reflect on the vulnerability of the study design, since it seemed that the 

volunteer approach might not work. Luckily, another student in the first group agreed to act as a 

key informant and participant observation continued with a male student as the key informant. 

The recruitment of key informants from the two ensuing groups was uncomplicated. Whether this 

was due to the approach to the students, information about the project, or the students’ attitudes 

is hard to say. Nonetheless, a female student in group two and a male student from group three 

volunteered as key informants. Thus, Allan, Eric, Sonya, and Annie acted as key informants 

representing the three different rotations (Annie and Eric were in the same rotation).  

Since the key informant was connected to a ward by chance, the doctors on the ward had no 

opportunity to protest. Therefore, I was very keen to introduce myself to all the staff on the ward 

when the student and I arrived for the first time, reminding the doctors about my project and the 

information they had received about it earlier.  
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Fieldwork 

The key informants were observed every day they were present at the hospital from the beginning 

of the clerkship, with few exceptions. The first group was also accompanied to group activities at 

other locations to get a broad impression of the activities (see student schedule illustrated in 

figure 1). The two days committed to lectures by the local professor at the hospital and dedicated 

to Geriatric Psychiatry, respectively, both of which were repeated parts of clerkship, were only 

observed once, as they were structured as lectures and assessed to be of little relevance to the 

study. All the other types of activities in which the students were involved were observed, except 

for a few patient interviews when the patient, nurse, or doctor objected to the number of people 

participating. This again underlines how the access to the field had to be negotiated continuously 

(Hammersley and Atkinson 2007).  

Observation of the three groups followed a repetitive structure at the hospital. The first group’s 

three weeks of clerkship were followed by one week with no medical students. Then the second 

group of students attended for three weeks followed by a week without students, and so forth 

(see figure 3). 

Figure 4 Flow of student groups and observations 

First group None Second group None Third group 

Week 

1 

Week 

2 

Week 

3 

Week 

- 

Week 

1 

Week 
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Week 

3 

Week  

- 

Week 

1 

Week 

2 

Week 

3 

Observations Write up 

field 

notes 

observations Write up 

field 

notes 

observations 

 

The weeks between each group were used to write up field notes and prepare for participant 

observation with the next group of students.  

Interviews 

A semi-structured interview guide was developed from the pilot study and interviews were 

conducted at the end of the clerkship (Kvale and Brinkmann 2007). The listed questions below are 

also presented in Fog-Petersen et al 2020:  
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About the clerkship 

- How are you, now that you are finishing the clerkship? 

- Please describe how you generally experienced the clerkship when it comes to learning 

- Did you have specific strategies/ thoughts on how to learn the most before beginning the 

clerkship? 

- Please describe a typical day at the clerkship 

- Please describe a situation, where you felt that you learned something 

- How is this clerkship different from previous clerkships? 

About the video library 

- When and how many videos did you watch? 

- How and for what did you use the video library? 

- Do you have suggestions for further use of the videos? 

- What are the learning possibilities of the videos? 

- Please give an example of a learning situation, where the videos were somehow involved 

- How did the learning show/appear? 

- Did you learn something from the videos that you would not have learned otherwise? 

- How did the video library fit with your normal strategies for learning during clerkship? 

- How did the video library fit with the clerkship? 

- How did the video library fit with the overall course of psychiatry? 

About being part of a research project 

- What impact has being involved in a research project had on your approach to the 

clerkship? 

 

The students were told that the interviews were voluntary, but they were visible in their schedule 

and planned, when possible, to be just before or after the students’ trial exams. Ultimately, all 

students attended. Those in the first group split up into two interview groups of three students, 

the first of which had been on the same ward, and the other comprising three who had been on 

separate wards. Students from the second period of clerkship were also split up in two pairs, 

whereas the last group was interviewed together. Five group interviews were conducted in total.  
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Figure 5: An overview of the groups and key informants:  

 First group  Second group  Third group  Total 

Group 

members 

Three females 

Three males 

Three females 

One male 

One male  

One female 

7 females 

5 males 

Key-

informants 

Female (first week) 

Male (second and third 

week) 

73 hours 

Female 

 

 

64 hours 

Male 

 

 

61 hours 

2 females 

2 males 

 

198 Hours 

Group 

interviews 

Two interviews with 

three students in each 

Two interviews with 

two students in each 

One interview with 

two students 

5 (12 

students) 

 

I have defined the interviews as “group interviews” as more than one student participated in the 

interviews and the approach was to get all the students to comment on the questions, but also to 

let them comment or discuss each other’s answers (Frey and Fontana 1991). They were conducted 

at the hospital in the same room as had been used at the group session  introducing the students 

to the video library. The interviews lasted between 40 and 80 minutes and were audio recorded 

with a mobile phone and later transcribed.   

The doctors on the ward can also be seen as participants of a sort, although they were not the 

main focus of the study. I find the metaphor supporting actors describes them best, both because 

of the precision of the term “supporting”, as that was their role for the students, and because the 

focus is not on their perspective. The patients can then be characterized as background actors. 

While they are of tremendous importance, in the study they are portrayed as objects of the 

students’ learning.  

Being the research tool oneself 

When doing ethnographic research, the researcher herself must be aware of her own position. 

The organizational position and the complications it produced have already been mentioned. 

During participant observation of the rotations of students, I always felt that they were open-

minded and friendly about my presence. However, it seemed that my way of participating shifted 

slightly over time. With the first group of students, I felt very much an outsider. Although I had 
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participated frequently in daily practice throughout the pilot study, I had not had the “real” 

experience of being part of the clerkship and had no idea about what it meant to the students to 

come in every weekday for three weeks. On reflection, I think that my fieldwork with the first 

group of students mirrors to a high degree the students’ own experiences of approaching a new 

field/ specialty. When the first key informant withdrew after a week, I was left in a position where 

my access to the field was in the hands of the students, just like the students’ access was in the 

hands of the doctors on the ward. Yet I was quickly re-included by the next key informant.  

The students did not define me as likeminded but they did to some extent treat me as co-student, 

who had more experience in some respects than themselves. For example, they would ask me 

about EHR, where something was to be found, whether I remembered something a patient had 

said during an interview where I was present, or even questions about core psychiatry to which I 

had no chance of knowing the answer. During the next two rotations, I was increasingly familiar 

with the context, more able and willing to guide students on practical issues, more outspoken in 

my opinion about a patient (or maybe actually starting to have one), and more involved in 

discussions with the students about their descriptions of the patients. I also suggested seeking out 

specific doctors who, in my experience, were good at encouraging the involvement of the 

students. 

This development is well known in the field of ethnography and is defined as “going 

native”(O'Reilly 2009). The danger of going native is that the researcher loses his or her curiosity 

and the ability to keep asking pertinent questions concerning practice. Although the level of my 

involvement grew during participant observation, I seem to have reflected on this at the time, 

noting that the students to some degree treated me as a fellow student. Thus, the development 

must be considered in relation to my construction of new knowledge in the course of the study, as 

what is obvious – and therefore no longer noteworthy – to the field studied might also no longer 

be interrogated by the researcher(Kristiansen 1999). The below figure illustrates a continuum of 

involvement and how my level of involvement changed with the three groups.  

Figure 6: hange in involvement  

 

Objective outsider---------------------------------------------------------------------------Subjective insider  
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The importance of the researcher’s possible features, such as gender, race, life status and 

preconceptions of people/ field, is widely described with a focus on the consequences for the 

access to and implication of reactions in the field (Hammersley and Atkinson 2007). My age and 

background might also have had a more practical impact on the study. While the students treated 

me as a co-student, there were some strong markers of differences. Although my age did not 

seem to have much impact on our relations, my private status had some importance; I had a child, 

for example, which came as a surprise to many of the students as none of them had children of 

their own. This difference became very obvious, since it had practical implications for my presence 

in the field, as I could not always stay to observe key informants on their evening shifts. I believe 

this status of being a mother also worked as a marker underlining that I was not “one of them”.  

In contrast, not much is mentioned about the consequences of the researcher’s private life on the 

planning of the study design, although it can be of importance to the construction of knowledge: 

The Society for Cultural Anthropology website. It might be a taboo because it is not grounded in 

academic reasoning, but of a practical nature. Atkinson and Hammersley mention that it is not 

possible to be present all the time without further explanation(Hammersley and Atkinson 2007). 

For me, being the mother of a toddler at the time of the fieldwork had, as I mention, implications 

for the possibility of following students around the clock and on when to “write up” field notes, 

which sometimes had to be postponed. Furthermore, as can be seen in the picture below, the long 

days of observations could be exhausting to the point where I could not write. Although this is not 

an academic argument generally presented in support of the design of a study, it has marked 

importance for the quality of the fieldwork and field notes.  

Yet, again, my long days and the exhaustion was also reflected in the experience of the students, 

as they complained that, when new to the clerkship, the long days of shifts as well as the long 

periods spent on transportation (1.5 hours) were exhausting and left them with no energy for 

anything else (like reading psychiatric text books).  

As the research tool oneself, preconceptions about the field and informants require consideration 

in the process of constructing the empirical material and later in the process of analysis 

(Kristiansen 1999; Kvale and Brinkmann 2007; Hammersley and Atkinson 2007). The following 

section expands on this. 

https://culanth.org/fieldsights/a-manifesto-for-patchwork-ethnography?fbclid=IwAR0_bPALq4tI5Nif3KclJ5n6FjTcThAdsVIDtcECulg8YyTXJXrcC93p8jc
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My position and preconceptions  

During the process of the study, new and more nuanced perspectives were created. However, 

there was a risk of new perspectives becoming new preconceptions.  

When I initially engaged in the Ph.D. project, I had no doubt that the psychiatry clerkship was, in 

many cases, of poor quality, largely due to the busy time schedules of the doctors. Although I 

found psychiatry extremely interesting, I also saw the field as one that was partly in crisis given the 

shortage of doctors, its low prestige and, and to many outsiders, its unstructured treatment (Sher 

and New 2016; Dave 2016). Ultimately, I became involved in the field of psychiatry to try to help it 

get a better reputation among medical students and to contribute to a better narrative of the 

specialty.  

I believed that medical students – however diverse, nervous about meeting the patients, and 

varying in attitudes to the clerkship – would be committed to the clerkship and would do their 

best to be part of the field. I expected them to be dutiful and to stick to the rules. During 

participant observation, I was sometimes annoyed by the students’ high expectations combined 

with their lack of commitment, such as when they complained about the rigidity of the clerkship 

(absenteeism was not allowed), or asked for more lectures but had not read any of the suggested 

books before the clerkship began. My preconceptions partly explain why I was overwhelmed by 

observations showing that the students to some extent did not use the video library as intended. 

This came as a surprise, first disturbing my preconceptions, later impressing me with the students’ 

detailed reflections on what they needed to learn. 

The field notes of the last rotation show that I was still – despite being increasingly a subjective 

insider – reflecting on the students’ behavior and creating new preconceptions. During the 

progress of fieldwork, for example, I became more and more frustrated by the students’ 

reluctance to share their knowledge of the patients at morning conferences on the wards, even if 

the student had been the last person to talk to the patient. I found it to be because the students 

did not have the courage to speak out at the meetings or because they did not believe their input 

to be important. Meanwhile, when I asked the students why they did not speak up, the answer I 

got was that they felt they had no more to contribute than had already been said: I did not 

consider that was correct.  
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During the project my preconceptions were challenged and, as time passed after concluding the 

participant observation, I continued to acquire new perspectives. One example is how my view of 

a specific ward changed over time. At first, as a result of conversations with students, I gained a 

very poor impression of a specific ward where three students were placed at the same time, all 

describing it as very disorganized. However, when later observing a key informant on the same 

ward myself, I got the impression that it was a good place for the student. It is unclear whether 

this was due to my presence, new structures on the ward, the reduced numbers of students, or 

because of what my expectations of a dysfunctional ward had involved.  

Ethical approval  

Studies that are not patient or health-related are exempt from the requirement to notify a 

research ethics committee for ethical approval and since this study is regarded as a teaching/ 

educational project and not health research project it is exempt (see webpage: at 

http://en.nvk.dk/how-to-notify/what-to-notify). Nonetheless, the project was initially evaluated by 

the regional ethics committee (2015) and considered exempt. 

Later, as our studies proceeded with quantitative investigations we had the video library and its 

use by students ethically approved by the University of Copenhagen Ethics Committee for Health 

and Science, Journal number: 504-0010/17-5000. The videos and empirical material were 

managed and stored according to the rules of the Danish Data Security Agency: Regional 

permission REG-96-2015, and later we also sought permission from the University of Copenhagen, 

Faculty of Health and Medical Sciences: SUND 2017-37. 

Ethical Considerations:  

Before participant observation commenced, all the students in each group were informed about 

the study and signed a form consenting to their participation. They were told that they would be 

anonymized in the findings. The observations and interviews were not discussed with the manager 

until after the clerkships were completed, although the observations led to minor adjustment of 

the organization of the clerkship during the research period. 

However, my position as a researcher who was assigned by someone (my supervisor) who, on the 

one hand, could theoretically prevent students from passing the clerkship and, on the other, was 

close to the doctors’ manager, added some complications.  

http://en.nvk.dk/how-to-notify/what-to-notify
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The students had different reactions to my presence. As mentioned above, one found it to be 

exhausting, but others seemed to find my presence useful and even pleasant. The students were 

not reticent in correcting me when mispronouncing something, they defined me as their advocate, 

one announced it had been pleasant to have me around, and they were also very critical about the 

clerkship when talking to me; therefore, I believe the students trusted that I would not be a 

negative feature of this period of their training. While I did not feel offended when the students 

complained about the video library, I felt a commitment to defend my supervisor when the 

students complained about something she had demanded from them.  

Nonetheless, my presence certainly affected the students’ experience of the clerkship. As I 

mentioned, some doctors reacted negatively to my presence while others might have been more 

focused and included the students more than if I had not been around.  

Eric looks at me: ”I feel like I could be more productive while you are here.” 

I tell him that he should not do anything different from normal. If he wants to read, 

then he should read.   

I noted during participant observation that I was often not introduced to the patients by the staff 

and I also wondered sometimes if the doctors assumed I was a medical student and had forgotten 

that I had introduced myself as a researcher. However, two doctors did skeptically ask me about 

the notes I was writing, and it turned out that being associated with a person (supervisor) in a 

rather powerful position was met with resistance from two of the doctors on the wards. The 

following is an example from my fieldnotes:  

The doctor sits in the ward office and tells me that she finds it very uncomfortable 

that I am present. I tell Annie that she can just go and talk to the patient, then I will 

talk to the doctor. The doctor suggests that they can call me when they are two 

doctors present and the situation at the ward is calmer.  I try to explain that it is the 

student, who has my attention and that the doctor is not the focus of my 

observations. The doctor says that she just feels that way and she has no idea what I 

am writing. I ask her if she can explain what she thinks I am doing and if we should 

take a few minutes for me to explain the project to her. She says she does not have 

time and withdraws from the conversation.  
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These comments left me in a dilemma as this particular doctor had been somewhat hostile to the 

student I had observed. This could have been due to my presence, but it could also simply have 

been part of her attitude since a different doctor later warned another student about this. I 

considered whether to take her reluctance further, perhaps raising it with the management, but 

this action might have made the doctors doubt my motivation, a possible step back for the study. 

Yet I also felt obliged to protect the student from further hostility. Trying to balance these issues, I 

asked the supervisor to make a statement about the presence of the students (and me) at the 

morning conference the next day. Later I was following another key informant and met another 

skeptical doctor, who stated during the observations that she would not talk freely about her 

concerns or about management decisions when I was present. A third doctor joked that he had to 

behave himself because of my presence. My reaction to these situations was to try to explain that 

I was not there to judge them and that the study had no affiliation with the management. This 

indicates that some doctors were quite aware of my presence; however, the doctors mentioned 

above seemed forget my presence in some situations.  

I conclude that my presence might have benefited the students, although that gives rise to the 

question of whether my observations were, then, about the nature of the clerkship when an 

ethnographer is present. While this is hard to answer with certainty, the doctors and staff tended 

to neglect or sideline the students even when I was around, so my presence seems to have been 

of little significance.  

Lost in translation 

Since the field notes and interviews were in Danish it was necessary to translate quotations for the 

resulting papers and this thesis. This process needs to be rather thorough as “with interpretation 

of meaning being central in qualitative research, language differences may affect the 

understanding and interpretation of meanings in different phases on the way from participant to 

reader” (van Nes et al. 2010). 

While the analyses in the study were content-focused, we have also interpreted the material at 

the sentence level and, consequently, the translations of examples need to be close to the original 

quote. Van Nes et al. recommend using a professional translator (van Nes et al. 2010). We chose a 

different route. I made a first draft of the translation and sent it to a proofreader who was 
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proficient in both English and Danish. My supervisor and I discussed the proofreader’s corrections 

with a focus on the content of the quotes, made minor adjustments, then discussed the result 

with the proofreader to reach the ideal translation. 

 

Setting 

A psychiatric hospital as the learning context 

The study took place in an exclusively psychiatric hospital in Region Zealand, one of five 

administrative regions in Denmark. The hospital is located in a small municipality surrounded by 

countryside, about 100 kilometers from the capital Copenhagen, an area with a relatively high 

level of unemployment. The hospital offers psychiatric wards for inpatients and outpatients, as 

well as a forensic and a geriatric psychiatry section. The wards for inpatients consist of patient 

rooms, an open common area for eating, a common room for activities such as watching television 

and playing board games, and a staff office.  

The services at the hospital offer treatment for conditions ranging from the most demanding 

stages of mental illness, when patients are a danger to themselves and/or others, to barely 

noticeable signs of mental illness. Because of the risk of patients harming themselves or others, all 

staff need to carry an alarm and often the doors to the wards are locked to ensure that specific 

patients do not leave. Some inpatients are involuntarily admitted according to the Danish Mental 

Health Act, while others are there because they wish to be treated. The treatment of inpatients 

varies from a few days to months. During the first period of the treatment, the focus is on 

stabilizing the patients or/and protecting them from harming themselves or others.  

The study mainly covers the clerkship as a learning context for medical students on the four 

inpatient wards and the psychiatric emergency department. When patients arrive at the hospital, 

they are first registered and, if necessary, admitted to the psychiatric emergency department. 

After one or more days of observation, the patient is assessed and it is decided whether the 

patient has recovered or needs to stay in one of the four wards for further treatment. Each 

morning and at midday, staff from the four wards and the psychiatric emergency department 

meet in conference to discuss the treatment of problematic patients and decide which 

department the patients should go to when relocated from the emergency department to a ward. 
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Each of the four wards has space for 17 patients, while the emergency department can host 12 

patients. 

The staff on the wards consist of a mix of professionals including doctors, nurses, social workers, 

caretakers, psychologists, and others, divided into a day shift and a night shift. Most treatment 

activities happen during the day and are covered by the dayshift team, whereas the nightshift 

team has fewer staff who primarily cover emergencies and scheduled medical treatments after 

3.15. pm.  

A senior doctor is meant to be responsible for the treatment of the patients on each ward and in 

the psychiatric emergency department, but since the hospital has a shortage of doctors, 

specifically of psychiatrists, the wards do not always have a senior doctor present. 

 

Summary of the analytical strategies and findings in the papers 

In this section, I briefly present the findings discussed in the three papers; Figure 7 offers an 

overview of the different approaches.  

Figure 7: Overview of materials used, analytical approach and persons involved in each paper 

Paper Empirical material Focus in the material for the 

analysis 

Analytical approach / 

Theoretical framework  

Persons involved 

in the analysis 

Paper 

1 

Interviews and 

fieldnotes 

All attending students;  

Only situations/ statements 

related to the video library 

Descriptive approach/ 

Thematic analysis 

C, SA 

Paper 

2 

Interviews and 

fieldnotes; 

Curriculum 

All attending students;  

Only situations related to 

training patient interviews, 

MSE, terminology  

Thematic analysis; 

Dreyfus and Dreyfus 

perspective in the 

discussion 

C, KB, SA 

Paper 

3 

Interviews and 

fieldnotes; 

Curriculum; 

Student Logbook  

Key-informants only Theoretical 

orientated/ Situated 

Learning by Lave and 

Wenger 

C, CS, SA, KB 
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Paper I: Clerkship students’ use of a video library for training for the Mental Status Examination  
Analytical approach  

All field notes and interviews were read with an exclusive focus on episodes where the video 

library was used or mentioned. The episodes were then subjected to thematic analysis inspired by 

Braun and Clarke(Braun and Clarke 2006). The overall goal of the analysis was to describe the 

medical students’ use of the video library and their aims in using it. I (first author) then read 

through the material, developed preliminary codes, and then clustered the data material. These 

codes were then discussed with a senior researcher (last author), and the material was 

reorganized into eight subthemes. The subthemes were again discussed with the senior researcher 

and finally collapsed into three main themes: The students used the video library in autonomous 

and arbitrary ways; The students blended experiences from the video library and the ward; and The 

students were challenged by the shortcomings of the video library.  

Findings in Paper I 

The theme, The students used the video library in autonomous and arbitrary ways, refers to the 

students’ extended use of the video library, their many different ways of working with it, and the 

means they used to find support for unanswered questions.  

The video library was used in intended as well as unintended ways – creating alternative learning 

opportunities – such as focusing on the interviewer in the videos to learn interview techniques, 

and copying specific questions or ways of posing a question. Some also copied specific sentences 

from the professor’s MSE reports for later use. Students also selected videos in order to view 

specific types of patients or to prepare for an interview with a patient with similar symptoms as 

portrayed in the video.  

Based on the students’ negative expectations of learning opportunities on the ward and/or the 

students’ current motivation, they might have found the video library the best way to spend study 

time, thereby helping them to use their time judiciously. Whereas in earlier clerkships they had 

tended to leave if they expected low learning benefit, the video library motivated them to stay. 

Furthermore, their use of the video library reflected their specific learning needs. 

Some worked in pairs or small groups in the video library when learning how to write an MSE 

report. The process began by deciding which MSE guideline to follow. This then structured and 
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informed their discussions, which varied from short dialogues to longer exchanges in order to 

reach an understanding of terms or specific aspects of the video. While some wrote their own MSE 

reports, others went straight to reading the professor’s report after they had watched the video. 

However, the students emphasized the importance of writing the MSE report and comparing it to 

that produced by the professor. In contrast, when using the videos for learning interview 

techniques they worked alone. 

The theme, The students blended experiences from the video library and the ward, describes a 

number of dissimilarities between watching the videos and the real clinical encounter and how 

experiences of the two settings were sometimes blended. The video library gave students the 

opportunity to see more patients than on the wards, but the videos left out information such as 

social history and allowed students to scrutinize the patient without having to engage in the 

communicative aspects of an interview.  

The students united their experiences from the video library with other parts of the clerkship by 

referring to a patient in the ward, tuition material, or earlier instructions. Likewise, they recalled 

video library episodes when engaging in real patient encounters. Some students even stated that 

some videos became a standard reference for a specific type of patient or symptom.  

The theme, The students were challenged by shortcomings of the video library, highlights 

limitations of the video library concept. Asking for further information or clarifying questions 

about the patient in the video was not possible, which in some cases made it harder for the 

students to describe the patient. A major challenge was that the professor’s MSE reports included 

terminology new to the students. Further, they sometimes failed to understand the reasoning 

behind particular descriptions of patients, which could lead to differences between the students’ 

MSEs and the professor’s MSE. To some students this served as a reminder to train more; others 

decided the professor was mistaken. With no formal explanations available, the students tried to 

explicate meanings to each other. They seldom checked books or fact sheets to understand the 

professor’s terminology and would occasionally deem both their own and the professor’s MSE 

reports to be correct, although their use of terminology differed.  
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Discussion in Paper I 

Our findings correspond to other studies of the use of videos to train in psychiatry. Our study 

showed that, by isolating the clinical observations and reasoning from patient communication, the 

task of writing an MSE report can be simplified through the use of the video library, something 

that is otherwise found rather complicated.  

However, our findings also underline some shortcomings. While studies show that students, in 

general, appreciate the opportunity to schedule their time independently and have the use of 

electronic study resources, our results indicate that the use of supplementary learning materials 

depends on the setting and individual factors such as the student’s mood, energy level, and 

personal preferences. As in other studies, we argue that technical resources can foster self-

regulated learning (SRL). Yet, while the medical students in our study were capable of monitoring 

the clinical context and their own states, and exhibited a high level of self-regulation, the study 

also demonstrated that the students lacked the ability and interest to evaluate their own work. 

This corresponds with studies that stress novices’ need for feedback and assistance and underlines 

the problematics of unsupervised use of the video library, with no one to correct the students. As 

such, the video library does not compensate for the problems created by reduced bedside 

training; the students also had no opportunity to be guided or receive feedback in their work with 

the video library.  

We suggest adding explanatory comments for each MSE and integrating the video library through 

group tuition or access so as to provide support and feedback from tutors. This, however, would 

contradict the purpose of establishing the video library as a supplementary facility due to staffing 

shortages. Expanding the guide notes or making an interactive commentary could also improve 

the library. Alternatively, if doctors in the ward were familiar with the videos, they would be able 

to help the students with their questions.  

 

Paper II: “It’s like starting all over”: An analysis of 5th-year medical students’ skills acquisition 

during psychiatry clerkships 

 

Analytical approach  
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The findings in Paper I inspired curiosity about the skills acquisition of medical students during 

their psychiatry clerkships. From the outset, the curriculum’s stated expectations and descriptions 

focused our reading of field notes and interviews on finding episodes related to student 

involvement in patient interviews, MSEs, and terminology acquisition, and we clustered the 

episodes under these three headings; the episodes were then coded by content; and, finally, the 

codes were organized according to headings. However, after discussing the results with the 

second and last authors, the codes were organized into themes, and headings related to the 

curriculum were rejected in favor of headings that mirrored the empirical content. One overall 

element seemed to permeate all the themes in the analysis: the students find the field of 

psychiatry deeply unfamiliar. The headings eventually selected were as follows: Being a 

newcomer; Psychiatry is different; Imitating others; Strictly following the guide; and Seeing 

examples and getting explanations. 

Findings in Paper II 

 

As in every other clerkship, the students began as newcomers who had to learn the task 

organization of the ward and how to access patient records. The students had these newcomer 

routines in place from earlier clerkships. Although the students were used to being newcomers, 

they described psychiatry as being very different from what they had known in the somatic 

setting. In psychiatry, new elements such as the need to carry an alarm and the advice never to be 

alone with a patient illustrate some aspects of that disparity. Further, the terminology and the lack 

of solid diagnostic criteria were unfamiliar to the students. While the students felt that they were 

able to write a patient record in the somatic setting, they now had to learn to use the interview as 

an examination tool.  

The first approach of all students to the clerkship (apart from one, who began by doing patient 

interviews on his own) was to observe and imitate others. This assisted them in reducing their 

anxiety about making the patients feel worse by, for example, asking the wrong questions in a 

patient interview. The students observed doctors on the ward and in the video library, copying 

their sentences and body-language, and studying descriptions in patient records and the 

professors’ MSEs in the video library. They also examined the patient records and the professor’s 

MSE reports in the video library to see how they were structured. 
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The students had not read the recommended textbooks before the clerkship and time was spent 

on looking up words, examining the diagnostic classification booklet, and research on the internet. 

They found the clerkship provided an opportunity to get explanations, see examples, and ideal 

types to connect to the terminology. Both residents’ patient records and the video library were 

used to help understand the terminology; however, the vocabulary remained a challenge to them 

throughout the clerkship.  

When students managed tasks themself they focused on the guidelines. This could result in 

interviews which paid no attention to their relations with the patient they were interviewing. On 

the other hand, as they got more familiar with the interview guide and followed it less strictly, 

they sometimes forgot to ask some of the more important questions. They connected this failing 

to the different structure of the interview guide in the somatic setting, although the success of 

their interviews also related to the complexity of each case. The patient interview might require 

certain questions to be posed but has a flexible structure, whereas the structure of the MSE report 

was more fixed and it proved a challenge throughout the clerkship; although, once again, as 

students became more familiar with it they were less tied by it, realizing that the content could be 

nuanced.  

Discussion in Paper II 

 

In the first part of the discussion, the findings are reviewed from the perspective of Dreyfus and 

Dreyfus’ model (Dreyfus 2004) and the extended Batalden model (Batalden et al. 2002), which 

relates Dreyfus and Dreyfus’ stages to the various levels of medical education, equalizing the 

novice stage with the freshman student stage (Batalden et al. 2002). We argue that the 

characteristics of the approach of the students in our study to the tasks in the psychiatry clerkship 

reflect the novice stage since they act as observers and imitators, using interview questions and 

guides as context-free rules. As the students gain more experience they become less focused on 

the guidelines and move toward the advanced beginner stage in the Dreyfus brothers’ model, 

which is the junior student level in the Batalden model (Batalden et al. 2002). However, because 

the students had not read the recommended textbooks before starting the clerkship, and given 

the complexity of the core elements of psychiatry, we suggested the students might be at an 

absolute beginner level – one preceding the novice stage – which is suggested in a study by Park 
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(Park 2015). This might explain why the students did not seem to reach the “competent stage” 

(resident physician stage), which is the description given in the curriculum of the level of expected 

attainment at the end of the clerkship. On the other hand, we also discuss whether it is helpful or 

even possible for students to learn the terminology before the clerkship commences, as they 

would then have no firsthand experience of the phenomena to help them memorize it. 

In the second part of the discussion, we compare our findings to those of other studies, one of 

which points out(O'Connor et al. 2017) that medical students in a clerkship in an intensive care 

unit also felt they were on unfamiliar ground. We highlight the need for more research on 

whether and how psychiatry is different. Further, drawing on other studies(Nielsen et al. 2003; 

Pedersen et al. 2018; Fog-Petersen et al. 2020), we suggest that the video library we developed for 

our study might be useful for preparing students before, as well as during, the clerkship.  

We also discuss whether there is a relation between the length of the clerkship and the level of 

skill acquisition, since one study found better psychiatric self-examination (PSE) scores among 

students who been in a six-week clerkship compared to those in shorter clerkships (Bostwick and 

Alexander 2012).  

 

Paper III: At the intersection of study requirements and everyday practice: An ethnographic 

analysis of four strategies for navigating the psychiatry clerkship 

Analytical approach  

The analysis was inspired by both the findings in the two previous papers and what was left out of 

them: an ubiquitous discrepancy between the requirements of the university and the day-to-day 

practice on the wards seemed to be a basic tenet of the clerkship, and the students’ commitment 

during the clerkship and their extremely different approaches to it had been left unstudied.  

The analysis was inspired by Karen Borgnakke’s outline of students’ navigational strategies, which 

were oriented around cardinal points in project-based work (Borgnakke 1996; Borgnakke 2008), 

and Vibeke Røn Noer’s account of student nurses’ study strategies (Noer 2016). The first step was 

to describe the different strategies whereby the key informants navigated the clerkship. The next 

step, carried out in a dialogue between the paper authors, was to sharpen analysis using the 
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concepts related to situated learning (Lave and Wenger 1991). C and CS read the material and 

discussed various perspectives on the strategies; then, through ongoing discussion with KB, these 

concepts were applied. SA commented on the first draft, which C and CS then revised. KB 

commented further, and C and CS then finalized analysis of the four strategies.  

Findings in Paper III 

Strategy focusing on formal requirements and the doctorly duties. In this strategy, the student 

addresses the tasks of the clerkship outlined by the formal requirements of the university and 

official understanding of what it means to be in the clinical setting. Attention is focused on the 

doctor’s role, and the doctor is approached both as a role model and as the starting point for 

access to the required tasks. The doctor, and the doctor’s recommendations, are followed closely. 

During participant observation, the doctor supports the student in preparing for the exam, 

although the tasks are not part of daily clinical practice. Time is spent in a structured and effective 

way. The student felt she had contributed to patient treatment by providing new information to a 

doctor about a patient. However, although the information was acknowledged as relevant by the 

doctor, thereby confirming the student’s legitimate peripheral participation, it was not considered 

applicable in clinical practice and registered in the institutional tools. This underlines that the 

student was not a part of the ward community. 

Autonomous strategy focusing on the patient interview. This strategy is characterized by minimal 

contact with the doctor and other students. The student’s navigation of the clerkship is led by the 

possibility of interviewing patients; while interviews and writing medical records are strongly 

connected, the latter gets less attention. Institutional tools such as the EHR are used sporadically. 

Both staff and doctors acknowledge the student as a legitimate peripheral participant by giving 

him access to patients for his training but his focus on conducting patient interviews 

autonomously leads him away from the community. While the student does not feel he 

contributes to practice on the ward, he is reluctant to share knowledge on rounds about patients 

he has interviewed. Further, by rejecting organizational structures for observing the doctors, he 

maintains a position as a student who is not part of the community; rather, his activities in the 

clerkship seem constitute parallel practice in terms of university requirements.  
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Dialogue-oriented strategy focusing on social relations. In this strategy, tasks required by the LOG 

are a guideline for activities. The doctor is seen as a role model, but only in regard to the tasks 

listed in the LOG. Feedback on the medical records produced by the student is regarded as crucial. 

The student is welcomed by the doctors on the wards, treated as a newcomer, and given tasks as 

part of her training. Thus, she is treated as a legitimate peripheral participant but also kept in the 

role of a student. The student rejects tasks on the ward when they are not related to the exam or 

LOG. She is keen to be in dialogue with other students and activates the student community so 

that tasks are performed in pairs or groups of students. A form of group consensus arises, and the 

students create opportunities for peer training. This also activates a scholastic perspective onto 

the clerkship as the students request to be given knowledge by the doctors, framing the clerkship 

as an alternative teaching setting in which oldtimers impart knowledge to newcomers. The video 

library is used to observe a thorough assessment and how a doctor carries out an MSE, thereby 

offering a number of role models. The student is included by the doctors and staff at the ward, but 

she excludes herself from the doctors’ and wards’ community of practice, as she is oriented 

towards the students’ community and the university requirements and not the daily ward tasks.  

Random strategy focusing on the doctors. Day-to-day practice and the random opportunities it 

provides lead the student’s path through the clerkship. The student follows the doctor , adopts a 

passive stance, and lets others assign tasks to him. Psychiatric duties are accepted hesitantly, 

whereas somatic duties are approached with confidence. Late in the clerkship, he decides to just 

do ‘Training journals’ [Danish: øvejournaler] by interviewing patients on his own. However, he 

ends up sitting next to a doctor in an admission interview, although he was given the chance to 

lead it. When it is not possible to accompany the doctor and there are no tasks to do, the student 

chooses to watch the videos. The LOG is not used. The daily rhythm follows that of the doctors but 

the day ends early. The Internet is continuously used to find information about medication, 

diagnoses, and symptoms. Due to his close relations with the doctors, the student moves towards 

becoming a member of both the ward and the doctors’ communities. He is accepted in a 

legitimate peripheral position and is given tasks on the ward yet, although several of his notes on 

patients are saved in the EHR, he does not recognize his own contributions to the community. 

Despite moving towards membership in the community, this student seems less prepared for the 

later examination related to university requirements.  
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Interpretations and findings across strategies  

The students’ strategies reflect how, based on more or less deliberate goals and preferences, 

they navigate the clinical setting. By manipulating and constructing learning situations to which 

they do not have access on the wards, the students create their own opportunities to train for 

the exams, creating learning situations that are similar to clinical practice yet not part of ward 

practice. It is crucial that these (re)constructions are embedded in clinical practice, as this gives 

access to real patients. We define this as parallel training practice embedded in clinical 

practice. This explains why, during the analysis, the patients primarily seem to be portrayed as 

learning tools, rather than as psychiatric patients in need of care.  

Overall, the pre-planned student activities during the clerkship and parallel practice maintain 

the students’ identity as students and do not contribute to the students’ participation in the 

ward or doctors’ communities. As such the clerkship appears to prepare the students for the 

exams, but to a lesser degree for the role of a junior doctor in psychiatry, partaking in ward 

duties.  

We understand the student-driven, parallel practices to be a consequence of the students’ 

ways of navigating the discrepancies between exam duties and actual practice. However, none 

of the strategies described comes near to accommodating or bridging the discrepancy 

between exam-oriented requirements and day-to-day clinical practice. 

Discussion Paper III 

Other studies have indicated the same discrepancy, while finding that day-to-day practice 

dominates clerkship learning activities at the expense of exam-oriented requirements (Jaye, 

Egan, and Smith-Han 2010; Han, Roberts, and Korte 2015; Hägg-Martinell et al. 2017; Dornan et 

al. 2014). We discuss whether the students’ focus on the exams in our own study is a reaction to 

the limited opportunities for bedside teaching, noting, however, that it has been shown that 

students in clerkships in other specialties can also be very exam-orientated (Al Kadri et al. 2011; 

Kandiah 2017). Resonating with our findings, one study has shown that students deliberately 

assess which activities in a clerkship will be most beneficial for their exam preparation (Liljedahl 

et al. 2019); however, our findings show that by constructing parallel training practices, students 

also create opportunities for themselves. We point out that these parallel practices, which 
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portray patients as tools for learning, might not support a patient-centered approach among the 

students; other studies have also identified a decrease in students’ idealism about patient-

centeredness during their clinical years(Alimoglu et al. 2019). 

Further, engaging in parallel training practices seems to be in conflict with involvement in the 

community of practice claimed to be important by Lave and Wenger (Lave and Wenger 1991; 

Lave 1999). Involvement in clinical practice should support the development of medical students’ 

identities as part of the ward and doctor’s community, yet the communities in clinical practice 

freeze the students in a student identity by giving them tasks that prepare them for the exam 

instead of supplying them with proper clinical tasks. Meanwhile, the students assist in retaining 

their student identity by not sharing information about the patients with the ward community. It 

is a notable dilemma of the clerkship: if students are given tasks on the ward and participate in 

clinical practice, they risk not being prepared for the exam.  

We question whether participation in the community – and related identity development – is 

actually relevant in clerkships or more important in postgraduate years. Others have described 

the students in clerkships as ‘tourists’, ‘workplace guests’ (Liljedahl et al. 2019; Wenger-Trayner 

et al. 2014), thereby differentiating the levels of commitment during clerkships, which is more in 

line with our findings. Yet participation in clinical practice is known to provide access to the 

informal curriculum and professional development (Hafferty and Franks 1994; Cruess, Cruess, 

and Steinert 2019; Monrouxe 2010); therefore, we underline the need for professional 

development to become a more explicit aim of a clerkship and also point out that the clerkship 

offers preparation for later, work-based, postgraduate training, which mainly is based on the 

informal curriculum.  

 

Key findings  

The students appreciated the video library and extended the use of it to compensate for the lack 

of opportunity to observe doctors in longer interviews with patients, and in order to structure 

their time. Yet the video library was not flawless and medical students’ extended use of it could be 

problematic, as it left them without the needed support.  

Despite the students’ claim that they felt unfamiliar with the field, they are supposed to be able to 

act as junior doctors at a competent level when they finish the course in psychiatry, according to 
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Dreyfus and Dreyfus’ skill acquisition model. However, the students’ approach to tasks is largely 

characteristic of the novice level, with some, over time, moving towards an approach 

characteristic of advanced beginner level by the end of the clerkship, and few reaching the 

competent stage. Since they had not read the recommended textbooks before the clerkship, we 

suggest identifying the medical students as absolute beginners when they start the psychiatry 

clerkship.   

The university requirements and the daily work on the ward do not align, and this presents a 

paradox. Four different strategies were used to cope with this, either spurring participation in the 

ward and doctors’ community or, conversely, lowering participation in the community because of 

a focus on university requirements. Meanwhile, all the students developed or engaged in parallel 

practice when training in the tasks related to the exam, something that is, to some extent, 

supported by staff and doctors, but that also objectified the patients on the wards. Neither the 

strategies nor the parallel practice could bridge the discrepancy, leaving the students either 

prepared for the exam or involved at ward-level, thereby developing an identity as a professional 

doctor. 

 

Discussion 
Key findings related to other studies  

I have described the psychiatric clerkship as a multi-purpose learning space. It has many objectives 

for the students, providing training in communication skills, assessment skills, medical treatment 

knowledge, requirements in case of coercion, observational skills, and preparation for the exam. 

Further, the clerkship is supposed to prepare the students for their future careers as doctors, and 

for recruitment to psychiatry, future safe patient care, and treatment efficacy. Meanwhile, the 

clerkship is also closely related to the university’s demands for training places and flow of 

students. These are all general elements that affect clerkships transnationally. As such, the study’s 

findings might relate to the suboptimal logistics of the psychiatry clerkship and the current lack of 

specialists. To some extent I agree with this interpretation; however, this also seems to be the 

basic foundation of many clerkships. Correspondingly, other studies point to the lack of 

supervision, the few opportunities to observe diagnostic decision-making, the limited feedback 

based on observation, and the considerable time spent waiting around (Dornan 2012; Han, 
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Roberts, and Korte 2015; Klamen, Williams, and Hingle 2019). Further, as argued in Paper III, 

others point to the discrepancy between the learning objectives and daily practice (Jaye, Egan, and 

Smith-Han 2010; Hägg-Martinell et al. 2017).  

I have earlier mentioned that, in Denmark, the medical education is built up around what 

Borgnakke identifies as the Learning Paradigm, drawn from the work of Ramsden, Biggs and Tang 

(Borgnakke 2014). Biggs’ notion of systemic constructive alignment points to the need for a strong 

connection between the goal of learning (expected outcome), teaching activities, and the learning 

outcome, to be assessed (Biggs 1996). Our findings show that the students are able to train for the 

MSE when using the video library, and they are able to train in interview technique and for the 

MSE when engaging in parallel practice; however, in both circumstances, they lack access to 

supervision and feedback. The exam, consisting of an oral “long case”, is precisely about 

conducting a patient interview and the MSE with subsequent cross-examination in textbook 

knowledge. Consequently, the learning objectives and daily practice might not align, although 

there is an alignment between the training opportunities in the clerkship and the exam. Ironically, 

Biggs’ alignment frame has been criticized for developing a “teaching for the test” tendency 

(Andersen 2010), one which was echoed in the students’ focus on the exam found in our study.  

Meanwhile, in their description of what is needed to make a clerkship operative, Dornan et al. 

(2014) highlight the importance of cooperation at every level to ensure the resources are secured 

to “deliver the experience”; these could include time, room, balanced numbers of students, and so 

on (T. Dornan et al., 2014). Yet it seems that either the levels are not aligned or the resources are 

not manageable. I will, however, position this observation in a broader perspective, calling on 

Figure 2 which illustrates the many requirements the clerkships are supposed to meet. In light of 

this, I find it reasonable to question whether there is also a discrepancy between curriculum and 

societal needs. The students' disinterest and the priority given to psychiatry as a part of medical 

education do not match the expectations of a growing number of patients with psychiatric 

complaints (WHO link about increase in mental health conditions). As stated in the introduction to 

this thesis, all doctors will at some point be confronted with patients (also) suffering from 

psychiatric illness and it is a major specialty in terms of patient numbers (Whiteford 2016; Hjorthøj 

et al. 2017). Yet the course of psychiatry as outlined in the present study seems to be largely 

https://www.who.int/health-topics/mental-health#tab=tab_2
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molded by university requirements and only to a lesser degree by the needs of the health sector 

and society at large.  

Meanwhile, the discrepancy between the greater health sector and society’s needs and the 

university might be connected to findings which highlight psychiatry as different – if psychiatry is 

fundamentally different from other specialties as queried in Paper II. Indeed, Sher et al. (2016) 

similarly acknowledge that psychiatry is believed to be different by highlighting the importance of 

explaining to medical students that psychiatric disorders are medical conditions and can be 

assessed and treated from a biopsychosocial model (Sher and New 2016). Additionally, and 

perhaps explaining their estrangement from the field, the students seemed like absolute beginners 

in that they had more or less no knowledge of psychiatry. This needs to be more thoroughly 

researched and will be of essential importance for the structure and content of the curriculum in 

the future, especially since our study shows that the students cannot be expected to have read the 

recommended textbooks before entering the clerkship. This tendency among the students 

involved in our study can be explained by the combination of short periods between different 

rotations, a high study workload in the fourth term, their student jobs, and – maybe most crucially 

– a low interest in the field. Other studies have reported that medical students spend time reading 

for their exams during their clerkships (Kandiah 2017; Klamen, Williams, and Hingle 2019); 

however, these studies do not discuss whether the students had already read the relevant texts 

and just needed to brush up their knowledge, or if their reading during the clerkship was the first 

time they had encountered the textbooks.  

I have already mentioned the great complexity of the field of psychiatry (Chur-Hansen and Parker 

2005; Parnas, Sass, and Zahavi 2013). Paper I discusses the views of some students who explained 

that they had to see the terminology in action to learn and understand its meaning, as well as 

having standard (virtual) reference works on specific types of patients or symptoms. Some found 

the video library useful for this (Fog-Petersen et al. 2020). In light of this complexity it seems only 

fair that students read the recommended textbooks during the clerkship in order to combine real-

life examples with textbook explanations. Some students also asked that the doctors provide more 

lectures or “knowledge” because they found it difficult to know what one is supposed to learn 

when one knows nothing. Teunissen and Westerman (2011) observes that “students enter clinical 

environments with an expectation that they will ‘be educated’ and find themselves in an 
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environment that requires experiential and more self‐directed learning” (Teunissen and 

Westerman 2011). This leads to considerations about how learning should take place in the 

complicated fields of psychiatry. Paper II addresses the Dreyfus and Dreyfus structure for skill 

acquisition (Dreyfus 2004) but their model tends to present the acquiring of skill as a linear 

process and seems too simple for the complicated tasks in psychiatry; it might not be possible for 

the students  to be presented with context-free elements, as the elements are not accessible if 

you have no understanding of psychiatry. Taylor and Hamby in an AMEE guide offer a more 

convincing description when they state that:  

The process of learning new things is not just about acquiring knowledge (surface 

learning), it includes being able to make sense of it, and hopefully making use of it. But 

being able to do these things means that you have to acquire an understanding of where 

things fit. (Taylor and Hamdy 2013) .  

These insights raise the question of whether a student can possibly make sense of psychiatry 

within a three-week clerkship. The clerkship seems relevant to learning about symptoms and 

diseases and therefore it is appropriate to let the students observe numerous patients, as well as 

spending time in the video library and on reading as part of the clerkship. Conversely, if psychiatry 

is so hard to grasp, the students would seem to need more advance preparation in order to be 

able to engage satisfactorily in a three-week clerkship. Thus, the question is not just about what 

the clerkship should accomplish, it is also about how to prepare the students for it.  

Peters et al. (2017) describe the transfer from the classroom setting to clinical clerkship as 

challenging, and review the quality of different interventions, some using video, but do not find 

the evidence suitable for making generalizations(Peters et al. 2017). Meanwhile, Martin et al. 

indicate the usefulness of video clips of patients – although they use simulated patients in their 

videos – to train for the MSE before the clerkship (Martin et al. 2020), and Pedersen et al. also find 

videos successful in preparing students to meet with psychiatric patients (Pedersen et al. 2020). 

These findings suggest that if the students are to be better prepared for the psychiatric clerkship, 

video clips – such as those in our video library – could be part of the process, although perhaps 

with somewhat different content (i.e., not just focused on the MSE). Using the video library in 
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advance of their clerkships could minimize students’ withdrawing from the wards when they 

should be participating in the community.  

Nonetheless, given that our findings show that students use the video library to compensate for 

the many deficiencies in the clerkship, it still seems of value to provide the students with a tool for 

preparing for the MSE. A survey conducted by Huline-Dicken et al., for example, found that more 

than a third of the respondents had not seen a doctor do an MSE and more than 40% did not feel 

they had had sufficient opportunity to practice the examination themselves (Huline-Dickens et al. 

2014). I suggest, therefore, that the video library could be used as both a tool for preparation and 

as a supplementary tool during clerkship. Yet this brings us back once again to our findings 

demonstrating that dependence on the library utility gives rise to the risk of students’ withdrawing 

from the ward and, thereby, the community of practice. While the task of writing an actual 

admission record, including an MSE, takes place fairly frequently in the emergency ward, the 

timing is unpredictable. If the students had more evening and night shifts they might be more 

exposed to the task as a real part of the operations of the ward. This, however, would lead to 

totally different clerkship organization, where much time is now occupied with group tutorials.   

Although I realize these reflections are not new, I find that the current body of work re-actualizes 

the importance of reconsidering the objectives of the clerkship – especially when its duration is 

(only) three weeks and the students are unfamiliar with the field.   

The role of the clerkship in developing an identity and learning about being a doctor 

In Paper III we have indicated the possible drawbacks of students’ engaging in parallel practice 

during the clerkship. From the perspective of situated learning Mann states that the community of 

practice is of specific relevance for medical education because of the development of a 

professional identity (Mann 2011). 

When the students train for the exam by engaging in parallel practice, their participation in the 

community of practice related to their future profession is at stake, yet the findings of the study 

do not answer why the medical students are not invited into the daily work of the clinicians to a 

higher degree. In a review article, Dornan (2012) has compared medical education in North 

America, Britain, and Dutch-speaking Europe, focusing on workplace learning. In it, he underlines 

the importance of participation for the students’ identity formation, something he finds central to 
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the students’ learning (Dornan 2012). He states that in the UK patient safety is a highly politicized 

issue, which means that the medical students’ participation in practice is restricted. Conversely, 

medical students in Dutch-speaking Europe have more access to, and independence in, clinical 

tasks, yet exhibit a higher risk of failures in patient safety (Dornan 2012); at the same time, he 

notes that the transition of Dutch-speaking medical students to the role of qualified doctor is 

easier than it is for medical students in UK (Dornan 2012). While the findings in this Danish study 

show that the students have limited participation in clinical practice, there are no indications that 

the limitation is related to broader issues such as patient safety. Rather, the students show a high 

level of independence both by extending the use of the video library and by constructing learning 

opportunities in parallel with what is available, but this does not extend to clinical tasks on the 

wards. Yet, if independence is supposed to support identity formation and preparedness and 

readiness for the role of a doctor, it would be preferable for it to be developed by the students 

gradually being given responsibility for ward tasks (Lefroy et al. 2017).  

Cruess et al. have suggested Lave and Wenger’s notion of a community of practice as a possible 

foundation for the organization of medical students’ learning in the clinical setting that would 

support skills and competencies acquisition, and professional identity development (Cruess, 

Cruess, and Steinert 2019; Cruess, Cruess, and Steinert 2018). They find that curricula should be 

changed to support learning in a community of practice and that becoming a member of the 

medical community should be an educational goal (Cruess et al. 2014). Although this resonates 

with our suggestions in Paper III, I believe it once again draws attention to the need for more 

overall reflections about the purpose of clerkships: preparing for the exam or medical identity 

development?  

As noted above, parallel practice provided useful training for students preparing for the exam. It is 

also noteworthy that it was often well suited to the busy schedule of the duties on the wards. Yet 

knowledge about the patients that the students gained in parallel practice was not used in the 

ward community. Our findings will probably not prevent parallel practice from continuing in future 

clerkships, yet small changes could easily be introduced, such as making students doctors and staff 

aware of the usefulness of the knowledge the students gain from it about the patients. While the 

students are unfamiliar with the field, they should be able to explain their observations of a 

patient to the staff and doctors who could transfer the knowledge to the ward community. I 
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believe that if a student describes how a patient talked incessantly, for example, then doctors 

could confirm that the patient still had manic tendencies and so on. We found no other studies 

looking at this perspective: that is, that the students can actually be a resource for the ward, 

despite their not participating in ward tasks. I speculate that this might even support the three-

week clerkship’s being productive both for learning tasks like conducting an MSE and identity 

development.  

Therefore I believe that our findings indicate the general importance of (re)considering the 

purpose of clerkship both in general and specifically in psychiatry; inevitably, its purpose will have 

consequences for the manner in which the clerkship structured. 

 

Theoretical and analytical limitations  

The present work was an empirically driven study using theories and analytical models as tools. It 

could be questioned whether an approach based on Lave and Wenger’s original concepts of 

situated learning was the optimal choice. As mentioned, Lave and Wenger’s original outlines of the 

concepts leave much open to interpretation and I have found that the concepts cannot be fully 

aligned with the fact that the students’ period in the psychiatric hospital is so brief. As argued in 

Paper III, perspectives referring to the medical students as workplace guests (Liljedahl et al. 2019) 

or tourists (Wenger-Trayner et al. 2014) are more suitable. Further, Paper III indicates the 

possibility that the learning process is dually situated. The students’ parallel practice is situated in 

the authentic clinical setting, and related to tasks fulfilled and authentic patients available on the 

wards, meaning that their training and learning are simultaneously situated in their parallel 

practice and the clerkship/ authentic clinical setting. Thus, the situatedness is dual – it is 

unauthentic learning in an authentic environment. This introduces a new perspective to situated 

learning as it is pertinent to research to examine the analytical concept of situatedness itself in 

connection to situated learning.  

Further, in the development of the theory of situated learning, Lave and Wenger base their 

concept on learners who have plans to become a part of the community in the future. The 

premises are very different for the medical students in my thesis: although the students are 

motivated to become doctors and recognize the importance of the work of psychiatrists, they are 

not motivated or interested in becoming psychiatrists themselves. 
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To handle the ambiguity of situated learning, Tummon has chosen to work with Wenger as the 

way forward, making essential contributions that strengthen the precision of the concepts 

connected with situated learning (Tummons 2014). Late in the project I became familiar with 

these interpretations of communities of practice and related concepts, and was not able to use 

them for an analytical purpose; however, the interpretations are not distinct from my own 

interpretations in the thesis and, as such, the use of Tummon might have sharpened the analysis 

further, but would probably not have changed the main findings.   

Studies in related fields have used the concept of workplace learning posited by Billet (Skipper et 

al. 2016; Lundsgaard et al. 2019). Workplace learning has references to situated learning and is 

used analytically in connection to vocational skill learning; however, I find that the concept is more 

closely related to workplace learning as it is “on the job”(Billett 1995), as are the references to 

“employees”. The medical students in our study are very far from being employees and are mostly 

treated as students (see Paper III). Furthermore, the clerkship is structured to include many 

elements of organized training (tuition, video library, LOG), whereas such elements, Billet states, 

are not included in the concept (Billett 1995). Thus, I find the concept of situated learning more 

suitable. However, this might be a simplistic reading of Billet’s concepts and I do not deny that the 

medical students during clerkships are located in a workplace and that their learning is related to 

that; my point is they do not have the same responsibility as if they were employed. On the other 

hand, I find that Billet’s concept of agency could have been of relevance for the analysis, 

introducing a slight change in focus, and could have made the analytical process easier and 

sharpened the findings in relation to Paper I. Yet I do not believe it would have brought 

revolutionary new insights to the study. What might have given new insights would be Billet’s 

focus on workplace readiness (Billett 1995, 2001); however, the idea of readiness to some extent 

comes to light in the thesis through the observations recorded, even without using the concept.  

The use of Dreyfus and Dreyfus’ model was useful for the purpose of Paper II, although I find that 

the original model risks analytically simplifying the acquisition of skills (see above). One of the 

main problems that appeared in the analysis was that the model might be oriented towards skills 

but, within the field of medical care, skills are highly interrelated, meaning that doing an MSE 

requires skills that include oral and written communication and the ability to analyze the observed 

phenomena. Thus, I find the later version, referred to in Paper II as the Batalden model, which 
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focuses on competencies, more useful (Batalden et al. 2002). Yet the model helped analytically 

when describing and differentiating the students’ approaches to tasks during the clerkship. 

Further, in Paper II we have posited that the students are at a level below the novice level in the 

Dreyfus and Dreyfus model, constituting a critique of Dreyfus and Dreyfus’ model, which seems 

not to be broad enough. In terms of our study, of course, this can be related to the students’ 

unfamiliarity with psychiatry and, as mentioned, more research is needed.  

Within medicine, a critique of the Dreyfus and Dreyfus model problematizes the separation of 

knowledge in the pairing “know what” as explicit knowledge and “know-how” as implicit 

knowledge, because the complexity of the medical tasks often requires a dynamic relationship 

between explicit and implicit knowledge (Peña 2010). Furthermore, Moulton et al. (2007) suggest 

that the model is insensitive to the fact that experts might need to be analytical when a novel 

problem occurs, criticizing it for describing the expert as always solving problems automatically 

(Moulton et al. 2007). 

An issue that has only has received minimal theoretical and analytical consideration in the thesis is 

the ontological discussion about whether learning is an individual process of “acquisition or 

accumulation of some goods” or to be understood as integrated into social relations as a “process 

of becoming part of a greater whole”(Sfard 1998). In brief, Sfard has argued that the two stances 

can be mirrored in the metaphors learning as acquisition and learning as participation. Obviously, 

situated learning is related to the latter understanding. Yet, although Dreyfus and Dreyfus’ model 

draws on social relations (e.g., imitating others, master-novice relations, an emphasis on context), 

and focuses on experience as an important element of learning progression, their terminology and 

model primarily indicates an understanding of (professional) learning as a matter of the 

individual's acquisition of skills. This could pose a dilemma to current analytical work driven by the 

Dewey-inspired “learning by doing” as part of a social context, but Sfards states that the two 

metaphors do not need to be seen as competing but, rather, as supplementing each other with 

different perspectives. This reconciliation between acquisition and participation is demonstrated 

in the different analytic perspectives presented in Papers II and II.  
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Methodological discussion 

My approach in the thesis has been strongly affected by the need to combine the perspectives of 

education in the humanities with the frame of medical education, which is closely related to the 

perspectives of the natural sciences. It has been a continuous struggle to balance the two fields. 

Albert et al. have studied how academics from the social sciences and humanities work when 

employed to do interdisciplinary research in health and medicine, identifying a risk of 

epistemological and methodological incongruence between the two fields (Albert 2017; Albert, 

Paradis, and Kuper 2015). Although the field of research into medical education subsumes a broad 

pallet of disciplines, I recognize this incongruence in my own experience. My work has spawned 

questions from the medical field about relevance, students’ outcomes, how I would generalize the 

findings, and so forth, while also encountering critical questions posed by the humanities asking 

why I have not explored ethnographic perspectives such the use of artifacts and historical 

circumstances.  

In the study by Albert et al., the incongruence is managed in ways that range from converting to 

the stance of biomedical science and relinquishing one’s original humanistic professionalism, to 

self-exclusion in the course of retaining the values of one’s own field and professionalism (Albert, 

Paradis, and Kuper 2015). Some of the reasons for this polarization are connected with what is 

perceived as the standard of excellence, the criteria for evaluations (numbers of publications or 

conceptual work), among other factors (Albert, Paradis, and Kuper 2015). While I have tried to 

maintain a balance, the process of applying qualitative research to the quantitative frame of a 

classic health science PhD program has had consequences. The journals’ requirements for short 

articles necessitated breaking the analysis into three different parts and called for shorter 

descriptions of the context and fewer nuances in the findings. This has in some ways diminished 

the strength of this type of qualitative research, yet it has also been a learning process to “kill your 

darlings” while delineating the most important message of the academic work in terms of 

relevance to the field of psychiatry and medical education/ academic medicine. The argument for 

choosing to produce a thesis based on articles instead of a monograph is simple: I wanted my 

findings to become known to the academic field of medicine. Since the main source of information 

seems to be dissemination by articles this is the way forward. Moreover, others have discussed 

how to evaluate the quality/ essence of qualitative research in the field of medical education. 
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Varpio et al., for example, describe how qualitative research over the years has been readjusted, 

adapting some of the terms and requirements of quantitative research, such as striving towards 

“objectivity” and “validity” (Varpio et al. 2017), but I have tried not to let the terminology of 

quantitative research emerge in the thesis. This said, in the following I reflect upon my 

methodology in a qualitative manner, examining how my perceptions and personal traits have 

been part of the construction of the findings.  

I have briefly elaborated on how my personal life affected the fieldwork (and field notes – see 

above). Much as the personal life of the researcher is not mentioned in the literature, personality 

traits are not commonly addressed either, although Wilkinson reflects that her personality was an 

important key to getting close to her participants (Wilkinson 2016). Inspired by her approach I also 

thought about how my personality traits might have been part of the construction of the findings 

in the thesis.  

Reflecting upon my role in the study, it becomes clear that at least one of my personality traits had 

quite an impact on fieldwork. In short, I have an extrovert personality; I often find it easy to talk to 

strangers and I like to help people. During participant observation, this was made obvious by my 

unconsciously helping the students with practical things when possible: unlocking doors when 

they had not yet been issued with keys, letting them know where to find a location or the doctor 

when they asked – or even occasionally making suggestions to the students about what to do.  

While I believe this personality trait had the benefit of bringing me closer to, or helping me to 

build trusting relations with, the students, it also had some impact on my observations: I have not 

experienced how new students approach the clerkship when there is no one familiar with the 

location alongside them. Looking back at my field notes, the arrangement seemed natural at the 

time, as the students knew that I was familiar with the place and often approached me for help. 

However, while working on the analysis in Paper III, I could see that, more than once, I nudged the 

students to be given or to take on tasks on the wards. The following vignette, drawn from my field 

notes, exemplifies this:  

The staff is doing the rounds, discussing how to handle a patient, expecting to see the 

doctor, but the doctor has no time to see him. They have no solution and decide the 

patient must wait, although they know it might cause a disturbance. I suggest that Allan 
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talks to the patient to prevent the patient feeling overlooked. Although some of the staff 

were reluctant it turns out that the patient gladly spoke to Allan.  

In the situation at the time, I was not aware that I was interrupting/ disturbing my participant 

observation by suggesting that Allan could talk to the patient. As the analysis for the third paper 

progressed, however, it turned out that my intervention had consequences both for the empirical 

material and the analysis. My interruption left less room for Allan to make a move himself, which 

was partly the focus of the analysis. Furthermore, as can be seen in the findings in Paper III, one of 

the characteristics of Allan’s strategy was to let others take the lead, so it would have been of 

great interest to know what he would have done if I had not interceded. I consider my action to 

have been be due to a combination of my personality traits and my preconception of psychiatry’s 

being under pressure, as described above: in other words, my annoyance with the students for not 

grabbing the chance to do something actually helpful on the wards, combined with my continually 

wanting to help. In hindsight, it might have been optimal if, before completing participant 

observation, I had reflected on my personality traits and had been able to consciously choose how 

to meet the students’ needs without helping them and without making this seem odd. They had 

approached a new field/ clerkship before and would probably have been fine without my help. 

As well as retrospectively looking at my relations with the students, it is also relevant to reflect on 

how my perceptions changed during the analytical process. During participant observation, I 

realized that a student, Frida, who had complained a lot about the ward to which she was 

assigned, had not realized by the second week of the clerkship that the ward doctor had an office 

down the hallway, even though any staff member on the ward could have told her. In my field 

notes, I can see that I thought that Frida had not tried hard enough. During the analytical process, I 

also found it important to consider that the doctor might never have invited her to come to the 

office. Since I had earlier followed another student on the same ward, this could indicate that the 

doctor only involved the first student because of my presence. I never asked Frida more about 

this, merely leaving it with my assumption that she should have tried harder. The focus on access 

to the community in the situated learning approach in Paper III changed my perspective to a more 

open attitude, meaning I left unresolved the question of whether Frida had not tried very hard or 

the doctor had rejected her.  
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While I find the key-informant approach has been of great benefit to the study, I believe that a 

more inclusive approach to the rest of the group of students would have been interesting. Twiss-

Brooks et al., in a study mentioned above, implemented a ‘mapping diary’ for the students to 

register all their movements between locations on a single day and used it as a foundation for a 

semi-structured interview with a student the following day (Twiss-Brooks et al. 2017). I find this 

rather inspiring, and believe that a similar strategy or the use of a more ordinary diary approach in 

combination with the methods I applied could have brought greater insights to my analysis of the 

clerkship. It would probably also have helped to shed light on the grade of the impact my presence 

as an observer had both on the students and staff behavior. However, this said, self-reported 

diaries and interviews on this foundation would risk the uncritical reconstruction of the students’ 

perspective, as Tim Dornan warns (Dornan 2012).  

Another critical reflection upon the methodological approach is the choice of only following the 

students in the clinical clerkship in psychiatry. Considering the theoretical foundation of situated 

learning, this might seem abrupt, since the students are on their way to becoming junior doctors. 

The observations and interviews represent a section of this long journey from being a layperson to 

becoming a graduate doctor and the psychiatry clerkship is only a part of this, if an element of the 

junior doctor’s expected repertoire. Yet the focus of the study was the clerkship in psychiatry and 

the applied video library; consequently, while the broader perspective of medical education as a 

whole might have been ideal, it has not been crucial in answering the research questions 

addressed in the thesis.  

Perspectives and implications for medical education 
 

The current work substantiates the suggestion that the content and format of the psychiatric 

clerkship should be reconsidered, and likewise the goal of the course: is it to train for exam tasks, 

for getting an impression of the psychiatric specialty, for identity development, or a combination 

of these? In any case, it is relevant to check if the curriculum is aligned with daily practice in the 

clinical setting. If it is aligned, then it should be decided whether the objectives of the course are 

the right ones in light of the broader picture of medical education and societal needs. If the 

curriculum is not aligned, then it is necessary to consider whether the length and organization of 
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the clerkship are sufficient for medical identity development as well as learning tasks that are not 

part of the daily routine. Dornan et al.’s “blueprint for clerkship education” could be the first step 

in creating internal alignment at all faculty levels; however, the greater societal perspectives also 

need to be taken into consideration.  

An alternative approach is to rethink the organization of the clerkship as part of a single course 

among others. One such example is the Harvard Medical School- Cambridge Integrated Clerkship 

which has successfully experimented with a year-long clerkship (Cheng et al. 2018; Griswold et al. 

2012). Here students are assigned to individual preceptors with the possibility of following a 

selected group of patients for a full year. The psychiatry part of the program includes participation 

in 20 weekly, half-day outpatient clinics, a week-long clerkship in an inpatient setting, and a week-

long clerkship in emergency psychiatry (Cheng et al. 2018). These modifications might be able to 

enhance both identity development and the acquisition of needed skills.  

Another approach is the application of supplementary tools in the clerkship. Looking in the 

direction of a more digital alternative, “a database of online psychiatry teaching modules that 

include videos of simulated patient cases” was developed by the Clinical Simulation Initiative (CSI) 

Task Force of the Association of Directors of Medical Student Education in Psychiatry (Foster et al. 

2014). The modules (also containing videos) are about different disorders and are not expected to 

replace involvement in clinical practice but, rather, to support clinical learning during clerkship 

(Foster et al. 2014). The CSI database has similarities with our video library; however, as teaching 

material, it is more expounded, and structured in relation to disorders. Thus, it could present an 

alternative to support learning opportunities during the clerkship, although linguistic and cultural 

translation would be required. Rassie, in a viewpoint article about medical education, 

acknowledges the usefulness of simulation-based learning tools but highlights that they are 

complementary and cannot replace training connected to real patient care (Rassie 2017). She 

suggests, like the Harvard initiative described above, that clinical, mentor-like relationships are the 

way forward in the clinical setting as an alternative to the existing apprenticeship approach (Rassie 

2017). 

Quite another way forward could be to modify student preparation before the clerkship. Our 

video library, together with the findings of preparation course by Pedersen et al. and the findings 
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of Martin et al., all point to the benefits of using video media, if in different ways, to prepare the 

student for the clerkship in psychiatry (Pedersen et al. 2020; Pedersen et al. 2019; Martin et al. 

2020).  

On the other hand, if the clerkship is only a “tasting” and students are seen as tourists and guests, 

then it needs to be structured for this. In which case, parallel practice could be considered as the 

most near-to authentic learning possibility in psychiatry, and then perhaps could be more explicitly 

supported. Parallel practice is certainly an effective way to transform the students into a less 

disturbing element in the busy work at the ward.  

Further, I find that it is necessary to consider the usefulness of the students’ interpretations of 

patients in the busy wards, even when the interpretations are developed in parallel practice. Since 

many of the symptoms in inpatient psychiatry appear as abnormal behavior, medical students’ 

novice analyses of their patient experiences can in many cases reaffirm the staff and doctors' 

assessment. This might also be true in other specialties, where student reports might broaden or 

confirm doctors’ assessments.  

Future medical education research 

The ethnographic approach applied in this study demonstrates the relevance of following medical 

students every day during the course and clerkship to get a deep insight into their strategies, 

doings, and the context of their doings. Most of the results would not have become apparent were 

it not for the continuity of observations. I would suggest more ethnographic research being done 

on clerkships to open up the “black box” mentioned by Dornan (Dornan et al. 2014); as noted at 

the beginning, I found little ethnographic research on clerkships.  

Further, as a result of the discussion in the thesis, I would suggest that more ethnographic 

research is done in both full-scale medical education and at the course level. More research is also 

needed into how the field of psychiatry is presented at the university – from the first day to the 

last – with consideration given to whether and how psychiatry has characteristics that are 

(presented as) fundamentally different from the dominating discourse of medicine. The findings 

could be of profound importance for the future organization of teaching and training in psychiatry 

in medical schools. 
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Moreover, the notion of students’ parallel practice needs to be further investigated. Is it a 

common feature of clerkship, or related to specific clerkships’ characteristics? And finally, I find 

the notion of parallel practice relevant for further research into situated learning, particularly in 

educational fields with brief work/ practice placements/ clerkships, to see if this is a more 

generally occurring phenomenon and to investigate the concept of situatedness more thoroughly.   

 

Conclusion  
 

The overall aim of the study was to explore how medical students approach a clinical clerkship 

with on-site access to a video library as a supplementary learning tool, and how we can 

understand this approach.  

The framework of the students’ clerkship was delineated by a discrepancy between the daily 

practice on the wards and the university’s requirements and objectives. Further, the students 

described psychiatry as a different and unfamiliar field, about which they had very little or no 

knowledge.  

The video library gave the students an opportunity to observe tasks related to the objectives set 

by the university and train for the exam. They used the video library in various ways: to watch 

interview techniques, train for the MSEs, to see a variety of patients, and optimize their time use. 

However, while they found the video library helpful, the lack of access to supervision was a 

drawback in terms of the usefulness of the tool. Nonetheless, the video library, with slight 

improvements, is relevant as a supplement to the clerkship and could also be advantageous for 

student preparation prior to the clerkship.  

At the beginning of the clerkship, the students’ approach to tasks had characteristics of that of 

absolute beginners, a level below the first level in Dreyfus and Dreyfus’ skill acquisition model. 

During the clerkship, the approach characteristics of some of the students shifted toward the 

intended “competent level”. Taking situated learning as an analytical perspective, the students’ 

development of parallel practice – included the use of both “training journals” and the video 

library – was unpacked, illustrating how the students, supported by doctors and staff, created 
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opportunities to train for the exam tasks. Although their parallel practice was closely related to the 

wards and the wards’ communities of practice, it seemed to impede the students’ developing an 

identity as doctors through fuller participation. Yet sharing the knowledge thus gained with the 

community of practice might reduce the level of withdrawal.   

I propose that the psychiatry course be re-thought to reconcile the needs of society, daily practice 

on the wards, and university objectives, meanwhile taking into account that the medical students 

are quite unfamiliar with the field of psychiatry.  
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Summary 
 

Background 

Almost all doctors will at some point treat patients with mental illness, as psychiatry is one of the 

largest medical specialties with a rising number of patients. However, the clinical clerkship in 

psychiatry is faced by challenges that include a shortage of senior doctors and a management 

focus on efficiency, leaving little time for training others. This is worrying, since psychiatry is a 

highly complicated field and hard students to grasp.  

In other medical specialties, studies have shown the potential of using videos in learning situations 

at hospitals. These findings spurred an interest in using videos as a supportive tool in training for 

the Mental State Examination (MSE) during clerkships in psychiatry. A video library was made 

available during the clerkship containing videos that show patients with a range of mental illnesses 

being interviewed by a doctor in psychiatry. Students were requested to watch a video, write an 

MSE report based on the video, and then compare their MSE with that made by a professor in 

psychiatry of the same video. The video library is defined as alternative textbook material.  

Although clerkships have been extensively investigated, in-depth studies using ethnographic 

methods are scarce – and lacking in the examination of clerkships in psychiatry. The overall aim of 

the study is to explore how medical students approach a clinical clerkship with on-site access to a 

video library as a supplementary learning tool, and how we can understand this approach. 

Theoretical foundation 

The study is built on an understanding of learning embedded in the theoretical foundation of 

social constructivism. Underpinned by Dewey’s understanding of learning, the analytical approach 

builds on the concepts of situated learning developed by Lave and Wenger, who define the main 

elements of learning as social interaction and collaboration. Dreyfus’ concepts and models for skill 

acquisition are applied to sharpen analysis of the principle of progression in the clerkship in the 

project; these describe the progress of learning through a series of stages from novice to expert.  

Method 
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The study is inspired by ethnographic methodology. The main empirical materials are field notes 

and transcribed formal and informal interviews. Four key informants representing three groups of 

6, 4, and 2 medical students, were followed during their three-week clerkship. At the end of their 

clerkship, all the students in each group were interviewed in smaller groups, using a semi-

structured interview guide.  

The students were introduced to the video library on the first day of their clerkships and asked to 

join a group session to experiment with the video library while being observed. 

The clerkship and the setting 

The clerkship is often seen as giving rise to apprenticeship-like relations, on the assumption that 

medical students both gain in knowledge and develop a professional identity when they 

participate in clinical practice(Dornan 2005; Cooke et al. 2006). The clerkship in psychiatry is a 

mandatory part of medical education at the University of Copenhagen. After the clerkship, the 

students study other subjects and, at the end of term, the students undergo a combined exam in 

psychiatry and neurology. However, the clerkship is not only for the benefit of the students, it also 

addresses the requirements of society and the health sector.  

The clerkship in the study took place in a psychiatric hospital located about 100 kilometers from 

the Danish capital in an area with a high level of unemployment. The clerkship students were 

connected to the hospital wards for inpatients and the psychiatric emergency department.  

Findings  

In the first paper, the students’ use of the video library was explored, using a thematic analytical 

approach. The findings show that the students appreciated access to the video library, extending 

its use beyond the MSE training for which it was principally designed. They used it in autonomous 

and arbitrary ways according to their individual needs, such as observing the interviewers in the 

videos to learn about interview techniques, meanwhile blending experiences gained from the 

library and the wards. However, the findings also revealed various shortcomings of the video 

library, which the students handled in different ways.  

The students’ use of the video library incited a curiosity about how the students’ approach to tasks 

in the clerkship could be understood using the Dreyfus’ skill acquisition model. Comparing the 
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stages in the model with the competency stages expected of different levels of doctors showed 

that medical students are supposed to be at the ‘competent stage’ when finishing the course, 

according to the curriculum. An overall finding was, that the students felt unfamiliar with 

psychiatry. They had not read the suggested textbooks before the clerkship and spend 

considerable time observing, imitating, and strictly following instructions. Discussing the findings 

from the perspective of the Dreyfus model the students’ approach to tasks initially exhibits the 

characteristics of the absolute beginner stage, and later those related to a novice’s approach. As 

the students progress through the clerkship, their approach can be characterized as more like that 

of advanced beginners while few developed the characteristics of the competent stage by the end 

of the clerkship.  

This led to an investigation into how the students navigate the clerkship, using concepts from 

situated learning as the foundation of an analysis of students’ strategies. The analysis identified 

four strategies represented by four key informants: Focusing on formal requirements and doctorly 

tasks, Autonomous strategy focusing on the patient interview, Focusing on dialogue and social 

relations; Random strategy focusing on the doctor. The strategies either facilitated the students’ 

participation in the daily work on the wards – cultivating an orientation towards the doctor and 

community of practice – or were oriented towards the requirements of the university, thereby 

diminishing students’ participation on the wards – particularly as university objectives are not 

aligned with day-to-day ward tasks and duties. This resulted in the students’ constructing parallel 

forms of practice to provide themselves with opportunities to train for the final exam, the parallel 

practice was to some extent supported by the staff. However, when the students withdraw from 

the ward routines in this way, there is a risk that the development of a professional identity will 

not be supported. This finding indicates that the three-week psychiatry clerkship is, rather, a step 

on the way to passing the exam than a step supporting the development of a professional identity.  

 

Discussion  

The discussion elaborates on the findings in the broader perspective of societal needs and 

curriculum alignment, underlining the importance of deciding what, indeed, the clerkship is 

supposed to support. The findings show that parallel practice is useful in training for the exam, 
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and, as such, can be regarded as a constructive alignment, as suggested by Biggs; however, there 

is a tendency for it to be directed solely at preparing for the test, taking students out of clinical 

practice and stunting the development of a professional identity. Further, it is not aligned with 

broader societal needs.  

This discrepancy might also be connected to the finding that psychiatry is perceived as different 

from other specialties, something which needs more exploration as it has consequences for the 

content and structure of the curriculum. In this context, it is also relevant to look into the 

students’ reading habits, given that they had not read the recommended texts before 

commencing the clerkship and had very little knowledge of psychiatry. As a result, the Dreyfus and 

Dreyfus model of learning was deemed too simplistic to be applied to the complicated content of 

psychiatry, as different angles and elements of the field are elaborated only through the students’ 

asking about them. This generates the associated questions of whether it is easier to learn/ 

become familiar with the content of the field by having the examples at hand in the clerkship; 

whether it can be learned by reading before the clerkship; and whether the video library also be 

useful as a tool for preparing for the course.  

Alternatively, it is suggested to reorganize the clerkship to expose the students to a greater 

number of admission interviews by requiring them to undertake more evening shifts when many 

admissions take place. This, in turn, would require reconsideration of the objectives of the 

clerkship if its duration is only three weeks and the students are unfamiliar with the field.   

If the clerkship is supposed to support professional identity development, then parallel practice is 

not a preferred option. It seems that in other countries patient safety issues can be a barrier to the 

students’ access to practice and their independence, whereas our findings show that Danish 

students have a high level of independence but that it is not related to clinical tasks and, 

therefore, identity formation. The findings also give rise to the suggestion that the knowledge 

gained by students about patients during parallel practice could be used on the wards, making the 

students a resource despite their not participating in ward tasks. This might even support both 

preparation for the MSE and identity development.  

The content of situatedness in parallel practice is also discussed, with more investigation 

recommended, as well as increased ethnographic study of clerkships. 
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Conclusion 

The study showed that the video library was useful for the students; however, it did not overcome 

the problems associated with lack of supervision and feedback. The medical students found 

psychiatry unfamiliar and their approach to the field was to some extent characterized as that of 

absolute beginners, although some students progressed towards an approach with characteristics 

of the competent stage. Four strategies developed to navigate the clerkship were described in 

relation to the concepts of situated learning, revealing that there is a discrepancy between day-to-

day practice on the wards and the objectives of the university. To train for the exam, students 

engaged in parallel practice, thereby decreasing their participation in ward practice and inhibiting 

the development of a professional identity. This leads to a proposal to rethink the psychiatry 

course to reconcile the needs of society, the daily practice in the wards, and university objectives, 

meanwhile taking into account the medical students’ lack of familiarity with the field of psychiatry.  
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Dansk resumé 
Baggrund 

Psykiatriske sygdomme er en af de største sygdomsgrupper og psykiatriske patienter lider ofte 

også af livsstilssygdomme. Uanset valg af lægespeciale vil man som læge og medicinstuderende 

derfor støde på psykiatriske patienter, men studier viser, at psykiatri er lavprestige blandt læger og 

psykiatrien er præget af lægemangel. Samtidig er antallet af medicinstuderende steget og de 

studerende oplever, at det er svært at få adgang til patienterne under klinikophold i psykiatri og at 

det er en udfordring at få mulighed for at se lægerne have en længere samtale med patienter. Det 

er bekymrende, da fagindholdet i psykiatri opfattes som svært håndgribelig.  Videoer har med 

succes været brugt i andre lægespecialer, og der er derfor udviklet et videobibliotek til at 

understøtte de studerendes læring under deres klinikophold i psykiatri. Videobiblioteket er 

udviklet med henblik på træning af Mental State Examination (MSE).  

Inden for medicinsk uddannelsesforskning findes der mange undersøgelser af klinikophold, men 

der er kun få studier af mere dybdegående karakter, som det for eksempel opnås ved hjælp af 

etnografiske studier. Det overordnede formål med afhandlingen er at undersøge, hvordan 

medicinstuderende indgår i et klinikophold i psykiatri, hvor de har adgang til et videobibliotek som 

supplerende læringsredskab, og hvordan vi kan forstå deres tilgang til klinikopholdet.   

Teoretisk fundament og analytiske begreber 

Afhandlingens afsæt er socialkonstruktivistisk og læring forstås som en praksis, der ikke kan 

afskæres fra den sociale, kulturelle kontekst den lærende indgår i. Deweys læringsforståelse 

benyttes som fundament for fortolkninger af brødrene Dreyfus og Dreyfus’ færdighedsmodel og 

Lave og Wengers begreb situeret læring.  

Lave og Wenger har gennem deres arbejde med mesterlære-principperne præciseret 

mesterlæringsbegrebet til en sammenhængende teori om læring som socialt forankret. Med 

hovedbegreb situeret læring er grundantagelsen, at læring sker i sociale relationer og ikke er en 

individuel proces. Ses det kliniske ophold i dette perspektiv, lærer den medicinstuderende ved at 

indgå i en dagligdag på et afsnit og det dertilhørende sociale, lægefaglige praksisfællesskab.  
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Hertil er det givtig at betragte mesterlære-principperne i forlængelse af Dreyfus’ begreber og 

model vedrørende færdighedstilegnelse. Dreyfus of Dreyfus’ færdighedsmodel er velegnet i 

analyser af de studerendes progression i klinikopholdet.  

Målet med det teoretiske afsæt er at belyse betydningen af de praksisorienterede begreber om 

læring, der er involveret i uddannelse af læger i psykiatrien samt oparbejde et tanke-og 

refleksionsredskab, der kan skærpe den analytiske tilgang i studiet.  

Metode 

Studiet er metodisk inspireret af etnografi, som giver mulighed for at afsøge læreprocesser som 

dynamiske processer, der sker i konkrete situationer. Tre hold medicinstuderende indgik i 

deltagerobservationer ved hjælp af nøgleinformanter, der dagligt blev fulgt på afsnittene, og når 

de benyttede videobiblioteket som del af deres klinikophold. De resterende studerende indgik i 

observationerne ved planlagt holdundervisning og tilfældige situationer, hvor de studerende 

mødtes med nøgleinformanterne. Der blev ført ”feltdagbog” over observationerne.  

Samtlige studerende fra de tre hold blev interviewet i mindre grupper efter en semistruktureret 

spørgeguide. Interviewene blev optaget med diktafon og efterfølgende transskriberet. 

Klinikophold, lokalitet og videobibliotek 

Undersøgelsen tager udgangspunkt i medicinstuderende indskrevet på Københavns Universitet, 

hvor kurset i psykiatri på 10. semester er obligatorisk og indeholder en uge med forelæsninger, et 

tre-ugers klinikophold i psykiatri og tre dage med forelæsninger op mod eksamen. Klinikopholdet 

skal forberede den studerende til sin fremtidige rolle som professionel læge og til eksamen i 

psykiatri samt svare på samfundets og sundhedssektorens behov for lægelig ekspertise. 

 

I klinikopholdet, der indholdsmæssigt jævnligt refereres til som mesterlære, forventes de 

studerende gennem voksende deltagelse i praksis at oparbejde viden og professionsidentitet. 

De medicinstuderende, der indgår i undersøgelsen, var tildelt et klinikophold på et psykiatrisk 

hospital lokaliseret i et område med høj arbejdsløshed ca 100 km fra København. 

I undersøgelsen har de studerende i løbet af klinikopholdet adgang til videobiblioteket. Biblioteket 

indeholder videoer af rigtige patienter i samtale med en læge, en kort beskrivelse til hver 
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patientvideo samt en MSE-vurdering udarbejdet af en professor til hver video. En tilhørende 

instruktion opfordrede de studerende til at læse beskrivelsen af patienten i videoen, se videoen, 

udarbejde en MSE og sammenligne denne med professorens MSE. De studerende havde fri 

adgang til videobiblioteket, der dog kun kunne tilgås i det undersøgte klinikophold. 

Fund 

Fundene i den første analyse handler om, hvordan de medicinstuderende benytter 

videobiblioteket og de viser, at de studerende udvider brugen af videobiblioteket. Fagligt 

udvider de brugen af videobiblioteket til at se længere patientsamtaler, se patienter med 

forskellige diagnoser og som inspiration til og tilegnelse af konkrete sætninger til at udspørge 

eller beskrive patienter med. Organisatorisk udvider de studerende videobiblioteket til også at 

være et redskab, der kan hjælpe dem med at administrere deres tid og læringsmuligheder i 

klinikopholdet. Videobiblioteket bliver i analysen ikke blot et læringsredskab, de studerende 

bruger ud fra egne behov, det bliver også en indikator på, hvilke læringssituationer det er 

svært at få adgang til. Analysen afslører desuden en række mangler ved videobiblioteket. 

 

I den første analyse peges implicit på, at de medicinstuderende ser psykiatrien som et ukendt 

felt. Det førte til en analyse med fokus på, hvad der er karakteristisk ved de studerendes måde at 

tilgå opgaver i klinikopholdet og hvordan dette kunne forstås med udgangspunkt i Dreyfus og 

Dreyfus’ færdighedsmodel for progressionen fra novice til ekspert. 

Analysen viser, at de studerende ved ankomsten til psykiatrien skal have et overblik og lære at 

orientere sig i den nye setting ligesom i alle andre klinikophold. Dog opfatter de psykiatri som 

grundlæggende anderledes end andre specialer og oplever, at de starter helt forfra. Imidlertid 

har de ikke læst de den anbefalede faglitteratur. De studerendes måde at nærme sig opgaver på 

er karakteriseret ved et behov for at observere, kopiere og at kunne følge guidelines, og et ønske 

om at se eksempler og få forklaringer. Med Dreyfus og Dreyfus’ færdighedsmodel diskuteres 

disse karakteristika og med afsæt i en udvidet version af modellen peger diskussionen på, at de 

studerende agerer som absolutte begyndere, når de starter i klinikopholdet. Absolutte begyndere 

er et stadie før Dreyfus og Dreyfus’ første stadie, novice. Gennem de tre ugers klinikophold 

ændrer de studerendes tilgang til opgaver karakter. Ved afslutningen af klinikopholdet har langt 
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de fleste studerendes tilgang karakteristika svarende til stadiet avanceret begynder, mens 

enkelte studerende nærmer sig et kompetent stadie, svarende til det niveau, det forventes, at de 

studerende lever op til, når de består eksamen. Derved åbnes op for et spørgsmål om, hvorvidt 

de studerende bør klædes bedre på, inden de starter i klinikopholdet, og hvorvidt 

videobiblioteket kunne være en del af dette. 

Den sidste analyse bygger videre på de tidligere fund. Analysen tager udgangspunkt i situeret 

læring. Analysen viser, at studieordningen stiller krav, der er ulig dagligdagen i praksis, og 

samtidig kræver, at de studerende så vidt muligt indgår i daglig praksis og arbejder frem mod 

at kunne indgå i praksis som yngre læger. Deri ligger et paradoks. Med Lave og Wengers 

analytiske begrebsapparat viser analysen, at de fire nøgleinformanter i studiet har hver deres 

strategi, hvormed de navigerer i dette paradoks. Strategierne har udgangspunkt i personlige 

læringsmål og eksamenskrav, hvilket betyder at tre af strategierne primært er givtige i forhold 

til de eksamensrettede krav og er mindre bevendte i forhold til daglige opgaver i praksis. Den 

sidste strategi fører i højere grad til en mere deltagende rolle i praksisfællesskabet, men 

afføder mangler i forhold til de eksamensrettede krav. I alle strategierne konstrueres en 

parallel praksis, der understøtter træning hen mod eksamen, der dog benyttes i forskellig grad.  

For tre af de studerende fremstår klinikopholdet som et sted, hvor man kan klæde sig på til 

eksamen, mens den sidste studerende bliver klædt på til at indgå som yngre læge i praksis og i 

mindre grad til at bestå eksamen. I alle tilfældene fremstår patienten som et middel til læring 

og i mindre grad som en patient, der skal behandles. 

 

Diskussion 

I diskussionen holdes fundene op mod samfundets behov og spørgsmål om nødvendigheden af 

sammenhæng til studieordningen i forhold til at afgøre (tage beslutning om), hvad klinikopholdet i 

psykiatri skal underbygge. Overordnet kan det siges, at den parallelle praksis som de studerende 

konstruerer under klinikopholdet understøtter, at der er en sammenhæng mellem hvad der sker i 

klinikopholdet og hvad der er formuleret af mål i studieordningen. Som sådan kan det antages, at 

der er sammenhæng som det foreskrives af Biggs og forventet efterlevet på universitetet. Dog er 

der nogle konsekvenser af den parallelle praksis, for eksempel at de studerende ikke indgår i den 
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kliniske praksis og udviklingen af deres professionsidentitet derved ikke understøttes. Samtidig 

påpeges det, at der er en diskrepans i forhold til samfundets behov, en diskrepans der måske 

hænger sammen med det fund, at psykiatri opfattes som anderledes. Dette fund kræver videre 

undersøgelse, som evt. vil have konsekvenser for indholdet og strukturen i studieordningen. 

Samtidig er det relevant at have de studerendes læsevaner in mente, da de ikke har læst før 

klinikopholdet og har meget lidt viden om psykiatri. Det peger på, at Dreyfus og Dreyfus-modellen 

er for forsimplet til beskrive tilegnelsen af det komplicerede indhold af psykiatri. Forskellige 

tilgange diskuteres: Er det lettere at blive fortrolig med og lære indholdet af psykiatrien som 

fagfelt ved at have eksemplerne (videoerne) til rådighed under klinikopholdet? Kan fagindholdet 

læres ved at læse faglitteraturen før klinikopholdet og kan videobiblioteket være et nyttigt 

redskab til forberedelse op til klinikopholdet?  

Et alternativ er at lave en anden organisering af klinikopholdet så de studerende bliver pålagt 

aftenvagter og derved får adgang til at deltage i flere indlæggelsessamtaler og udarbejdelse af 

indlæggelsesrapporter. Uanset tilgang er det nødvendigt at genoverveje målbeskrivelserne, hvis 

klinikopholdets varighed er tre uger, og de studerende ikke kender området. 

Hvis klinikopholdet skal støtte identitetsudvikling, er den parallelle praksis ikke hensigtsmæssig. 

Hvor hensyn til patientsikkerhed i andre lande kan være en barriere for de studerendes adgang til 

praksis og grad af selvstændighed i klinikopholdet, viser vores fund, at de studerende har en høj 

grad af selvstændighed, men at den ikke er relateret til kliniske opgaver og derfor ikke er relateret 

til identitetsdannelse. Til gengæld kunne de studerendes viden, der er opnået om patienter i den 

parallelle praksis, bruges på afdelingen, hvilket ville gøre de studerende til en ressource for 

afdelingen, selvom de ikke deltager i afdelingens opgaver. Dette kan understøtte både indlæring af 

MSE og identitetsudvikling. 

Derudover diskuteres indholdet af situerethed i den parallelle praksis, og det anbefales at 

undersøge dette yderligere ligesom der peges på et behov for flere etnografiske undersøgelser 

med klinikopholdet som undersøgelsesobjekt. 

Konklusion 

Undersøgelsen viser, at videobiblioteket var nyttigt for de studerende, men at der også i 

forbindelse med videobiblioteket var et behov for vejledning og feedback. De medicinstuderende 
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beskriver psykiatrien som et ukendt felt, og deres tilgang til feltet kunne indledningsvis 

karakteriseres som absolutte begyndere. Over tid fik nogle studerendes tilgange karakteristika af 

et kompetent stadie, hvilket svarer til det forventede niveau fra universitetet og 

sundhedssektoren. Med udgangspunkt i begreber fra situeret læring er fire strategier til at 

navigere på klinikopholdet blev beskrevet, hvilket afslørede, at der er uoverensstemmelser 

mellem den daglige praksis på afdelingen og universitetets krav og mål. For at træne til eksamen 

skabte de studerende en parallel praksis, der trak de studerende væk fra at deltage i praksis og 

derved udviklingen af en professionel identitet. Det foreslås at genoverveje formålet med kurset i 

psykiatri med henblik på at forene samfundets behov, den daglige praksis i afdelingerne og 

universitetsmålene under hensyntagen til, at for psykiatri er et ukendt felt for medicinstuderende. 
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Abstract  

Aim  

Fewer patient encounters and diminished bedside teaching pose a challenge to medical students’ 

opportunity to learn during clinical clerkships in psychiatry. Videos can be used for close examination of 

signs and symptoms and to increase engagement and recall. A video library holding recordings of 

psychiatric patients with mental status examinations were prepared. We explored the students’ use of 

this library during their clerkships. 

Methods and Material 

The video library was introduced to three rotations of medical students and made accessible on hospital 

computers. Four students volunteered as key informants and were followed daily throughout the clerkship 

by the first author, using the ethnographic method of participant observation. At the end of the clerkship, 

group interviews were conducted with each rotation of students, including the key informants. Twelve 

students participated in the study. Field notes taken during participant observation and the transcribed 

interviews were merged in a thematic analysis. 

Results 

The analysis reveals the students’ autonomous and arbitrary use of the video library. They creatively 

extended the use of the videos, they scheduled their video sessions according to their individual needs. The 

students furthermore blended experiences gained from the library and in the ward, thus coping in various 

ways with the shortcomings of the video library.  

Conclusions  

The medical students felt they benefited from the simplified learning situation offered by the video library. 

Their frequent shortcuts through the videos during sessions highlighted weaknesses in the feedback and 

reflection processes occasioned by the library.  

 

 

 

 

 

 

 

 

 



 

Introduction  
 

Medical students’ clinical clerkships in psychiatry are affected by increasing class sizes, a shortage of 

psychiatrists in the wards, and a reduction in inpatient beds (1-4). The result is fewer patient encounters 

and less bedside teaching (5). This is highly problematic, since the acquisition of psychiatric skills in most 

medical schools has traditionally rested on apprenticeship and bedside learning—principles that seem 

crucial in illustrating psychiatric concepts to medical students, as these may be complex and difficult to 

grasp (6-8).  

Videos have proven useful in the acquisition of medical skills (9-11), where they can help break down 

procedures into easily accessible elements or enable close observation of signs and symptoms (12, 13). In a 

recent study, medical students were given tablets during their psychiatric clerkship in order to video-record 

their patient encounters. The student evaluations pointed to positive learning experiences from watching 

their own and other students’ videos of patients (14). These findings are in line with previous studies in 

psychiatry (1, 13) and medical education in general, describing how videos can provide a holistic image of 

cases (whether real or simulated) that can stimulate engagement and recall, presumably facilitating 

transfer to clinical practice (15, 16). This spurred the development of a video library to be used as a 

supplementary learning tool in medical students’ psychiatry clerkships. Although videos have been used in 

psychiatry for decades (13), the daily routine of the psychiatric clerkship has been poorly investigated (17). 

Aim of the study 

The aim of the study was to explore medical students’ use of a video library to train mental status 

examinations, and their benefit from using it. The library was offered as a supplementary learning tool 

during their psychiatry clerkships. This article explores how the students used the video library and how 

they established links between the videos and clerkship practices. The challenges posed by the library are 

also explored. 

 

Method 

A clerkship video library - an MSE training tool 
 

At the University of Copenhagen, adult psychiatry is a mandatory module in the fifth year of the medical 

program. Its first week consists of 4–5 daily lectures at the university, followed by three weeks in clinical 

clerkship at one of the eleven psychiatric hospitals associated with the medical school. During clerkship, the 



students are expected to encounter patients, preferably alongside a resident or consultant, followed by 

scaffolding and feedback on their performance in interviews and Mental Status Examination (MSE). The 

video library was developed as a supplementary tool for the training of MSE skills and was tested and 

implemented during spring 2016. Rather than as a full psychiatric interview or taking of a full history, we 

defined the MSE as the delimited description of observable signs and symptoms (18), as described in 

standard psychiatry textbooks.  

The video library consisted of video recordings of interviews with psychiatric patients conducted by a 

doctor. Each of the videos was accompanied by an MSE report prepared by a professor of psychiatry; a 

brief medical history of each patient was also available. The videos showed inpatients as they ordinarily 

presented on the wards, although the interviews were made solely for the purpose of MSE training. For 

details of the video production, see Arnfred et al. 2018 (19).  

A brief interview guide was developed for the video interviews in order to ensure a degree of uniformity in 

their structure. To focus on the most informative parts of the interview, the videos were edited down to 8–

12 minutes, as recommended by Dong and Goh (16). This was done by the doctor, who also conducted the 

interviews in the videos. Variation among cases was secured by including records of 23 patients 

representing the most common psychiatric disorders among inpatients (20). Each recorded patient was 

informed about the project and signed a consent form before the recording session. One week later the 

consent was confirmed orally by the patient. The development of the video library was approved by Region 

Zealand's Ethical Committee on Health Research, the Danish Data Protection Agency (REG-96-2015), and 

the University of Copenhagen Ethics Committee for Health and Science, journal number: 504-0010/17-

5000. 

As the videos were considered substitute patient encounters, no instructional text or flags were 

incorporated in the recordings. To discourage students’ from forming preconceptions, and to allow them a 

descriptive approach free from interpretation, the attached text file contained no diagnosis, but only a 6–8 

lines long medical history introducing the patient. The professor’s MSE reports were in the fluent narrative 

style typical of psychiatric records prior to the introduction of electronic health records.  

In accordance with the recommendations for instructional design in video teaching (13, 15, 21), we 

included written instructions for the training, requesting students to read the short note about the patient, 

to watch the video, to write up the MSE, and to compare their version with the professors’ MSE. The 

strengths of the use of video cases include the repeatability and comparability of clinical experience (16, 22, 

23). The possibility of repetition, scrolling, and group work was highlighted in the first day’s introduction in 

the clerkship. 



It was emphasized that bedside teaching and conducting patient interviews were the main objectives of the 

clerkship, and that the video library should not take time away from clinical practice but should rather be 

used to supplement learning in the wards. As such, the video library was a voluntary exercise activity. It was 

accessible solely on a secure institutional SharePoint software on computers in the hospital, enabling 

students to train their MSE skills in the staff office while waiting for rounds. Access required the students to 

sign a confidentiality agreement.  

The video library was introduced in the clinical introduction on the first day of the clerkship; it was 

supplemented with group tuition lessons during the first week of the clerkship, allowing the students to 

test the approach. The MSE domains had been taught in lectures and also introduced at the beginning of 

the clerkship; the students were thus expected to be acquainted with them.  

 

Ethnographic methods  

Ethnographic methods (ethnography) is widely used in sociology and anthropology, and their influence on 

research in medical education has grown in recent years (24). The hallmark of ethnography is participant 

observation, often accompanied by interviews, document analysis, and other sources of information (25). 

Participant observation means that the researcher engage and participate in the setting or daily life of the 

group under study, in order to understand everyday life in situ. Detailed field notes are taken by the 

researcher during or immediately after participant observation to document situations, activities, 

conversations, and social relations of relevance for the study (24). In the analysis, the different data 

materials (field notes, transcribed interviews, and so forth) are treated en bloc. 

We collected data (field notes and interviews) on the fifth-year medical students’ behavior, experiences, 

and thoughts during their clinical clerkship in psychiatry. Ethnography was used, as our study was based on 

social constructivism, which considers learning a complex process of social interactions (26).  

Setting  

The study was carried out at an 80-bed hospital with four integrated wards and an emergency facility. Daily 

work at the hospital was characterized by a shortage of senior psychiatrists and residents and a focus on 

patient turnover. The students were allocated to the integrated wards, but had to spend at least one day in 

the emergency ward, and one day and evening where they followed the resident on call. Bedside teaching 

was expected to be conducted in the wards during mornings, while group tuition took place in the 

afternoons.  



The location of the hospital somewhat influenced the recruitment of doctors in the hospital and the 

students’ expectations regarding the clerkship. The students were frustrated by their daily commute of up 

to three hours. Furthermore, they were skeptical of the clerkship, as the hospital had a poor reputation 

among students as a place of learning. They therefore found the video library and the study as much-

needed and very desirable features of the clerkship.  

Participant observation  

From September 2016 to December 2016, we included all students of three rotations of three weeks, each 

with two to six medical students. In all, twelve students were included in participant observations and 

interviews. All students signed an informed consent form. Four students (two females and two males), 

representing the three groups, volunteered as key informants; these were observed daily by the first 

author, who had trained as an ethnographer. The observations involved all types of student activities, 

except for a few patient interviews where the patient objected to the number of people participating or 

where the first author found it too interfering. Hand-written field notes were taken during the observations 

by the first author to capture as much of the students’ discussion and activities on location as possible, for 

example when using the video library (24), and to highlight the characteristics of the training for analytical 

purposes (27, 28). Using this method, the field notes can be understood as snapshots of the daily practice.  

Table 1 Overview of students and key informants 

 Group 1 Group 2 Group 3 Total 

Group members 3 females 

3 males 

3 females 

1 male 

1 female  

1 male 

7 females 

5 males 

Key informants Female (1st week) 

Male (2nd–3rd week) 

Female  Male 

 

2 females 

2 males 

Hours observed 73 64 61 198 

Group interviews 2 groups of 3 2 groups of 2 1 group of 2 5 (12 students) 

 

Group interviews  

To give further perspective on the participant observations, small-group interviews were conducted by the 

first author with two or three students at the conclusion of the clerkship, following a semi-structured 

interview guide (29) with three main headings: use of the video library, learning situations during the 

clerkship, and attitudes to both psychiatry and the clerkship (see table 2). The interviews were recorded 

and subsequently transcribed (29). The material was anonymized. 

 



Table 2 Interview questions 

About the clerkship About the video library 

- How do you feel now that you have 

completed the clerkship?  

- Could you tell me about your overall 

experience of the clerkship in relation 

to learning? 

- Did you have specific strategies or 

thoughts on how to learn the most 

before beginning the clerkship? 

- Could you describe a typical day in the 

clerkship? 

- Could you describe a situation where 

you felt you learned something? 

- Did this clerkship differ from previous 

clerkships? If so – how? 

- When and how many videos did you watch? 

- How and for what did you use the video library? 

- Do you have suggestions for further use of the 

videos? 

- What are the learning possibilities offered by 

the videos? 

- Could you give an example of a learning 

situation that somehow involved the videos? 

- How did that learning manifest itself? 

- Did you learn something from the videos that 

you would not have learned otherwise? 

- How did the video library fit into your ordinary 

strategies for learning in clerkships? 

- How did the video library fit into the clerkship? 

- How did the video library fit into the psychiatry 

course as a whole? 

 

 

Data analysis 

The field notes and the transcribed interviews were merged and subjected to thematic analysis, as 

described by Braun and Clarke (30). Firstly, the overall aim of the analysis was formulated as: to describe 

the medical students’ use of the video library and their aims in using it. The first author then read through 

all the field notes and interviews to familiarize herself with the data, reread the data material, suggested 

initial codes, and clustered the data material. The initial codes were then discussed with a senior researcher 

(last author), and the data were reorganized in an iterative fashion (31). Then the revised codes were 

clustered into eight subthemes by the author; these were discussed with the senior researcher and were 

afterwards collapsed into three main themes. The term doctor was chosen in reference to residents and 

psychiatrists on the wards.  

Results 
 

Although the students maintained positive attitudes towards the training opportunity offered by the video 

library, their use varied, from one student who watched all of the videos to one who only watched a few on 

the final day of the clerkship. Three main themes emerged from the analysis: The students used the video 



library in autonomous and arbitrary ways, The students blended experiences from the video library and the 

ward, and The students were challenged by shortcomings of the video library.  

Since the first main theme is broad, it is structured by its subtheme in the presentation. The latter two main 

themes are more limited and their subthemes are omitted in the presentation of results. 

The students used the video library in autonomous and arbitrary ways  

Subtheme: Students used the video library to create alternative learning opportunities 

All the students used the video library as intended at some point, either during group tuition or in more 

informal settings. Most students mentioned that they used the videos when they had spare time on the 

wards, and one described the videos as “surrogate patient interviews” (Mark, group interview). They 

explained that the videos illustrated, and thereby consolidated, their understanding of MSE domains, which 

they had previously only read or heard about, and that the videos allowed them to compare their thoughts 

about the patient with those of the professor’s MSE.  

However, the video library was also used as a tool to make different learning opportunities. Students 

explained how they sometimes focused on the interviewer, rather than the patient, in order to observe the 

interviewer’s actions and questions. They indicated that the video interviews offered different learning 

opportunities than the rounds, which were frequently restricted to psychoeducation or treatment 

practicalities. The students likewise reported that they did not always like the way the doctor on the ward 

communicated with patients, and instead took inspiration from the video interviewer. During the 

observations some students took notes of how particular questions were phrased for their own later use. 

The same approach was observed when the students read the professor’s MSEs, as exemplified by a field 

note in which Sue’s reads an MSE after watching a video:  

[H]ere’s something I think is clever: It says that “there was good contact with the patient, but 

on her own terms”. Sue writes the phrase into a copy sheet in her folder. Returning the 

folder, she continues reading the professor’s MSE. She reaches for the folder again. [When I 

ask] she confirms it’s another apt phrase, explaining that they [she and another student] 

discussed the terms derailment and tangentiality the previous day. And here in the MSE, the 

phrase is useful. 

Some students used the video library to view different types of patients. They watched specific videos 

either to ensure they had encountered a particular patient type or to prepare for an interview with a 

patient they considered having a similar condition. To identify the relevant video, they read the 

introductions, the professor’s MSE, or watched the video’s beginning. 



Subtheme: Students used the video library to ensure optimal use of their time 

In deciding whether to spend time on the videos, students assessed the coming day’s learning 

opportunities: would they gain more by going to the ward or by watching the videos? This estimate could 

be based on the lack of doctors on the ward or expectations that the rounds would offer only a passive 

role, with no independent clinical tasks for the student. If so, the video library was regarded as the positive 

alternative. As Mark said in the interview: 

When I could see that a day was starting to look like I wouldn’t get hands on, as in, I would 

just be following a doctor, then I’d rather get up and do that [watch videos].  

Choosing to train with the videos could also be motivated by the student’s mood. If they had an “off day” 

and did not feel up to engaging in the clinical routines and bedside teaching on the ward, they might opt for 

the video library. In the interviews, they described how the existence of the video library obliged them to 

spend their time judiciously, leaving no excuses for not learning during the clerkship. Comparing with other 

clerkships, where they had tended to leave the hospital after the morning roll call if they deemed that the 

rounds would be of little benefit, the video library motivated them to stay at the hospital. This unintended 

use of the library in one sense reflects weak points in the learning opportunities offered by the clerkship, 

such as the need for watching a role model when it comes to learning about patient communication. Yet 

the students’ use of the video library also reflected their personal experience of specific learning needs. 

 

Subtheme: Students worked with the video library in various ways 

The students worked on the MSEs in pairs or small groups. The typical starting point for a video library 

session was a dialogue about which MSE guideline to follow. The students’ discussion and MSE were then 

structured and informed by that form, either based on slides from the introductory lecture, brief factsheets 

about the MSE and the psychiatric interview, or the recommended clinical psychiatry textbook. Other 

readings that the students had distributed among themselves were also used. This is illustrated by a field 

note from a group session:  

Student one is reading aloud from a student booklet on the writing of medical records in 

psychiatry, while another student is looking at the concept of medical record as presented in 

the introduction day folder, observing that it says something different. They discuss what 

type of inner voices the patient is talking about. Meanwhile, a third student finds a paper on 

suicide screening and begins reading it aloud to the others. 



The dialogue took various forms: Some would have lengthy discussions to reach an understanding of 

specific terms or to agree on specific aspects of the video. Others cut short their dialogues even when 

failing to reach agreement or to grasp the terminology. Some wrote down their own MSEs, while others 

skipped this step and went straight to reading the professor’s MSE once they had watched the video. In 

contrast to what could be observed, students in the interviews emphasized how they had watched the 

video and written their MSE before comparing it with the professor’s MSE. They also stressed the 

importance of the learning opportunity this afforded, saying that they believed they would become 

disengaged and passive if they skipped this step before consulting the professor’s MSE. While the students 

often worked together when focusing on the MSE, they were mostly alone when focusing on the 

interviewer in the videos. 

In summary, the video library helped train MSE and compensated for the students’ limited access to patient 

encounters. Furthermore, the students used the library to gain inspiration on how to communicate with 

patients and how to formulate the patient descriptions; in this way, they compensated for the lack of 

bedside training. The students did not necessarily follow the instructions and creatively added 

functionalities to the video library according to their individual needs, and showed diverse ways of 

collaborating while using the videos. The existence of the video library gave the students an opportunity to 

take charge of their learning, while also obliging them to exploit its learning opportunities. 

The students blended experiences from the video library and the ward 

Students pointed out a number of differences between observing a patient interview on the ward and 

watching the videos. Some students found that the video library allowed them to see more patients than 

they could on the wards, and that the videos left out all the unnecessary information such as social history 

or treatment practicalities. Furthermore, as can be seen in the next example, the videos enabled the 

students to scrutinize the patient without having to engage in the communicative aspects of interviewing. 

After a clinical interview with a patient, Albert said (field note): 

I realized how little I had actually examined the mental state, because I’d been concentrating 

on asking the right questions and getting the story right and so forth. I wouldn’t have noticed 

this without the videos, where you are released from thinking about what to ask next. 

Students combined the experiences they gained from the video library with experience from other parts of 

the clinical clerkship. When discussing the videos, they would occasionally refer to a patient in the ward, to 

material from the tuition, or earlier instructions that now made better sense. Students likewise described 

how they recalled video library episodes when discussing patients from the ward or when engaging with 



them. In his group interview Eric described how the videos could even become a standard reference for a 

specific type of patient or symptom:  

We watched a patient video and afterward described it, so whenever I hear that term, I think 

back on that patient and on blunted affect.  

The video library offered supplementary learning opportunities to bedside teaching, allowing the students 

to merge it with different elements of the clinical clerkship in a seemingly fruitful manner.  

The students were challenged by shortcomings of the video library 

One natural limitation of the video library, in which it differed from bedside teaching, was that the students 

were unable to ask further questions of the patients if they felt they needed more information than elicited 

by the interviewer. Most students seemed to accept this as inherent in the concept, whereas some felt it 

made it harder to describe the patient.  

The professor’s MSEs were sometimes hard to understand for the students. The MSEs included terminology 

the students did not recognize, and they sometimes failed to understand what led the professor to a 

particular description. Consequently, the students’ MSEs occasionally differed substantially from the 

professor’s. Student Grace said in the interview: 

[…] I actually think it was depressed mood, but they [the professor who produced the MSE 

report] judged it to be something else, which you’d need to have elaborated on, and 

sometimes there were […] fancy words, which you’d miss, you know. 

Students often tried to explicate the meaning of the professor’s MSEs to each other. However, since the 

MSEs did not include any justification, issues were occasionally left unresolved. Students indicated this 

shortcoming in expressing the wish that they could ask one of the doctors for an explanation. For some 

students, disagreement with the professor’s MSE served as an eye-opener, leading them to recognize what 

they needed to train more in; others merely stated that the professor’s MSE was “wrong”. In so doing, no 

one corrected them. In spite of the students’ frequent use of books and factsheets when writing their own 

MSEs, they rarely checked the professor’s terminology, even when puzzled by it. The field notes describe 

how students Albert and Claudia react when comparing the professor’s MSE to their own: 

Pausing at some unknown words, they do not discuss them, despite their doubt. Claudia 

finds that “…apart from the strange words, it was much the same”, while Albert says “our 

first part was very good ... or, in any case, we had reflected on things”. 



The field notes also exemplify how students would occasionally deem both their own and the professor’s 

MSEs to be correct, although their use of terminology differed.  

The students did not fully exploit the ample opportunities they had to access the video library in the wards. 

They preferred to use the video library away from the ward, avoiding disturbances in the staff office.  

In summary, the video library exhibited some limitations, as it left the students unable to ask clarifying 

questions of the patients, about the MSEs, or to be corrected by a supervisor when their MSEs contained 

mistakes. There was also the issue of disturbance, as has already been mentioned.  

Discussion  
 

The video library was established to compensate for the limited amount of contact with patients and 

bedside teaching and to enhance training in MSEs during the clerkship. Our study shows that, by isolating 

the task of preparing the MSE from the communicative and clinical tasks in the rounds, the video library 

offers a simplified learning environment and allows students to easily transfer their experiences between 

the two settings. The students moreover used the video library for unintended purposes. However, our 

results also demonstrate that the video library does not compensate for all the problems created by 

reduced bedside training: the students had no opportunity to be guided or to receive feedback on their 

work with the video library. The weaknesses in the feedback and reflection processes were highlighted by 

the shortcuts made by some students in the training. 

Although our findings stem from a different setting, they corroborate those of previous studies on the 

application of videos for training in psychiatry, showing that students find the videos useful for practicing 

clinical assessment, mimicking interview skills, and providing a bridge between theory and practice (11, 12, 

20, 32-34).  

The tasks of conducting a psychiatric interview and writing an MSE involve rather complicated clinical 

reasoning processes. As outlined by Durning et al. (35), three factors are involved: the doctor (or student), 

the patient, and the context. Öhlund and Lieber further highlight cultural differences (36). Our study shows 

that the use of video-recorded interviews simplifies the task, as reasoning about the clinical observations 

can be isolated from patient communication, treatment planning, and other practicalities. The video library 

promotes collaboration, and is sufficiently realistic to offer valuable experience and room for reflection (1). 

The authenticity provided by the videoed recordings and the task of formulating a MSE report in the video 

library succeeded in engaging the students (15, 37). 



From an information processing perspective, isolation of the MSE task should decrease the high cognitive 

load placed on novices in psychiatry in real clinical encounters (35, 38). The type of processing required for 

the MSE is another concern: the myriad of perceptual cues offered by the video library, in combination with 

experience from real-life patient encounters, should evoke intuitive pattern recognition processes, rather 

than analytic deductive processes (38). Custers’ 2013 recommendation for such learning tasks is to expose 

students to a large number of patients with different features within a short time span (38). The study 

shows that the video library exposed the students to such a situation.  

It is generally acknowledged that students appreciate the opportunity to independently schedule their use 

of electronic study resources (17). Our results indicate that the way and the extent to which supplementary 

learning materials are used depend on the setting, as well as on individual factors such as the student’s 

mood, energy level and personal preferences. Our study moreover supports the findings of a scoping 

review by Cho et al. 2017, which suggests that technical resources offering access to clinical and 

educational resources can foster self-regulated learning (SRL). SRL concerns the students’ goal-setting 

abilities, self-monitoring, feedback, and control, which are seen as key to (novice) medical doctors’ 

professional development (39, 40). SRL can thus play an important role in the clinical clerkship, where 

access to supervisors tends to be restricted (39). The ethnographic method applied here has enabled us to 

map the external, behavioral, and contextual elements of students learning situations in clerkship, 

elements that are of importance to SRL (41). The results demonstrate that medical students are capable of 

monitoring the clinical context and their own state, and that the facilitation offered by the video library 

helps them control and alter their learning conditions. A potential drawback of this freedom of choice could 

be that the students become less prone to insist on bedside teaching. While it seems that the students in 

our study exhibited a high level of self-regulation, the short-cut enabled by the MSE video library showed 

that students lacked the ability and interest to evaluate their own work. This corresponds with the 

previously mentioned studies of SRL, which stress novices’ need for feedback and assistance (39, 40, 42, 

43). The problems of unsupervised training have already been described in other studies—for example, the 

unsupervised trainees’ assessments of their own learning may be inaccurate and some may avoid tasks 

because of a fear of failure (42). A study of blended learning has likewise found that inadequate factual 

knowledge can pose a barrier to deeper understanding in learning situations that lack supervision (44). This 

is concerning as our study has shown that students’ choice of guiding books and papers may be arbitrary. 

We are concerned that our study reveals weaknesses of design of the video library.  

The students’ high degree of freedom in relation to the library and to the sequencing of their tasks may be 

a possible weakness of the design of the learning tool. They had unrestricted access to videos and MSE 



reports and were not required to submit their own MSE before viewing the professor’s or to write an MSE 

afterwards. Brydges and Butler point out that SRL is promoted not only by an environment that affords SLR, 

but also needs to be facilitated to enable students to effectively self-regulate their learning (40).  

The sophistication of the professor’s MSEs may be another weakness. Their level may not be attainable by 

most local doctors, so students were less likely to encounter many of the terms and concepts in the wards 

or in medical records, leaving them without hope of ever attaining such a level.  

The lack of feedback on and explication of the students’ mistakes is another drawback. Our expectation 

that learning MSE skills entails pattern recognition is supported by the way in which the students’ recalled 

the video cases (38). Hence, the lack of immediate feedback and the fact that erroneous conceptions were 

not corrected are of the utmost importance (38). This could be remedied by either including explanatory 

comments for each MSE, or by better integrating the video library through group tuition or access, so as to 

provide support and feedback from tutors. However, the latter would contradict the motivation to establish 

the video library as a supplementary facility due to staffing shortages. Expanding the guiding notes or 

making an interactive commentary, as reported in (21), might improve the library. Alternatively, if doctors 

in the ward were familiar with the videos, they would be able to help the students with their questions.  

In an additional study we have applied a newly developed MSE skills test, based on three videos (45). 

Depending on the curriculum, the videos might also be suitable for use in psychiatry exams, e.g., in the 

Objective Structure Clinical Examination (OSCE). However, the present study intended to advance training 

in the clerkship.  

Furthermore, the design of the study led to some limitations: this was a single-setting study, and the use of 

the video library may differ in other settings with different patients and better availability of doctors. Also, 

while only the students’ views of the video library were heard, the doctors’ viewpoints would also be of 

great interest.  

Further, there are methodological limitations stemming from the first author’s presence and her continued 

note-taking during the observations, which may have disturbed students, doctors, and patients; however, 

staff and students were also regular note-takers. On one occasion, a patient enquired about the purpose of 

the notes, while two psychiatrists skeptically asked what the first author had written down about them.  

Acting as an interviewer and observer, the first author was able to follow up on her observations and to 

elicit comments from all interviewees. The author has no formal medical education, but has been engaged 

in the educational context of medical students in psychiatry. This has the advantage of what ethnographers 

call the eyes of a stranger—someone who can question things that may have become obvious to 



practitioners in the field. However, there is also a risk that important aspects might be overlooked or 

situations be misunderstood. To avoid this, the author particularly focused on asking questions about the 

medical students’ understanding of the situation.  

The author’s involvement in the production of the video library meant that she had an interest in making it 

work as well as possible in combination with the clerkship. This may have caused her to give extra focus to 

the students’ critical comments on the video library, in order to ensure that it could be suited to the 

students’ needs. Furthermore, the first author was employed by the psychiatrist responsible for the 

clerkship period. This may to some extent have moderated the students’ behavior. At the introduction of 

the clerkship, it was emphasized that the author had no influence over whether students passed the 

clerkship exam, and that all observations were confidential. During the observations and interviews, the 

students indicated that they saw the first author as their advocate, and that being part of the project had 

been beneficial for them. The presence of the observer may likewise have acted as a daily reminder of the 

video library, and is likely to have induced wider use of the library than otherwise. However, the data show 

great variation in the number of videos watched. 
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Abstract 

Objective 

Skills acquisition during clerkships in psychiatry has rarely been investigated. The study of clinical 

education in medical disciplines has successfully applied Dreyfus and Dreyfus’s model of skills 

acquisition. This paper applies their perspective for an investigation of the characteristics of medical 

students’ skills acquisition during psychiatric clerkships. 

Methods 

The study is based on ethnographic methods. The authors included three groups of students in 

participant observation and group interviews during their three-week psychiatry clerkship. Field 

notes and the transcribed interviews were merged in a thematic analysis, which the authors framed 

by the skills described in the curriculum, the aim being to prepare the students to work as first-year 

residents.  

Results 

The students felt deeply unfamiliar with the field of psychiatry. They spent considerable time 

observing, imitating, and strictly following instructions. Gradually familiarizing themselves with 

the specialty, their work continued to exhibit crucial shortcomings. Applying different outlines of 

the Dreyfus brothers’ model to the discussion, the authors observed the students progress from the 

absolute beginner stage to the advanced beginner stage, with some moving further toward the 

competent stage.  

Conclusions  

The study shows that students are at risk of advancing no further than the advanced beginner stage 

during the brief psychiatric clerkship. The results indicate the need to investigate whether and why 

students find psychiatry more unfamiliar than other specialties and the need for better preparation of 

medical students before they begin psychiatry clerkships.  
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Introduction 

The clinical clerkship being the backbone of medical education, but the shortage of psychiatrists in 

the wards and inpatient bed reductions seriously affect the clerkship in psychiatry [1-4]. In general, 

the international literature offers several studies of clerkships in relation to the training of clinical 

diagnostic and treatment planning [5, 6]. In the context of psychiatry, however, studies have 

focused on the students’ attitudes to the psychiatry specialty, whereas the students’ skills acquisition 

during psychiatry clerkships has so far attracted scant attention [7]. The traditional summative 

assessment at the completion of the clerkship is seen as being of little educational value [8], 

providing an insight into students’ capability to perform in the assessment rather than into their 

behavior in the clerkship [9]. This calls for a new perspective on learning in psychiatric clerkships. 

While Dreyfus and Dreyfus’s five-stage skills acquisition model has previously been used in studies 

of residents’ learning progression in the psychiatric setting [10, 11], it has not been applied to the 

study of medical students’ clerkships. This article describes the characteristics of medical students’ 

skills acquisition in the psychiatric clerkship and discusses the characteristics in the light of Dreyfus 

and Dreyfus’s skills acquisition model. 

 

Dreyfus and Dreyfus  

The original Dreyfus and Dreyfus’s skills acquisition model describes five stages through which a 

person progresses to attain expertise in skill performance [12]. Offering a general description of the 

progression from novice to expert, the model underscores the importance of practical, as opposed to 

scholastic, training to gain experience as the key to advancement toward expertise [13]. Focusing on 

skills, situated performance, and experiential learning [14], the model seems highly relevant as an 

analytical perspective where the practical training of clinical skills and skill acquisition is in focus. 

Widely used in medical education, the Dreyfus and Dreyfus model has been directly applied in the 

medical profession (Table 1) as the foundation of a new accreditation model in 2002 [15].  

Calls have been made for the introduction of a stage before that of the novice stage. Park (2015) 

combines the Dreyfus model with Miller’s pyramid, a model that illustrates the process by which 

different competences are learnt [16]. In his model of the relationship between knowledge and 

skills, Park adds an absolute beginner stage [16]. We find that the original Dreyfus and Dreyfus 

model, the Batalden model, and Park’s additional stage are all important to an analytical perspective 

on students’ skills acquisition in our study as they clarify aspects of the stages in the training 

situations that we captured. We add this perspective to the discussion section.  
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Table 1: Created from descriptions in Model of skills acquisition applied to medicine by Batalden, 

Leach, Swing, Dreyfus, and Dreyfus[15]. 

 

Novice stage: 
Freshman medical students begin to learn about history taking. This entails memorizing its 
elements, extracting the main complaint and the course of the present illness, reviewing of 
organ systems, as well as the family and social history. 
 

Advanced beginner stage:  
Junior medical students begin to see situations, like admission, rounds and, discharge that are 
similar for all hospitalized patients.  The situations are difficult to describe objectively and 
learning is best achieved by the students being confronted with the specific events. The 
experiences yield rules later to guide the student.  
 

Competent stage: 
Resident physicians learn to plan the treatment of individual patients.  Supervision is formally 
organized to avoid unnecessary risks for the patient. Hands on the planning of treatment entail 
learning from the evident consequences of own decisions. 
 

Proficient stage: 
Specialist physicians at the early stages of practice need to develop routines that optimize their 
patient approach. Managing several distractors in a sensible way is challenging, intellectually 
and emotionally. 
 

Expert stage: 
Mid-career physicians are able to recognize patterns of subtle clues and to respond smoothly, 
relying on intuition. They are attuned to pattern irregularities and ready to slow down if 
unexpected patterns emerge.  

 

 

Programs and Clinical Context   

Medical education varies across universities [17]. In general, medical education in Europe conforms 

to the requirements of the Bologna Process, which aims to secure alignment across the EU [18]. 

This is true also of the program at the University of Copenhagen, Denmark, consisting of a three-

year bachelor’s program, followed by a three-year clinical master’s program. The entire program is 

based on the learning paradigm posited by Ramsden and, later, by Biggs and Tang [13], offering a 

combination of academic study and practical learning, the latter mostly during the master’s 

program.  

The mandatory psychiatry course takes place during the second year of the clinical master’s degree 

program and consists of four elements: One week of 16 lectures, three weeks of mandatory 

clerkship with students assigned to ten different psychiatric hospitals, and, at the end of term, 16 



 

5 
 

plenary lectures. The students are then tested in a long clinical case exam. The clerkship typically 

involves activities such as bedside teaching during rounds, practice in patient interviewing, and, in 

general, participation in ward routines and small-group teaching. Students are required to fulfill a 

faculty-defined list of mandatory clinical tasks in order to pass the clerkship. Before the psychiatry 

course, students have completed clerkships in internal medicine and surgery. 

This study was conducted at a psychiatric hospital with four inpatient wards and an emergency unit. 

The number of residents at the wards ranged between one resident and a senior resident to one 

psychiatrist. To improve the training in psychiatry at the hospital, we had previously implemented a 

video library for the students to use in their training of Mental State Examination (MSE) skills. The 

library offered a number of short videos of a resident interviewing different patients, a task of 

writing an MSE based on the video, and, for comparison, MSEs of the videoed patients, prepared by 

a professor of psychiatry [19]. Region Zealand's Ethical Committee on Health Research and the 

Danish Data Protection Agency has approved the study (REG-96-2015). 

Curriculum 

The overall goal of the psychiatry course at the University of Copenhagen is to prepare the medical 

student for the responsibilities of a first-year resident.  

Table 2 shows the qualifications for the learning goals of the course, described as required of the 

Bologna process. In this article skills and competencies are both referred to as skill.  

 

Table 2 The qualifications for the learning goals of the course 

At the completion of the course, the student is expected to be proficient in:  

 

Psychiatric skills 

 Carrying out a comprehensive psychiatric interview including the MSE 

examination, and be able to determine whether the patient is psychotic or suicidal 

 Mastering psychiatric terminology 

  

Competencies 

 Completing a full medical and psychiatric record, including diagnostic 

suggestions and initial assessment and treatment plan 

 Completing coercion documents as required by the Danish Mental Health Care 

Act  

 

In the Batalden model, the first-year resident is a graduate medical student moving from well-

prepared and functioning advanced beginner toward the fully competent stage [15] (see table 1).  
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Method  

Our study was based on ethnographic methods [20]. We included three rotations of medical 

students during the Fall 2016 semester in participant observation and interviews. All students gave 

their informed consent. 

The first rotation included six students, the second included four students, and the third included 

two students. Students Allan, Eric, Sonya, and Annie volunteered to act as key informants 

representing the three different rotations (Annie and Eric were in the same rotation). Each rotation 

lasted three weeks and the key informants were observed daily by the first author (henceforth, C). 

Table 3 provides an overview of the involved students. 

Table 3 Overview of medical students 

 Rotation 1 Rotation 2 Rotation 3 Total 

Number of 

students 

6 (3 females/3 males) 4 (3 females/1 male) 2 (1 female/1 male) 12 students 

Key informants Annie (1st week) 

Eric (2nd–3rd week) 

Sonya Allan 

 

4 students 

Participant 

observation 

73 hours 64 hours 61 hours 198 hours 

Group interviews 2 groups of 3 students 2 groups of 2 

students 

1 group of 2 

students 

5 (12 

students) 

 

All types of activities in which the key informants took part were observed by C. Hand-written field 

notes were taken by C during observations [20] to capture the characteristics of the training [21].  

At the completion of their clerkships, C interviewed the students in groups of two or three, 

following a semi-structured interview guide [22]. The guide was structured by three main headings: 

Use of the video library; Learning situations during the clerkship; and Attitudes concerning 

psychiatry and the clerkship. The five interviews were sound recorded and afterwards transcribed 

[22]. The field notes and the transcribed interviews where gathered to a unified data material as the 

foundation for the later analysis.  

 

Analytical strategy  

Inspired by the expectations stated in the curriculum, our analysis focused on patient interviews, 

MSEs, and terminology acquisition. In the first step of the analysis, we clustered the relevant parts 

of the material under these three headings. Step two was to code the elements by content. Third step 

was to sort codes according to headings, however, discussing the results with second and last 

author, the codes where organized in themes and subsequently reject the headings. Figure 1 

illustrates the process. 

 



 

7 
 

Figure 1

 

The students’ unfamiliarity with the field seemed to permeate across headings and themes. The 

students referred to their unfamiliarity throughout the clerkship. The unfamiliarity is understood as 

a meta-theme relating to all the themes in the analysis.  

Results 

Mastering the curriculum seemed to be the main motivation behind the students’ approach to 

training, although general curiosity and openness also made some perform tasks that were less 

directly connected to the curriculum. While they appeared to approach the clerkship tasks in 

different ways, they all emphasized patient contact and feedback as important for their learning. The 

themes, which are detailed below, show that the students were not only newcomers, but felt deeply 

unfamiliar with the field of psychiatry. This alienation appears to have permeated their approach to 

practice. The students initially approached patient interviewing with inspiration from the residents’ 

questions or by copying them verbatim. When they were tasked with leading the interviews or MSE 

writing, they took inspiration from the interview guide or MSE form, although they gradually 

became more spontaneous, which led to serious omissions. For terminology acquisition, students 

looked for examples of phenomena or diagnoses online or asked for explanations.  

 

Being a Newcomer  

Students initially spent some time adapting to the new environment. As newcomers, they met a 

number of practical challenges; for example, they had to learn the task organization on the ward, 

how to access medical records, and they often forgot to wear a personal alarm device.  

Annie describes her approach to a new clerkship:  
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I often spend the first days getting to know people’s functions, like … who is the 

resident, how do they do their job […] and also the nurse … who is charge nurse, who 

is…like who is who.[ … ]. Basically, I make sure to learn the names, so that I can say: 

“Greta, could you please ...? ” My experience is that this is a great help in establishing 

collaboration. Group interview  

This quote illustrates the students’ familiarity with tackling the more practical challenges, such as 

identifying gatekeepers from the start of the new clerkship.  

Psychiatry is different  

The students also commented on how psychiatry was different from other disciplines. On the 

introduction day, students with experience as nurse assistants explained how they had seen mentally 

ill patients and extreme situations, which one student described as “Hollywood-like”. They hoped 

that the clerkship would bring new perspectives to these conceptions, but they also expected 

psychiatry to differ from the specialties they had previously encountered:  

One student says that entering the field of psychiatry ”is just like starting over!”  

Another student: ”It’s totally different than the somatic setting ... In the somatic 

setting, you can always write a medical record. Here you don’t know what you [are 

doing] ... but it gets better over time. In the last weeks, you can handle much more. 

It’s always like that.” Field note 

 

As the clerkship progressed, the students became more familiar with the field, however some of the 

characteristics of psychiatry contrasts their former clerkships; an underlying feature of danger 

implied in the introduction to the clerkship, admonishing them to carry an alarm, never to be alone 

with patients, and avoid wearing clothes posing the risk of strangulation. The students likewise 

pointed to differences from a somatic setting, such as the absence of residents’ scrubs, the 

possibility of coercion, and the lack of solid diagnostic criteria. Psychiatric terminology, such as 

names of signs, symptoms, diagnoses, and drugs, was completely new to them. This was illustrated 

by the students’ reactions on the introduction day when they were asked to prepare a patient 

description, using terminology from the received handouts:  

One student [skeptically]: ”The terminology!” [all the students laugh] 

”Megalomania?...metonymic? …substitution?” [they all search for the right words in 

the handouts]. Field note 

The students’ reactions showed their alienation from psychiatric terminology. Asked about 

differences between fields, they mentioned the approach to patients and the examination tool. 

Whereas hitherto, they had viewed the patient interview as an introduction and a guiding tool, they 

now saw that in psychiatry, the interview was the toolbox for diagnostic examination. One student 

explained how she used the interview to explore the patient’s reactions:  
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“ …and then you try to challenge … what do they say when I ask about this? Or … 

what can I get him to do when I …” Group interview  

Already familiar with the tools in the somatic setting, the students were introduced to a new toolbox 

and a different approach to patient examinations. Some expressed a feeling of insecurity and 

inability to help the patients, in contrast to their earlier clerkships.  

 

Imitating others 

Most students initially approached the patient interview observing the way the residents conducted 

the interviews. They approached the MSE writing by looking into medical records to see how it was 

done. However, a key informant said his approach had been to talk to the patients from the first day. 

Our observations show that the students spent considerable time during the clerkship sitting beside 

the residents, passively observing the patient and the resident during consultations, occasionally 

taking notes or, a few times, asking questions that had usually been approved beforehand by the 

resident. Though the video library was not aimed at improving the students’ patient interviewing 

skills, the students claimed they had used the video library as a source for learning interview 

technique:  

Annie: “I used [the video library] to learn conversation techniques; that is, to find 

examples of good questions, or questions that make the patients open up. Because 

that’s probably what I’ve been most nervous about … that I’d use some stupid 

formulations, or be too leading, you know. I think the interviewer in the videos is 

really, really good…” Group interview 

Annie gives a typical expression of the students' unfamiliarity and concerns with psychiatric 

interviewing. Using the videos to study an experienced resident’s interview technique, they 

sometimes copied questions asked in the videos verbatim for later use. Students also sought 

inspiration from or copied the professor’s patient descriptions in the MSEs in the video library or 

the residents’ notes in medical records as illustrated in this observation:  

Sonya is writing something in her interview guide. I ask her what she is doing.  

Sonya: ”It’s just that someone used a noteworthy formulation about something I didn’t 

know how to describe.” Field note 

 

Although not all students copied sentences directly for later use, studying residents’ MSEs and the 

medical records was the first step in learning to describe the patient. 

Strictly following the Guide 

As the students began interviewing patients on their own, they adhered closely to the interview 

guide, as shows when Allan interview with a male patient in the second week of the clerkship (A 

nurse and a resident were also present): 
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Allan has a medical chart template, pencil and paper in front of him. Shuffling his 

papers, he asks the patient a question. The patient answers, repeatedly moving 

uneasily in his chair. Allan says, “Just need to take a look at my papers.” The nurse 

asks the patient a question. The patient answers briefly, and Allan continues by asking 

about allergies and somatic diseases. He frequently looks at his papers for the next 

question, repeatedly bringing the conversation to a standstill. Field note 

Focusing on what questions Allan had to pose next, the contact with the patient seemed to be 

neglected.  

The students gradually became less focused on the interview guide and concentrated on the 

interviewed patient. Our observations show that they kept forgetting important questions. For 

example, in the last week of his clerkship, Allan forgot to bring his interview guide and started the 

interview quite differently from before. When asked about it, he explained that he had forgotten an 

important question in the previous interview and now wanted to begin with that. Later, when 

writing up the medical history, he realized that he had omitted some routine questions:  

Allan explains that in the somatic setting, interviews ordinarily start with a quick 

succession of questions about allergies and other physical illnesses and that the 

questions come like … He bangs the table quickly three times for illustration. Field 

note  

The success of the interviews also depended on the complexity of the case. Both Allan and Eric 

interviewed patients who talked incessantly, without minding the questions. None of the students 

had observed a resident perform such a challenging interview and their interview guide offered no 

help. 

In contrast to the interview guide, the structure of the MSE and the medical record was fixed. 

Throughout their clerkships, the students thus found it challenging to place information from the 

patient interview in the correct sections of the medical record or the MSE, and the placement of 

elements was often corrected during the small-group teaching. Over time, however, the students 

seemed to become more familiar with the structure. Field notes from the third week show that Eric 

was able to correct himself when he had misplaced an element in the MSE.  

In addition to gaining familiarity with the MSE structure, the students also wanted to know the 

recommended duration of its different parts, such as the social and occupational history. 

At the end of her clerkship, Sonya explained a change of her approach to the MSE from stringently 

following the guide to seeking a freer form:  

 

I realized that, sometimes, you can actually make the formulations different from how 

they are formulated in the introductory documents [...] you can describe things a little 

differently ... ” Group interview  

 

Seeing Examples and getting Explanations  
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None of the students had read the recommended textbook prior to their clerkships. They spent much 

time looking up words, consulting the diagnostic classification booklet and the hand-outs from the 

introduction session, or searching online, the latter mostly for pharmacological terminology. The 

students found that the clerkship provided good opportunities for studying examples or ideal types 

of symptoms or diagnoses. Eric was clearly affected by his encounter with a patient diagnosed with 

depression, whom he found to be an ideal diagnostic type. In our subsequent interview, he described 

how this patient became an “ideal example of a depressed patient”:  

For many medical students, learning is ... more or less about being able to tie the 

concept to a patient. Like, you can remember the patient. I think I’ll remember her 

[the depressive patient] for the rest of my life, you know? Whereas if I had to 

remember all the symptoms of depression, then I’d have to look it up [and be] like: 

“What the heck WAS it?” Group interview  

 

The observations showed that the students used both the residents´ medical records and the video 

library to understand the meaning of the terminology used. They would also sometimes ask 

residents for explanations of terms. 

While watching videos and writing up the MSEs in small groups, the students frequently discussed 

the interpretation of terminology. The library offered no explanations when they were challenged by 

the professor’s advanced terminology in the MSEs.  

Students continued venting their frustration about the arcane vocabulary, even at the very end of the 

clerkship. 

 

Discussion 

Our results have significant implications for the content and structure of psychiatry courses in 

medical school. The students found psychiatry essentially different from the other specialties, 

apparently feeling they had to start from scratch. During the three weeks of the clerkship, the 

students typically took four approaches to learning to perform the prescribed tasks: observing and 

copying, following the guideline, identifying examples or seeking explanations.  

The students’ Skill acquisition seen through the Lens of Dreyfus and Dreyfus 

Using the Batalden model to characterize the students’ approaches, we observe that the students 

categorized themselves as novices with statements such as “it’s like starting all over”. This was 

confirmed by their approach to the patient interviews and the MSE writing, initially following the 

patient interview template strictly. Also, as they looked for specific questions or phrases to use 

when asking about difficult subjects or describe symptoms, the students handled the questions as if 

they were context-free elements that could be used in any situation. This is characteristic of skills 

acquisition at the novice stage, which Batalden et al. (2002) equals to the freshman student stage. 

Dreyfus et al. point to the importance of experience in progressing toward the next stage in the 

model [12], which the students gained by watching others, practicing the tasks during the clerkship, 

and getting feedback. Yet, the students were slowly moving toward the advanced beginner stage 
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(junior student) during their clerkships, as they became less focused on the guidelines and more 

familiar with the setting.  

However, noting that the students in our study had not read the curriculum before commencing the 

clerkship, combined with the acknowledged inaccessibility of the core elements of psychiatry [23-

25], our findings indicate that the students were not even at the novice stage when they started the 

clerkship. They were presumably at the stage before novice, i.e., absolute beginners, as suggested 

by Park’s model [16]. This stage seems to offer a more accurate description of the students’ 

approach to learning psychiatric terminology and explain their alienation from it. Had the students 

studied the terminology prior to the clerkship, they might have been able to reach higher stages in 

the Batalden model, and the three weeks of clerkship would have enabled them to reach the 

competency stage prescribed in the curriculum. However, it is debatable whether the students would 

be able master the terminology before starting the clerkship or, as our findings indicate, they would 

need to encounter examples to understand and retain it. Likewise it has been argued that students in 

psychiatry need to experience firsthand the phenomena covered by psychiatric terminology in order 

to acquire it [19].  

Similar studies and future perspectives  

Our findings are supported by those of a recent study of medical students’ perceptions of their 

clerkships in intensive care units. The students found the intensive care units to be “a brand new 

world” [26]. This either means that the feeling of unfamiliarity is common when starting a new 

clerkship or that the intensive care unit was different from other units, a possibility that is 

mentioned [26]. This would be similar to what the students in our study suggested about psychiatry. 

O'Connor et al. (2017) furthermore report that the students valued the possibility of encountering 

things they had hitherto only read about, something our findings also indicate. This points toward a 

shortage in research about how and if the field of psychiatry is different from other specialties and if 

more preparation is needed before the clerkship to strengthen the training of skills.  

A 2003 study has indicated that students’ confidence is improved by skills training in laboratory 

settings before entering the clerkship [27]. Pedersen et al. [28] have shown that video cases are 

beneficial for preparation before entering psychiatry. An earlier analysis about the video library 

implemented in our setting indicates that the video library may thus be useful for the purpose[29], 

but this has not yet been investigated. Our findings further indicate the usefulness of more theory-

based teaching prior to the clerkship. 

The relation between the duration of the clerkship and the acquisition of skills provides another 

starting point for further investigation. A 2012 study has compared associations between the length 

of clerkships and scores in the Psychiatry Shelf exam (PSE)[30]. It showed significant better results 

for students who had taken an elective six-week psychiatric clerkship, compared to students who 

had followed a mandatory three- or four-week long clerkship [30]. Though the results demonstrated 

an association between clerkship duration and PSE scores, they could not exclude the possibility 

that the reason for the better scores among students in the longer clerkship was their possibly 

greater interest in the subject.  
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Our study does have some limitations. Primary limitations of the study stem from the restricted 

number of participants and the single location, thus restricting the possibility of extrapolation from 

our findings. However, our rich data material presents in deep knowledge, found by a systematic 

and rigid approach that lend our study a transparency that supports its transferability.  

The absence of audits of the medical records prepared by the students is another limitation. They 

would have been of relevance if the observations had focused on the content of the patient 

encounters rather than their form and structure. It would also have been interesting to follow the 

students’ exam preparations and observe their final long case exam to see whether they would 

progress to a higher stage in the Batalden model. 

Summing up: On completion of the course, students are expected to be able to work as residents in 

psychiatry, the stage which, according to Batalden, is characterized by the graduate medical student 

moving from well-prepared and functioning advanced beginner toward the fully competent stage as 

resident [15]. However, our study has shown that students are at risk of reaching no further than the 

advanced beginner stage during their psychiatric clerkships. To secure the best training in 

psychiatry, more research into the ways in which it differs from other specialties is needed. Other 

possible subjects of study would be whether such differences support changes in the preparation of 

the students before the clerkship, and whether the duration of the clerkship should be increased. 
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Abstract 

In all the clinical specialties doctors should be well trained in basic psychiatry. Regrettably, 

psychiatry has a shortage of doctors which threaten the basic psychiatric education of clerkship 

students. Furthermore, the learning objectives from the university and the planned participation in 

clinical practice is not fully aligned. Hence, we set out to explore medical students’ strategies for 

maneuvering the clerkship applying an ethnographic approach and the concept of situated learning. 

The misalignement within the course triggers different strategies. Overall, the students developed a 

distinct parallel practice in order to prepare for their oral long case. Their fixationon on passing the 

exam was frequently supported by the clinical community of practice, instead of supporting 

professional psychiatric identity formation through real clinical responsibilities at the ward. Further 

studies are need, if parallel practice is widespread, as it  calls into question the role of clerkships in 

medical education and particularly in identity formation. 
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Background and introduction 

The clerkship is an important part of medical students’ training. During their clerkship, students 

have the opportunity to encounter genuine problems, real patients, and concrete role models, to try 

out the role of doctor and to build a professional medical identity (Dornan et al., 2014; Monrouxe, 

2010).  

The medical school traditionally comprises a non-clinical part followed by a clinical part. The 

clinical part consists mostly of various clerkships offering bedside teaching (Peters & ten Cate, 

2014), where the student is guided and instructed by a more experienced doctor. Here, the 

expectation is that carrying out tasks in the field of practice and meeting experienced doctors will 

support students’ learning processes and equip them for their future careers in medical practice 

(Egan & Jaye, 2009; Kvale & Nielsen, 1999). However, a study indicates that medical students 

generally find it difficult to gain access to patients during clerkship (Barrett, Trumble, & McColl, 

2017). This applies equally to psychiatry clerkship. 

The psychiatry clerkship and the encounter with psychiatric patients can be of crucial importance in 

forming medical students’ perception of the patient group and can give students an interest in the 

subject pf psychiatry (Farooq et al., 2014). Psychiatric patients often suffer from comorbid 

conditions and die up to 15 years earlier than the average population (Hjorthøj, Stürup, McGrath, & 

Nordentoft, 2017). Whichever medical specialty is chosen as a doctor and as a medical student, one 

will therefore encounter psychiatric patients. Nevertheless, studies show that working with 

psychiatric patients has low prestige within the medical profession, and psychiatry is marked by a 

shortage of doctors (Brown & Ryland, 2019; Lyons & Janca, 2015). This affects the students’ 

opportunity to watch specialist carry out extended patient interviews in psychiatry (Fog-Petersen, 

2014). Hence, the role of the clerkship in students’ learning processes is challenged. This raises the 

question of what the psychiatry clerkship prepares the students for and how the students manage the 
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different challenges they encounter during their clerkship. Based on an ethnographic study, the 

analysis in this article focuses on student learning strategies when confronting the challenges and 

how, explicitly, they address them. We discuss the findings with particular attention to what it is the 

clerkship prepares students for. The analysis is part of a study examining medical students’ learning 

conditions as profession-oriented learning, based on concepts inspired by Lave and Wenger (Lave 

& Wenger, 1991). 

The clerkship in psychiatry   
The study focuses on medical students enrolled at the University of Copenhagen, Denmark. The 

course in clinical psychiatry is mandatory and is taught in the fifth year of six in total. It includes a 

week of 16 lectures, a three-week clerkship in psychiatry, and three days of lectures leading up to 

the exam in clinical psychiatry and neurology. The course also includes a one-week course in child 

and adolescent psychiatry (https://kurser.ku.dk/course/smea15041u). Three major educational 

components lay the foundation for the learning to be achieved in clerkship: The curriculum, the 

attestation log (LOG), and the exam. The components’ content is briefly outlined in Figure 1, 

focusing on skills and competencies and leaving out scholastic knowledge, which is not present in 

focus. On the basis of the components , and long-standing tradition, the clinical content of the 

clerkship entails affiliation to a specific ward, clinical tutorials, and a range of supplementary tasks, 

see Figure 1. Overall, the clerkship is intended to prepare students for their future role as doctors, in 

general, and in psychiatry specifically, and for the exam in adult psychiatry as illustrated in Figure 

1. On certain points, the requirements in the LOG and the examination requirements contrast with 

the clinical routine on the wards. 

FIG 1 

The students’ exam content is an extended interview with patients for the purpose of writing a full 

medical record. Full admission records are primarily written in the Psychiatric Emergency Unit 

(PEU), where the students mostly are when they follow the doctor on call on day/ evening/night 

https://kurser.ku.dk/course/smea15041u
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shifts; it is also here that involuntary admission forms (according to the Danish Mental Health Act) 

are rehearsed. However, junior doctors are part of the medical team in the wards, where the main 

work is entailed in the rounds i.e. progress assessment, medication adjustments, and social 

psychiatric network meetings. Thus, within the LOG, there is an evident contrast between the 

overall learning objective of achieving the basic skills required to work as a junior doctor in 

psychiatry and at a general hospital i.e. having the skills necessary for the clinical tasks at the 

wards as well as the formal requirements of preparing admission records, applying the Mental 

Health Act, etc. Furthermore, the exam, which also focuses on admission records, accentuates this 

contrast. Hence, in the regulations of the clerkship as well as in the day-to-day tasks, there are 

inborn discrepancies, which the students need to solve through their own learning approach.  

The LOG also prescribes that it [is] essential that the students participate actively and responsibly 

in the clinical work of the department and make effective use of the opportunities for training in 

clinical skills (https://www.uddfunktion-psykiatrien/Logbog.pdf). As before, the students must, at 

one and the same time, participate in clinical work and find training opportunities for the exam. 

These two tasks are not necessarily easy to reconcile. In the present study, the tension between these 

learning objectives is addressed through an analysis of the students’ learning strategies.  While the 

learning objectives and skills identified in Figure 1 represent the official requirements and structural 

clerkship elements, they are molded by practicalities and the strategies applied by the students in the 

course of their clerkship. 

https://www.regionsjaelland.dk/sundhed/geo/psykiatrien/om_psykiatrien/for-fagpersoner/uddfunktion-psykiatrien-i-syd/Documents/Logbog%20og%20Attestationsblanket%204%20sem%20KA%20F14.pdf
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Figure 1: Official requirements and structural clerkship elements 

 

Situated learning theory applied to medical clerkship 
The study aims to examine the learning conditions of clerkship students as profession-oriented 

learning. Inspired by Lave and Wenger (1991), the concepts of situated learning, legitimate 

peripheral participation, and community of practice are used in the examination of the medical 

clerkship, in this case in psychiatry. 

Lave and Wenger’s concept of ‘situated learning’ helps us to understand learning as a social 

practice{Tummons, 2014 #128} and allows us to sharpen the focus on practice participation and 

social relations as crucial factors in the medical students’ learning process. Endorsing Lave and 

Wenger’s term ‘community of practice’, we describe the clinical communities, the learners, 

variously seen as newcomers/oldtimers, and the concept of legitimate peripheral participation (Lave 

& Wenger, 1991, 2003).  

The communities of practice at a psychiatric department entail several intertwined circles of 

professional collaboration. The ward is one environment with an extended interdisciplinary 
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community of practice (we name this the ward community), while other communities thrive on 

professional identity contrasts. These contrasts are evident when the organizational structure 

includes monodisciplinary meetings for doctors or interactively, e.g. when the doctors, as the 

professional authority, explain things to the students in meetings. Further it is evident in everyday 

culture, when the medical students sit with each other at lunch while the doctors sit elsewhere. The 

professional identity contrasts are brought out in the analysis below by distinguishing between the 

doctors’ community, the students’ community, and the ward community of practice. Further 

communities within these communities are also possible, but not of relevance in this article.  

Applying Lave and Wenger’s concept of legitimate peripheral participation (Kvale & Nielsen, 

1999), it is possible to see how the students are, legitimately, on clerkship as a mandatory part of 

their education. At the same time, the concept helpts illustrates how the students participate ‘as 

students and trainees’ in a peripheral position and on unequal terms with staff in the ward 

community of practice. The concept emphasises the intention of practice learning, namely that 

during the clerkship the medical students, as learners, should move closer and closer to full 

participation in the community of practice. Yet, in contrast to that uniform movement, the students 

must at one and the same time be: only students meeting LOG requirements and a legitimate part of 

clinical practice.  

The paired terms newcomer and oldtimer (and the relationship between them) are also relevant. As 

newcomers, the students must learn from the oldtimers – mainly the experienced doctors – who are 

full-fledged members and who provide access to the wards’ communities of practice (Lave & 

Wenger, 1991).  

On the basis of observations of the students’ clerkship, the analysis in this article turns the spotlight 

on the communities of practice in the clerkship, on the strategies the students use to confront the 
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contrasts outlined above and how, concretely, they address them. Hereby we gain knowledge about 

the possibilities for and barriers of situated learning in clerkship.  

Methods  
The study is based on ethnographic methods that enable deep insight into the way students navigate 

clerkship (Reeves, Peller, Goldman, & Kitto, 2013). In 2016, participant observation/fieldwork 

(Atkinson & Pugsley, 2005) was carried out with three consecutive rotations of medical students 

during their psychiatry clerkship. The three rotations consisted of six, four, and two students, 

respectively. In each group, there was a key informant who was followed daily by researcher C 

during their three-week psychiatry clerkship, from starting their day at the hospital to going home. 

The first key informant opted out of the informant role after a week, and a new student stepped in, 

so the study is based on material from four key informants in all: Annie (one week), Eric (two 

weeks), Sue and Allan (three weeks). To the extent possible, the four key informants were followed 

every day (198 hours in total). The remaining students in the three rotations were included in the 

observations when they participated in settings with the key informants. Over time, C’s role 

gradually changed from a more observational to a more participatory one.  

During the observations, field notes were prepared according to the principles, as described by 

Borgnakke 1996, of capturing the course of the observations and conversations through original 

statements (Karen Borgnakke, 1996). The notes were hand-written and most often written up more 

fully the same day (Phillippi & Lauderdale, 2018), but sometimes days later.  

At the end of the clerkship, the students were interviewed in groups or pairs following a semi-

structured interview guide (Kvale & Brinkmann, 2007). The first group was interviewed in two 

groups of three students; the second group was interviewed as two pairs, and the last group was also 

interviewed as a pair. The interviews, which were conducted by researcher C, were audio-recorded 

and subsequently transcribed in full. 
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Ethics  

At the start of their clerkship, all the students were informed about the study and gave signed 

consent to their participation in the research project. To ensure the students’ anonymity, we have 

changed their names and the location in the article (Bickford & Nisker, 2015). This type of study is 

exempted from Ethical Approvals as it is regarded as a teaching/educational project and not a health 

research project. For more information see https://en.nvk.dk/how-to-notify/what-to-notify.  

University requirements and hospital routine as the study setting 
The medical students’ clerkships were held at a psychiatric hospital in a deprived area, an hour and 

a half drive from Copenhagen. The hospital encompasses inpatient wards, PEU, and outpatient units 

(community psychiatry and psychotherapy). The hospital had recently merged separate departments 

and the wards were still marked by these changes at the time of the observations.  

The students were each assigned a “home” ward, where they spent most of their three weeks. 

Supplementary activities are listed in Figure 1. Daily attendance at the clinic was required following 

the doctors’ ordinary working hours. The clerkship began with a joint introduction day and it ended 

with a joint afternoon of mock-up exams.  

To mitigate the difficulty the students had in getting access to patients, the hospital offered the 

possibility of accessing a video library with video vignettes of patient interviews. The video library 

had been developed specifically as an additional tool enabling the students to practice the Mental 

Status Examination (MSE) and to compare their MSE with one made by a professor (Arnfred et al., 

2018). The students were introduced to the video library on the first day of the clerkship and 

encouraged to use it as they felt the need. 

Analytic approach 

Karen Borgnakke’s ethnographic analyses of students’ strategies for navigating the project-based 

study environment (Karen Borgnakke, 1996; K.  Borgnakke, 2008) will be used to sharpen the 

present analysis of the way medical students navigate the courses of professional learning framed 

https://en.nvk.dk/how-to-notify/what-to-notify
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by practice/clerkship. Inspired by Vibeke Røn Noer’s account of student nurses’ study strategies, 

including detailed analyses of four key informants’ handling of transitions between college course 

and clerkship (Noer, 2016), the present analysis focuses on the students’ strategies and the four key 

informants’ handling of the clerkship.  

The analysis was carried out in a dialogue between the authors of the article. C and CS read the 

material and discussed various perspectives on the strategies that emerged. Through ongoing 

discussion with KB, the analysis was sharpened using the concepts from Lave and Wenger. SA 

commented on the first draft analysis, and C and CS revised the analysis. KB commented, and C 

and CS completed the analysis, which presents the four strategies as they are introduced in the next 

section. 

Findings 
The fieldnotes generally show that the day-to-day practice at the ward supports the students in 

gaining access to psychiatric terminology, the medical treatments in use, and the opportunity to 

become familiar with the psychiatric unit as a workplace. However, the analysis also shows that 

more is at stake. By unpacking the analysis of the four strategies, particular challenges in the 

students’ clerkship, its cardinal points, can be identified in relation to: arriving and gaining 

entry/access to the psychiatric setting; conducting interviews and writing journals; participating in 

practice/being assigned tasks. The cardinal points of the clerkship act as markers that will be thrown 

into relief by the key informants’ various strategies in the analysis as it is presented below. The 

medical students handle and confront the contrasts differently, and their strategies have different 

consequences for the extent to which the curriculum is mastered. At the same time, the strategies 

are driven by what the student judges to be a personal learning need. For two of the key informants, 

the personal learning need was explicit and identified before the clerkship, while the other two key 

informants were less explicit in this regard. For a summary of the strategies see Figure 2. 
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Fig 2 Summary of the strategies 

 

Detailed analyses of the strategies 

Focusing on formal requirements and doctorly tasks (Annie as key informant) 

Annie was followed in her first week on the ward, and Annie’s experiences were later captured in a 

concluding interview. Annie was assigned to a ward with two consultants. However, difficulties 

with an agitated patient dominated the ward atmosphere.  

Arrival – with the LOG as the point of reference  

Annie begins the clerkship by printing out the LOG so that she will know what she has to ‘achieve’ 

or proactively engage in. As she recounts, she then attempts to get a quick overview of the ward 

staff so that she will know who to approach. 

Annie’s days are structured, like the doctors’, around the morning and midday case conferences as a 

shared obligation. In the first week, she accompanies the doctor, and on her first day on the ward, 

Structured strategy focusing on 

formal requirements and the 

doctor role 

Autonomous strategy 

focusing on the patient 

interview 

Dialogue-oriented strategy 

focusing on social relations 

Random strategy focusing on 

the doctors  

 

The student seeks out and 

performs tasks, based on what 

is listed in the LOG and the 

curriculum as well as on the 

official understanding of what it 

means to be in clerkship 

 

- The student’s focus is the 

doctor’s role 

- Other staff are not in focus  

- Time is spent in a 

structured and effective 

way  

 

The student seeks out to 

practice patient interviews 

while writing up the medical 

record gets less attention. The 

doctors and other students 

are more or less unnoticed.  

 

- Focus is on doing 

interviews  

- EHR is used sporadically 

- Fixed organizational 

structures such as the 

conferences projected as 

irrelevant 

- Time is used haphazardly 

if not for patient 

interviews. 

 

The students seek out to have 

a dialogue with and 

participate in student 

communities. The LOG is the 

guideline for activities and the 

doctor is exclusively seen as a 

role model when doing tasks 

related to the LOG.  

 

- Focus is to do the task in 

collaboration with others 

- Some days are structured 

by the student 

community   

- The video library is used 

to see how a doctor 

carries out an MSE. 

The student let clinical 

procedures and the random 

opportunities it brings 

structure to the clerkship. The 

students seek out to observe 

the doctor. The LOG is not 

used. 

 

 - The student’s focus is on the 

doctor and lets others assign 

tasks to him or her. 

- Psychiatric tasks are hesitantly 

accepted, somatic tasks are 

accepted on the spot  

-  The Internet is used often for 

information seeking   
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she is given access to the Electronic Health Record (EHR), in which she often reads about a patient 

ahead of an interview or follows up on the progress of patients she has previously seen. She also 

reads about all the patients on the ward in order to find patients with diagnoses she has not already 

encountered and to get an overview of what she needs to read up on for the examination. During 

periods too short for a clinical task, she uses the video library. Annie reflects on how the video 

library has been useful for several things. As she emphasizes, it has been: 

… about having an example, where there was a benchmark [the professor’s MSE] 

afterwards for how you should describe the patient, so you could see that when you’d 

tried to do it yourself, [you had] been completely wide of the mark or… […] I followed 

the doctor a bit more deliberately, because I’ve done so many nurse assistant shifts in 

psychiatry that I feel I’ve really seen a lot. So [I haven’t watched videos to see] examples 

of things, because I actually already feel I have. It’s been more about... the doctorly side 

of it. (Annie, interview) 

As can be seen, Annie was primarily concerned with whether she was performing the (exam) task 

correctly, i.e. following the guidelines and writing an MSE properly. Further, she finds the videos 

useful as they allow her to watch how the doctor performs the interview and she seems to use it as 

an opportunity to watch a role model. 

Entry to a ward under pressure 

A feature of Annie’s first day on the ward is that one of the consultants is on leave, and the ward 

staff have difficulty handling an agitated patient. Annie is allowed to accompany a specialist, but in 

the afternoon she is dismissed as the specialist thinks it is too demanding to have both a student and 

an observer along. Next time Annie is on the ward, the consultant is present. He is accommodating 

towards Annie, who follows him closely for the rest of the observations. This indicates that she is 

acknowledged as a legitimate peripheral participant on the ward. 
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During the patient interviews, Annie is primarily observing, but the consultant often asks for her 

description or assessment of the patient after the interview, something Annie finds helpful: 

Annie relates how it was to be present at the first interview (with the agitated patient). She 

relates that the consultant said the interview had been about alliance-building, so she was 

afraid to spoil it. She mainly watched the consultant and his body language and what he 

said. It was ‘extremely good’ that afterwards, when they left, the consultant asked her for 

the MSE. (Observation Annie) 

By asking Annie about the MSE, the consultant creates an opportunity for Annie to train a task that 

has not been a part of the day-to-day clinical practice on the ward; The question about MSE has a 

function solely in relation to Annie’s exam and learning as a newcomer.  

Annie does not conduct interviews herself during the period she is observed. She accompanies the 

consultant to all interviews by observing the interviews, contributing mainly when asked or when 

she has clarifying questions. 

Participation in day-to-day practice as a newcomer 

Annie’s focus on the consultant minimizes her communication with other staff on the ward. When 

the consultant has technical problems, she speaks up and helps him. Annie performs no tasks on the 

ward during the observation period, but explains in the interview that she feels she participated in 

patient treatment: 

Annie: I feel the notes I’ve made on some patients, or the interviews I’ve done, or the 

reflections I’ve had, have definitely contributed to the treatment of patients. For example, 

one day Emma [another student] and I wrote a clinical record on a patient who’d actually 

pretty much not been spoken with for two weeks, and then all of a sudden it occurs to this 

doctor that, oh God, we haven’t spoken with him, and maybe we’ve made a wrong 

diagnosis as well, it could be that we should just go in and talk to him. (Annie, interview) 
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The fact that their conversation with the patient had alerted the doctor to the patient had given 

Annie the feeling of contributing to practice. However, it is subsequently contested by Eric, another 

student (another newcomer): 

Eric: But then you saved it in the EHR, or the two of you saved it in the EHR? 

Annie: We didn’t save it in EHR, but we did sit and go over the patient record with the 

doctor in the department, and he said ‘Oops!’. (Annie, interview) 

It is clear from the little exchange between Eric and Annie that Annie and Emma’s work was useful 

to the ward community. However, it was not acknowledged to be saved in the EHR for further use 

at the ward, and, as such, their work was not acknowledged as a real clinical task contributing to the 

work of the community of the ward. This again points to a dilemma relating to students’ newcomer 

identity. It is certainly acknowledged that students, as newcomers, can carry out patient interviews 

and relevantly contribute with new information. But it is not considered directly applicable in 

practice, e.g. as a note. Annie and Emma are thus retained in a student identity, where their work 

does not count and they are not acknowledged as future professionals. Annie seems to accept that, 

as a student, she can contribute but not concretely solve tasks. 

The strategy in light of situated learning 

During the course of the clerkship, Annie confirms her legitimate peripheral participation by 

working her way into the doctors' community of practice. In the one week during which she is 

observed, the doctors are her exclusive focus, and the other staff seems irrelevant to  her. The 

learning situations Annie therefore seeks out (or sees herself placed in) are oriented toward the 

doctors’ community. In this way, she does not seek out the corresponding learning situations or 

positions in relation to the ward community. The consultant helps Annie train the tasks for her exam 

by asking her questions related to the exam, but is less supportive when it comes to letting Annie 

contribute to the practice at the ward, as Annie and Emma's observations are not saved in the HER.  
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Autonomous strategy focusing on the patient interview (Eric as key informant) 
A specialist started on the ward at the same time as Eric and the ward’s consultant was on holiday 

for the first two weeks of the clerkship. The ward is relatively quiet, but as the specialist is trying to 

settle in the new position, Eric is not offered much attention. 

Access to the psychiatric setting: The patient interview as the basis of the clerkship 

Eric had deliberately decided to use the clerkship to talk to patients, as in previous clerkships he had 

often been timid about patient contact. In the second week, he begins actively seeking out doctors 

on the ward, but misses them several times. After two times of passively observing while the doctor 

leads a patient interview, Eric decides to do without the doctor: he would rather conduct interviews 

himself.  

Case conferences and institutional tools appear irrelevant to Eric. By the second week of the 

clerkship, he has still not made use of the EHR, which is otherwise a basic tool for all staff. He does 

not yet know the daily routines on the ward, nor has he looked at his LOG. Eric sees the time 

between morning conference and ward rounds as time wasted and he spends it on university-related 

tasks such as filling in a questionnaire or attending to private matters. Eric’s strategy is supported 

by the fact that there is minimal opportunity for bedside coaching in the first two weeks of his 

clerkship. 

Autonomous entry to the ward 

In the interview, he explains that in the first week, after gaining the trust of the staff, he started the 

day by asking staff which patients he could speak to, and then he spends the day doing that. It is 

unclear whether he had anybody present at the interviews, as students are required to. As such, Eric 

is acknowledged by the staff as a legitimate peripheral participant, albeit without being involved in 

the tasks of the ward community. 

Access to conduct his own patient interviews 

Eric makes use of the ward round to see whether there are any patients he can speak to. The 

fieldnotes show that he approaches both care staff and doctors to gain access to patients. It is not 
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necessarily the patient Eric is initially thinking of that he ends up speaking to. The staff may decide 

that the patient is too ill or too difficult, or the patient may be busy with other things: 

Eric walks over to the conference table, where the staff is having lunch. He says he 

realizes the designated nurse isn’t there, but: 

Eric: ‘I don’t know if I can just go down and talk to patient X?’ 

A nurse asks who he wants to talk to. Eric repeats. 

Nurse: ‘I doubt you’ll get very much out of it.’ 

Eric: ‘Is there someone else you’re thinking of, that it could be relevant?’ 

Nurse: ‘What do you need to talk to them about?’ 

Eric explains. The nurse makes several different suggestions. Eric has already spoken to 

some of them. He finds a patient among those mentioned. (Observation Eric)  

The assessments by the staff and the doctors emphasize, on the one hand, that Eric is accepted as a 

legitimate peripheral participant on the ward; on the other, that he is a student who has no clinically 

relevant business with the patient other than getting some practice – and he therefore needs to get 

something ‘out of it’. This illustrates how Eric, supported by the staff, creates a learning opportunity 

related to the exam that is otherwise not an opportunity at the ward.  

The quotation also implies that, to Eric, it was an impediment that, midway through the clerkship, 

he had already spoken to most of the available patients on the ward. Eric shows interest in and 

commitment to the patients, but, as his main objective is to write a record without knowing the 

patient in a manner equivalent to the exam situation, it makes no sense for Eric to speak to the 

patients (alone) again. This portrays the patients as tools supporting Eric’s learning process. This is 

confirmed by the staff and doctors often assessing if the patient is “interesting”, “uninteresting” or 

“good patients” (for the students’ training). However, at times Eric finds it interesting to accompany 
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the doctor at interviews with patients he has previously spoken to himself: here, as a newcomer, he 

can watch how the oldtimer does it. 

Eric’s dedication means that even when he wants to accompany the doctor in PEU one day, he ends 

up taking charge of the admission interview with an arriving patient accompanied by a junior 

doctor. He later writes up the patient admission record from his notes jointly with the junior doctor. 

In this instance, exam requirement and practice are congruent; Eric solves a practice task as a 

newcomer accompanied by a more experienced practice member. 

Sporadic participation in day-to-day practice  

The staff is accommodating toward Eric. On occasion, he is assigned tasks during ward rounds, and 

he accepts them saying ‘I haven’t tried that before; I’d like to’, and he is also called on when there 

are problems with reading a pregnancy test. Despite this, Eric does not feel that he has been part of 

the ward: 

Eric: … we have no function here. I mean… In the other clerkships, we were able to do 

some doctoring and quite simply provide help, relieve… Yes, be part of the medical team 

there, by admitting new patients, for example, recording progress notes, reflecting on 

what it’s all about […] then of course you talk it over with a doctor […] and then it’s like 

you’ve done, you’ve saved that doctor maybe 20 minutes, you know? You just don’t get 

that here. I mean … I haven’t written any notes that would be used later, and I haven’t 

made any patient record in PEU that would be used later. All I’ve done has been for the 

sake of my own learning. That’s all well and good too, but there’s been no responsibility 

apart from my own learning. I mean, it’s like we haven’t contributed anything… to the 

day-to-day work. (Eric, interview) 

Eric’s above-mentioned preparation of an admission record gives a different perspective on Eric’s 

perception of having no clinical function. Moreover, the observations show that his keen interest in 
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patient interviews means that he speaks to patients who are otherwise not much spoken to on the 

ward. However, Eric himself does not speak up on ward rounds when patients he has been the last 

one to talk to are discussed. Asked why, he explains that he does not think he can contribute 

anything new and that he sees his interviews and patient records as training for his own sake. In this 

way, Eric keeps himself in the role of newcomer and student, and does not make use of the 

opportunity to take on a more participatory role. This is substantiated by the fact that he only 

sporadically reads the records of patients on the ward, doing so first when he needs to find 

inspiration for how to structure his own records. The records give an insight into how the doctors, 

as oldtimers, describe the patients. Likewise, Eric is not pro-active about getting feedback on his 

records, indicating that Eric does not learn from the oldtimers in the community of practice. 

The strategy in the light of situated learning 

Eric is accepted as a legitimate peripheral participant, but, with his autonomous strategy, he seeks 

out learning situations that draw him out of both the doctors’ and ward’s communities. By treating 

the patient interviews as training, and by opting out of the doctor community, he stresses the 

contrasts between exam requirements and clinical routine. He seems to create a training practice 

that appears like a parallel practice within the ward. Paradoxically, Eric wants to be given ‘proper’ 

tasks but at the same time does not engage with the ward or with the doctor role. Eric misses out on 

learning situations entailed in the informal part of the clerkship and gains only a slight insight into 

what it means to be a doctor in a psychiatric hospital. However, the strategy looks strong when 

viewed in the light of the content of the psychiatry exam, as Eric gains experience in conducting 

patient interviews in practice. 

Focusing on dialogue and social relations (Sue as key informant) 
Sue was assigned to a ward with a specialist and a specialist registrar. The ward was characterized 

by aggressive patients and disagreements between nursing staff and doctors. The doctors welcome 

Sue and find tasks for her. 
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Social relations and examination requirements as the basis of clerkship 

It comes out in the interview that Sue takes on the clerkship by finding doctors she can ally herself 

with so as to learn from what the doctor does. She has deliberately opted out of accompanying the 

junior doctors because she does not think they are sufficiently skilled (something they have said 

themselves), nor does she want to impose herself. Sue pays no attention to the LOG until the second 

day, when another student talks about its contents. She did not read it before the clerkship began. 

Initially, Sue starts her days on the ward by assessing whether the doctors have some ‘exciting 

tasks’; she follows the doctors to them, or the doctors point out something relevant to her. Sue 

accompanies the doctors at first, but does not think their tasks are relevant to the exam 

requirements. Then, she alternates between talking with patients herself and collaborating with 

another student on interviews and patient records. She only seeks out the doctors when she has 

some particular business with them, although she is keen to receive feedback. Sue approaches both 

care staff and doctors to gain access to patients. 

A feature of Sue’s clerkship is that three of the students know each other from a previous clerkship. 

On their shared journey to the hospital, they occasionally make plans to write patient records or 

watch videos together. They work to have the clinical tutorials re-scheduled to reduce ‘time wasted’ 

between lunch and tutorials. The group’s dissatisfaction grows throughout the clerkship, generated 

especially by the negative experiences of one student, Frida, on her ward. 

Sue is strongly oriented toward the other students and often includes them: she helps the other 

students with practicalities and encourages other students to join her in watching videos. Sue 

explains that she finds it productive when students watch and discuss videos together, because she 

feels unsure of her own judgment and benefits from the support of the other students. 

The doctor gives access to the ward  

On the first day, a doctor from the ward takes Sue along after the morning case conference. During 

the ward round, the specialist spontaneously breaks off to explain to Sue about the patients; both 
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doctors thereby mark Sue’s legitimate peripheral participation in the community of practice. 

However, the specialist refuses to let Sue accompany her to see a patient who is aggressive and 

needs to be coercively medicated. Sue approaches the other doctor, who explains about involuntary 

treatment and allows her to watch it at a distance: 

Doctor: ‘We’ll go along as well, then you can see it, too.’ 

All the staff go down the corridor and into the patient’s room. Sue, the doctor, and I stand 

outside the door. The doctor tells Sue to go in so she can see it, too. Sue and the doctor 

stand in the doorway and look into the patient’s room. The doctor explains something to 

Sue that I can’t hear. (Observation Sue) 

The fact that Sue may not actively participate but can be permitted to ‘see it’ from outside 

underlines the fact that she is a newcomer who has just arrived. Sue follows the two doctors 

throughout the first day. The day features several coercion tasks and meetings with The Danish 

Patient Safety Authority. Sue thus gets a dramatic insight on her first day into one of the most 

distinctive tasks in psychiatry, involuntary treatment, but is at the same time under the wing of an 

oldtimer. 

Access to practice by conducting her own patient interviews 

On Sue’s second day on the ward, the specialist mentions that Sue must ‘get some records written’, 

but also that ‘It is for training, so you can read about them first’ (Observation Sue). The specialist 

thereby acknowledges that it is important for Sue to have the opportunity to write records during the 

clerkship, although this is not a normal task on the ward. By remarking that Sue can read about the 

patients beforehand, and that it is for training, it is clear that Sue is a newcomer and the task is for 

Sue’s sake. After the patient interview, Sue concludes that she needs to get a better grasp on her 

structure, because she forgot to ask about important elements in the interview, and: 

Sue: ‘I really need to work out what to do when they cry…’  
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Sue explains that, if it were a colleague, she would give them a hug, but as it’s a patient, 

she doesn’t quite know what she can do. 

Sue: ‘Now I want to see a whole interview with an (experienced) doctor so I can see how 

you ask.’ 

Sue says that perhaps she should watch those videos. […] and she talks about being 

ignorant of the field. (Observation Sue) 

As a newcomer, Sue both wants to learn to handle the emotional patient as a professional and to see 

the interview technique of an experienced doctor in order to learn from the role model. Only once 

does she watch an extended patient interview on the ward, and she therefore uses the video library 

to see how the doctor asks about various things. The doctor in the video library thus appears as an 

alternative role model whom she can imitate. 

In the second week, Sue and Frida start interviewing patients and writing records together. They 

divide the task so that one leads the interview and the other can supplement it. Afterwards, Sue is 

preoccupied with the dialogue with Frida and asks Frida many questions. In this way, Sue also 

orients herself towards Frida as if she is an oldtimer. By inviting Frida to join her on the ward, Sue 

creates an opportunity for peer training, and though both Sue and Frida were seeking out feedback 

on their records, much of their dialogue about the patients they talked to did not involve the doctor 

or ward community. 

Participation in day-to-day practice focusing on examination requirements 

The field notes show that the doctors try to include Sue by explaining and bringing her along, and 

they see her as a future doctor: 

Specialist: ‘They (staff) aren’t the ones who carry the responsibility. You must remember 

that. It’s your responsibility (as a doctor).’ (Observation Sue) 
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Here, the doctor clearly marks their shared medical identity and the obligation that comes with that 

role, in contrast to the nursing staff’s role. However, although the doctors include Sue, she is not 

assigned real tasks on the ward, only training tasks related to the examination requirements. 

Moreover, Sue considers that the doctors on the ward are not really performing the tasks the 

students need to do; over time, Sue finds it frustrating that the doctor encourages her to perform 

tasks that are not directly relevant to the examination. Here, the contrast between day-to-day 

practice and the exam requirements becomes an obvious barrier to Sue’s participation in the 

communities of practice. By rejecting practice-based tasks for being irrelevant, Sue also rejects 

playing a more participatory role on the ward. The barrier is reinforced by the doctors and by Sue’s 

own focus on examination requirements and the student group. The contrast is further marked as a 

special practice/theory dilemma when Sue and Frida explain in the interview that they do not think 

they had a great deal ‘of learning’ from the clerkship, but that they have, on the other hand, had 

training. They distinguish between the two by considering learning to be  ‘knowledge you get’, and 

training to be getting practice in something. They hoped that the doctors would impart knowledge 

to them, e.g. in the clinical tutorials, because: 

 ‘It’s hard to learn something when you don’t know what it’s about.’ (Sue, interview) 

With this separation of theory and practice, Sue and Frida also describe themselves as students, not 

as practitioners, who necessarily must exercise knowledge and practice in the same breath. It is also 

clear from this quote that the doctors or ward communities of practice are not the focus for Sue and 

Frida. The ward is rather portrayed as an alternative teaching venue where newcomers have 

knowledge bestowed upon them by oldtimers. 

The strategy in the light of situated learning 

Sue is accepted as a legitimate peripheral participant on the ward, but she herself rejects the tasks of 

the ward’s community of practice. She seeks out training situations that offer the possibility of 

dialogue with others and finds it in the students’ community, where the focus is on training for the 



 
 

23 
 

exam. As the time passes, the ward is portrayed as a place giving access to patients and the creation 

of training opportunities - a portrayal that is supported by the doctors talking about records for 

training, and pointing at relevant patients. It is thus primarily Sue’s identity as a student that is 

supported during the clerkship. The student identity is further underlined by her asking for more 

‘learning’(knowledge) and less ‘training’, reflecting the scholastic tradition on which major parts of 

the medical education programme is based. She wishes to observe oldtimers performing tasks 

relevant to the exam, but the ward offers minimal opportunity for it. 

Random strategy focusing on the doctor (Allan as key informant) 
Allan is assigned to a ward, categorized as a training ward, and it has a big throughput of student 

nurses and trainee nurse assistants. The specialist registrar in charge is halfway through specialist 

training and receives sporadic help from junior doctors. Doctors as well as staff are accustomed to 

managing different types of students. The organization of the ward is team-based, and the ward 

round begins earlier than on the other wards. 

Routine practice as the basis of the clerkship 

Allan’s clerkship is characterized by the opportunities given to him by others. He has not looked at 

the LOG prior to the clerkship. In the interview, Allan explains that he will see ‘what happens’ and 

will start the clerkship by accompanying the doctor to see how the interviews are carried out. He 

explains that he prefers to sit with the doctor. Based on the ward round, Allan decides which of the 

doctor’s interviews of his  to join and to follow up on patients he has seen previously. Here, he is 

pro-active about accompanying the doctors, but reluctant to conduct interviews himself. The doctors 

frequently let him come along and offer him tasks, but do not put pressure on him. Hence, the 

doctor’s (daily) tasks and the doctor’s understanding of what Allan needs determine the things he is 

involved in during the clerkship. C also suggests tasks occasionally. When the doctor is unavailable, 

Allan pro-actively seeks out patients/tasks or goes to watch videos. 
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Allan’s daily routine is structured like the doctors’ by the two daily case conferences, but he often 

ends the day early. He quickly gets access to EHR and often uses the Internet to look up medication 

or read about diagnoses. Allan puts few clarifying questions to the doctors, but he seeks feedback 

on his notes/records. 

The psychologist as entry to the routine on a ward 

During the ward rounds on Allan’s first day on the ward, a psychologist remarks that Allan should 

come ‘along to something’. Afterwards, Allan seeks out both a specialist and the future specialist 

(hereafter called specialist). The specialist is reluctant, so Allan accompanies the specialist to an 

interview. Allan contributes during the patient interview and later has a dialogue with the specialist 

registrar about the patient; he is clearly acknowledged as a legitimate peripheral participant. On his 

second day on the ward, the specialist is more accommodating and recommends some patients that 

Allan should accompany her to see. She also gives him the opportunity to conduct a patient 

interview, but Allan is hesitant: 

Allan: ‘Do you think I can talk with patient X?’ 

Specialist ‘You’d like… Do you want to talk with the patient yourself, or aren’t you…?’ 

Allan: ‘I’d like to, but I haven’t done it before…’ 

Specialist: ‘You can read up on him and then we can go to the interview together, then you 

write a note.’ (Observation Allan) 

Allan then leads the interview and the specialist supplements; afterwards, Allan writes the progress 

note. He is thereby included as a newcomer who has to be helped with a task. 

Random access to conduct own patient interviews 

While Allan occasionally is pro-active, it is generally random events that determine whether he 

speaks with patients. In the last week of the clerkship, after speaking to a PEU patient and writing 

up the record, Allan decides that, for the remainder of the time, he will just ‘write training-up 
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records’ (14.11). Two days later, he nevertheless declines the opportunity of an interview with a 

patient being admitted to PEU: 

Allan asks the junior doctor if it is she who will carry out the admission interview. She 

confirms and Allan asks if he can sit in. He can. 

Junior doctor: ‘You are also welcome to do it [the admission interview].’ 

Allan: ‘I’ll just sit in.’ (Observation Allan) 

Here the junior doctor offers Allan the opportunity to lead the interview and thereby carry out an 

explicit task and Allan is invited to take a more participatory role in the community of practice. He 

declines the opportunity despite this being precisely the type of interview which, according to the 

LOG, must be practiced. However, Allan does subsequently write up the admission record from the 

junior doctor’s notes, thus contributing to the community of practice. 

As it is difficult to see patients on the last day of clerkship, Allan decides to watch videos instead. 

Participation in day-to-day practice by both staff and doctor  

The doctors are inclusive and find tasks for Allan. Among the staff, there is both support and 

skepticism when it comes to letting Allan perform tasks with psychiatric content; as a newcomer, he 

cannot perform all tasks. However, in several cases, the staff ask Allan to look at physical problems 

such as wounds. Here, he does not hesitate, but assesses the patient’s condition without 

reservations. Allan is thus accepted as a legitimate peripheral participant by the entire community of 

practice on the ward, but his degree of participation in the community of practice changes 

depending on whether the tasks to be solved are physical or psychiatric. His affiliation to the 

doctors’ community is substantiated when one day the specialist and psychologist from the ward 

walk over and have lunch with Allan and another student sitting alone in the canteen. 

Allan himself is eager to contribute to the community of practice, focusing on whether the tasks the 

students are doing on clerkship is used at the ward. At the same time, Allan’s approach is 
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ambivalent. On the one hand, he is much concerned with whether what he is doing ‘will be used for 

anything’. On the other, he describes the notes he writes in the EHR as ‘just a note’. It seems as 

though he does not acknowledge his own input to practice – because they are not admission records 

(as required for the exam). Moreover, he describes himself as writing ‘training records’, which he 

considers beneficial as he can redo them as needed because it is for his learning only. 

The strategy in the light of situated learning 

The strategy gives Allan great insight into routine tasks on the ward, and he also gets an impression 

of the ward community of practice. His legitimate peripheral participation is underlined by doctors 

and staff, who include him in practice and support him as a newcomer by giving him real clinical 

tasks on the ward. It is especially in the role of a medical expert that he is invited into the 

community, while, as a newcomer, he somewhat keeps his distance when it comes to carrying out 

psychiatric tasks. However, Allan preserves his own student identity by mainly accompanying 

doctors, by leaving before the doctors and by withdrawing to watch videos, when he believes there 

is nothing for him to do on the ward. Only by chance does the strategy support access to exam-

related tasks. This is confirmed when Allan, in the interview at the end of the clerkship, says that he 

still has much to acquire academically. 

Allan’s strategy can only be successful if the doctors pay attention to the learner and are willing to 

give him tasks. In this way, the ward was ideal for Allan’s strategy. 

Interpretations and findings across strategies  

 
The strategies reflect how the students navigate the clinical landscape based on more or less 

deliberate goals and preferences. As part of the strategies, but to different degrees, the students take 

actions to create opportunities to train for the exams by negotiating, manipulating and constructing 

the learning situations they do not have access to at the ward. This is illustrated by Sue leaving the 

ward to join her fellow students to watch videos or when Eric seeks to speak with patients by asking 
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the staff. Even in Allans’ strategy, where the learning situations are mostly connected to the daily 

work at the ward, he also constructs learning situations, e.g. when he decides to make “practice 

records”. The students construct ‘simulated’ learning situations that are related to clinical practice 

but are not part of the concrete practice at the ward. Since these (re)constructions are only possible 

when embedded in the clinical practice, as this gives access to the real setting and (most 

importantly) the real patients, we define this as parallel training practice embedded in clinical 

practice. This can explain why patients are predominantly seen as learning tools, rather than as 

psychiatric patients in need of help. Allan and Eric substantiate this interpretation by ignoring their 

own contribution to the wards and holding back information about patients at rounds (likewise the 

doctors and staff never ask), whereas Annie, as the only one, felt that she contributed to the care of 

a patient.  

Moreover, there seems to be an unspoken agreement between the oldtimers and the newcomers 

about the construction of the parallel training practice supporting the training for the exam tasks. 

The construction is supported by the doctors referring to LOG-related tasks and practice journals. 

This agreement is further underlined by the institutional frame giving access to the video library, 

which is also orientated toward the exam. For some students, the video library also gives access to 

observe a role model, however, a role model who does not participate on the ward. 

Meanwhile, Allan and Annie’s strategies also build bonds with the medical community of practice, 

whereas Sue and especially Eric’s strategy to some degree separates them from the community. 

Together with the many pre-planned student activities during the clerkship, the parallel practice 

contributes to maintaining the students in an identity as students. Hence, the students are to a lesser 

degree preparing for the role of a junior doctor in psychiatry, partaking in the ward tasks.  

The student-driven parallel practices can be understood as a consequence of the students’ ways of 

navigating in the discrepancies between the exam tasks and practice. Still, none of the strategies 
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described can accommodate, let alone bridge, the discrepancy between the exam-oriented 

requirements and day-to-day clinical practice. 

Discussion  
It seems to be a common understanding that the students’ learning goals in clerkship and the goal of 

the clinical practice are not balanced and patient care is prioritized over learning and supervision 

(Dornan et al., 2014; Han, Roberts, & Korte, 2015; Hägg-Martinell, Hult, Henriksson, & Kiessling, 

2017; Jaye, Egan, & Smith-Han, 2010). In a review of the learning opportunities for clerkship 

students, Jaye and Egan point to an incongruence identified between the learning objective set by 

the university and what happens in practice (Egan & Jaye, 2009). They find that during clinical 

clerkship, the daily tasks overshadow the university requirements, whereas we find the opposite. 

However, the students in our study had limited access to bedside training and involvement in the 

daily tasks. This might explain why the students in our study are orientated towards the university 

requirements which might seem more tangible than the more unpredictable tasks at the wards in the 

psychiatric speciality. However, other studies point to the risk of assessments and exams being the 

main orientation for medical students’ involvement in the clerkship (Al Kadri et al., 2011; Kandiah, 

2017).  

Contributing with a different perspective, a study of medical students in early clerkship found that 

the students can both be invited and be the ones who take the initiative to be involved in practice at 

the ward (Hägg-Martinell et al., 2017). Our finding shows that the strategies of Annie and Allan 

point to a sincere interest in being involved in the daily practice and the related learning situations 

(Annie focused on the doctor, Allan leaving it to chance). Eric and Sue seem to be highly orientated 

towards the exam, though Eric wishes to contribute to practice. Liljedahl et al. in a study on how 

medical students navigate in clerkship find that the students, though they are seen as legitimate, are 

not expected to contribute to the clinical practice (even in their graduate year), but are only 

considered present for learning purposes (Liljedahl, Björck, Ponzer, & Bolander Laksov, 2019). 
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Further, Liljendal et al. show that the students estimate what activities in the clerkship they should 

participate in to benefit their learning and what activities they should discard (Liljedahl et al., 2019). 

This has similarities with our findings where we also find a target-oriented approach to the 

clerkship, though in our study, students, doctors, and staff together actively (re)construct the 

relevant learning situations in the parallel practice instead of waiting for exam-related tasks to 

appear. However, both Eric and Allan express that they feel negatively about finding their 

involvement in tasks is for their own learning purposes and not for the ward community (or patient). 

Meanwhile, our study shows that they retain information about patients at rounds, whereby they 

keep themselves in a passive position. This position is stressed when doctors ask about the students’ 

interpretations of the patients, but the interpretaions are not used for patient care. In this sense, the 

learning situations are located in the landscape of the clinical practice but are not situated in the 

communities of practice. The situated learning then takes place in the parallel training practice. This 

explains why in the analysis the patients become objects for the students’ learning. With the 

envisioned patient-centered approach in mental health, the students focus on the patients as 

opportunities for learning and not for treatment and care could be considered problematic. Though 

patients are portraited likewise in other studies (Barrett et al., 2017; Elsey, Challinor, & Monrouxe, 

2017), we have found no studies that look into the consequences of this approach and how it affects 

students’ later orientation towards patients. Meanwhile, in a study of shift in medical students’ view 

of patient-centeredness, Alimugul et al. find that students to some degree lose their idealism about 

patient centeredness during their clinical training years (Alimoglu, Alparslan, Daloglu, Mamakli, & 

Ozgonul, 2019). We speculate that the parallel training practice could enforce a negative 

development of that kind, but further investigations are necessary to substantiate this idea. 

The parallel practice also has another disadvantage: in Lave and Wenger’s perspective, the 

clerkship is also conceived of as an opportunity for the medical student to create an identity through 

acceptance into communities of practice and to try out the strategically framed learning 
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opportunities. Annie’s, Eric’s and Sue’s strategies are aimed at the exam and not at psychiatry as a 

medical specialty, nor at residency in general. Hence, the parallel practice does not support 

professional identity development. On the contrary, they are maintained in an identity development 

of ‘still just a student’. Our analysis shows that this paradox is operative for the students both when 

they are fulfilling the university’s requirements (and thereby moving away from becoming part of 

the community of practice) and when they are seeking the community of practice but cannot yet 

take on ‘proper’ patient-oriented tasks in the clinic. When the doctors help the students with LOG-

related tasks, they substantiate the paradox and the movement between low/high degrees of 

participation. See the illustration in Figure 3. 

 

 

 

 

Figure 3: The paradox and the movement between degrees of participation 

 

Our findings raise questions about the possibility and importance of identity-making in a three- 

week clerkship in psychiatry. The identity-formation process might be more dominant in the 

postgraduate years. Fenton-O’Creevy shows, on the basis of a Wenger-inspired ‘trajectories’ 

concept, that students are not necessarily seeking full enrolment into the community of practice that 
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they are exposed to (Wenger-Trayner, Fenton-O'Creevy, Hutchinson, Kubiak, & Wenger-Trayner, 

2014). They divide the students into two groups respectively labeled ‘tourists’, who are only 

superficially interested in the community of practice, and ‘sojourners’, who engage to a greater 

extent and attempt to participate functionally in the community (Wenger-Trayner et al., 2014). 

Likewise Liljendal et al. refer to the students’ commitment to clerkships as “workplace guests” 

(Liljedahl et al., 2019). These portrayals seem to fit better with our findings than the more identity-

formating perspective posed by Lave and Wenger and points at unused possibilities for learning in 

the clerkships.  

It is relevant to look at this in conjunction with the study by Strand et al. (2015) of doctors’ 

conceptualization of medical students’ learning during their clerkship. They point to three 

conceptualizations: learning as membership, learning as partnership, and learning as ownership. 

Learning as ownership is especially relevant in that practice is understood as ‘a temporary source of 

knowledge’ (Strand et al., 2015) and the practice field is treated as a place to attain personal goal-

oriented skills (Strand et al., 2015). Three of the strategies in our study have the characteristics of 

learning as ownership, but with variations: Annie, with her focus on formal guidelines, Sue with her 

focus on LOG-tasks, and Eric with his focus on interviews. For the key informants of the analysis, 

participating in day-to-day practice provides an opportunity to master what is termed the informal 

curriculum. The informal curriculum is about values, ethics, culture, and professionalism. It can be 

understood as a crucial part of the transition from layperson to professional (Hafferty & Franks, 

1994). Against this background, the analysis shows both the used and the unused learning 

opportunities in relation to the informal curriculum. When the students do not join the community 

of practice, learning from the informal curriculum is limited. Cruess et al. point to the importance of 

making students’ professional development a more explicit part of medical education (Cruess, 

Cruess, Boudreau, Snell, & Steinert, 2014). Our findings point to the relevance of making it a more 

explicit educational objective of clerkships.  
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Allan’s strategy, in which day-to-day practice provides direction, resembles the learning as 

membership concept, in which it is the work tasks that direct the learning goals (Strand et al., 2015). 

This strategy seems better to enclose the informal curriculum. Further, it reflects to a higher degree 

the work-based learning conditions after graduation in the training to become a specialist. The 

strategy thus means that Allan is prepared for a learning context in which the governing logic is 

work-based. Clerkships could be considered a preparatory part of the training programme that 

students embark on after their medical studies, as junior doctors, and later in specialized medical 

training (Hägg-Martinell et al., 2017). Later in post-graduate training, they must navigate in a work-

based learning context, and they must primarily learn informally via patient treatment tasks 

(Dornan, 2012).  

Limitations  

One limitation of our study is that it is only based on students’ perspectives. Insights of both 

patients, doctors, and staff would have been an interesting contribution to understanding the 

clerkship as a multi-actorial setting. However, the study was outlined with an exclusive focus on the 

students. Another limitation is that though the strategic analytical approach inspired by Borgnakke 

is highly valuable, the analysis did leave out some of the more common observations briefly 

presented before the analysis. In contrast, the strategic analytical approach inspired by Borgnakke 

poses new insights into clerkships learning that go beyond the often used approach looking at study-

strategies.  

There is also a limitation related to the institutional and organisational structure of the education 

and the health care system in our study, as they are both publicly funded. This might lead to a low 

transferability of the findings to settings in which the education and/or health care system is not 

public-funded.  

Implications for medical education 
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The finding that the students participate in a parallel practice is to our knowledge a new insight. We 

believe that the construction of a parallel practice is not exclusively related to psychiatry, but is a 

consequence of the discrepancy between university requirements and clinical practice, the students 

and doctors’ focus on the exam tasks, and the tendency to overlook how the exam-related task could 

also contribute to practice. Many of the previously mentioned studies reveal that none of these 

factors are unique to psychiatry. 

This points to some simple overall changes that could improve the clerkship: A) Encourage the 

students to consider how and why the informal curriculum is important for their later work, B) 

make both doctors and students aware of how the students’ insights or updates about the patients 

gained in the parallel training practice can inform the rounds and thereby contribute to patient care.  

However, the findings also motivate some critical questions for further (re)reflections about clinical 

clerkship as part of the medical education. Likewise, it encourages to re-thinking the use and 

expectations of clerkship in psychiatry and in general; are clerkships utilized to learn specific 

(exam)tasks, or to prepare for the role as a doctor on call (in psychiatry), or residency work at the 

(psychiatric) ward, or are they utilized to prepare students for meeting psychiatric patients in their 

future roles as doctors, or for improving recruitment to the speciality? Or in general: are the 

clerkships utilized for exams, for forming a professional identity and preparing the students for their 

future work as junior doctors? 

In this respect, our analysis shows that a three-week psychiatry clerkship is more a step on the way 

to passing an exam than an identity-formation process supporting the development of a professional 

identity. Students’ learning strategies vary but they are predominantly governed by the university 

requirements, and the clinical context is managed more like a training territory than a workplace; 

likewise patients are seen more like learning objects than service users.  
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