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Abstract
Purpose: Medicine is rapidly changing. New clerkship models have been proposed, including coaching. The
authors studied a group of individuals able to comment on both worlds: medical students who had been
coached to high levels of performance in sports, music, and debate. The study was undertaken to understand
the learning culture in the clerkships and whether it was similar to the students’ previous coaching
experiences.
Method: Using a constructivist grounded theory approach, the authors conducted two focus groups with 23
students. Data were analyzed iteratively using constant comparison. Key themes were identified to obtain a
conceptual understanding of coaching and clerkships.
Results: Five types of learning events regularly occurred between coaches and students, and a sixth was
unique to medical students in the clerkships. These were: relationship with the teacher, expectations,
observation, practice, feedback, and measures of success (in the clerkships). The five events associated with
coaching were noted as strengths by students, while the same five were noted as weaknesses in the clerkships.
Conclusion: Medicine’s current learning culture makes it difficult for teachers to impact learners’
development, making thoughts about incorporating coaching into clinical settings problematic. The culture
must be addressed, so that coached deliberate practice may be used.
Medical training began with an apprenticeship model for learning clinical skills. Although there were certainly
disadvantages to this kind of training as reflected in the Flexner report, the apprenticeship model did have its
advantages. The function of apprenticeships is to bring learners from the periphery of participation (as an
observer) progressively into the center of a community of practice as their skills improve (Lave & Wenger,
2003). That is, master physicians had their apprentices simply observe in the beginning, but gradually
increased their involvement in patient care until they could care for patients as competent physicians. The
speed of this evolution was determined by the master, based on a longitudinal relationship with his apprentice
and hours of direct observation, practice and feedback. This required skills on the part of the master very
similar to that of a coach today, although it is doubtful that the masters called what they were doing by that
name.
Keywords: Medical Education – general, student study/learning styles and learning styles and mentoring.
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Introduction
Medicine has come a long way since the master-apprentice model was the only method employed to educate
future doctors, and the learning environment has changed dramatically. Although clinical experiences may
occur sporadically in the first two years of medical school, the majority of same occur in the clinical clerkship
year (third year of training in U.S. medical schools.) This year is usually divided up into segments of varying
lengths in which students rotate through a variety of specialties (typically Family and Community Medicine,
Internal Medicine, Psychiatry, Obstetrics/Gynecology, Pediatrics and Surgery). However, there is evidence
that what we think is going on in clinical clerkships might not actually be what is happening (William et al,
2008; Williams et al, 2011; Han et al, 2014). External calls for change are also occurring (Irby etal, 2010;
Christensen et al, 2009; Task Force on Academic Health Centers, 2002; Institute of Medicine, 2003a; Institute
of Medicine, 2003b). Coaching has been suggested as a solution for some of the problems seen in current
clinical medical education settings (Davis et al, 2006; Gawande, 2011). Coaching in music, sports, and a
variety of other performance-based fields has been well-studied (Ericsson, 1996). Many fields have turned to
coaching to train employees, educators, etc., when their usual methods fail to produce desired results (Contu
and Kauffman, 2009; Muir, 2009; McGuffin & Obonyo, 2009; Levine, 2012; Chval et al, 2010; Showers &
Joyce, 1996).
The problem is that a focus on the individual learner does not take into account the learning environment in
which the training is occurring. We know little about the interplay between individual and socio-cultural
influences on coaching. This knowledge is essential if we would like to propose a coaching model in medical
education capable of success. We studied a unique group of individuals able to comment on both worlds:
upper level medical students who had been coached to high levels of performance in sports, music, and in one
case, debate, before entering medical school.
As these trainees went from one role to another, we wondered how much of their experiences being coached
were similar or different as compared to their experiences as medical students rotating through third year
clinical clerkships. We undertook this study to understand
the learning culture in the clerkships and whether it was similar to the coaching experiences our students had
previously. If the latter, we hoped to better understand the implications of proposing a coaching experience
for medical students in their clerkships.
Method
This study was categorized as a non-research activity by Southern Illinois University School of Medicine’s
IRB in 2013.
We used a constructivist grounded theory approach to explore students' perceptions of their clinical clerkship
experiences so that we could understand what is happening within a clerkship setting. Both the vantage points
of the participants and the researchers must be taken into consideration, since the data emerges from the
interaction between them. Researchers must reflect on their own backgrounds, and share these to allow a
more meaningful interpretation of the study. The lead author (DR) was at the time of this study a 4th year
medical student with a special interest in medical education; he is now a resident at a different institution. (He
participated as a researcher only and was not interviewed as part of the sample of student participants.)
Working with him was (DK) a doctor with extensive experience in medical education, and a collaborator with
significant expertise in both education and qualitative methodology (NR). Purposive sampling of learners
who had a background in debate, music or sports and were also third or fourth year medical students was
done. This sampling strategy requires selection of participants the researchers consider likely to provide rich
information relevant to their research question (Watling & Lingard, 2012). Like medicine, debate, music and
sports are performance-oriented, however, these fields use a coaching-type learning model, unlike medicine
(Cooke et al, 2010). All participants were from one medical school. Initial contact was made by an email sent
to all third and fourth year medical students describing the profile of the individuals we were looking for and
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inviting their participation. Students responding by email were contacted by DK for a brief discussion of their
background to ensure they were appropriate for the study. Twenty-four participants were originally qualified
to enter the study; one ultimately withdrew due to scheduling difficulties. The students had backgrounds in
music (n=11, with 5 fourth year students and 6 third year students), sports (n=11, with 2 in the fourth year and
9 in the third year), and one third year student with an extensive background in competitive debate.
Focus groups were semi-structured and 90 minutes in length, with general questions about the students’
experiences being coached and their experiences learning in clinical clerkships followed by open-ended
questions to elaborate upon these experiences of learning in each of these cultures. The two focus group
discussions that were held were captured through the use of extensive, and where possible, verbatim notes
kept by the primary interviewer (DK) and (NR). There were 16 students in the first focus group and 7 in the
second. Data were analyzed using the constant comparative approach commonly used in grounded theory
(Corbin & Strauss, 2008). Consistent with this approach, the process of data collection and analysis was
iterative. Themes identified in the initial focus group were explored in more depth in the second focus group,
and thematic categories were identified.
Coding of the data into key themes was done using Atlas.ti v.7.1.8. (Atlas.ti Scientific Software Development,
GmbH, Berlin, Germany). Initially each author separately examined the written notes of the first focus group
to identify themes. The authors then met together to discuss what they had found. Themes identified in the
first focus group were compared repeatedly and coding categories were defined to organize the data. This
initial coding scheme was then applied to the second focus group, and categories were re-examined and
refined. The three authors did this work apart, and then together at regular intervals throughout this process.
Once the coding scheme was completed, the authors examined relationships among the categories to raise the
analytic level from categorical to conceptual to make the analysis more meaningful. Saturation was achieved
by the end of the second focus group (Morse, 1995). Saturation implies that there was collection of sufficient
data to allow an adequate understanding of the properties of the concepts that formed our initial research
question.
Results
We identified five types of learning events that regularly occurred between coaches and students, and a sixth
unique to medical students in the clinical clerkship environment. Figures 1 and 2 characterize the events as
they occurred in the two environments. (Insert Figures 1 and 2 here) The six types of events were:
relationship with the teacher, expectations, observation, practice, feedback, and measures of success.
Following is a description of each of these concepts in greater depth, with representative quotations from
participants.
Relationship with teacher
When asked to compare and contrast the differences between being a learner in a coached performance
(music/sports/debate) versus a medical student in a clinical clerkship, students noted that they had long-term
relationships with their coaches who came to know them very well. (Range of coaching experiences was from
a minimum of 2 years to 10 for our participants.) This relationship allowed the coach to recognize the
individual background of each student, and tailor comments and activities to help the individual improve.
“They ‘knew me’ as a person. There was a relationship there.”
“We are the focus, not a bystander.”
“Coaches could adjust their techniques, it was not ‘one size fits all’.”
In contrast, clinical clerkship relationships between students and teachers were characterized as very short,
with the focus on the patients, not the learners.
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“We don’t spend enough time with one person for them to get to know you and for you to get to know them.
You’re on a rotation for 6 weeks, but you’re lucky to spend 2 days with one person.”
“When you change teachers they have to start over and their expectations may be too high or too low because
they don’t know you.”
“Physicians have their patients and their lives. You aren’t their #1 priority.”
Expectations
Students characterized their work with coaches being full of specific goal setting, tailored to the individual.
Activities were often sequentially staged to meet the needs of the improving student. Expectations were high
as to the performance level that could be achieved, and were also very clear to both student and coach. This
had the effect of motivating the students to work harder, which in turn helped build confidence.
“We worked on each phase separately. We worked on specific deficits and position.”
“(I was given) critical feedback – ie, you need to tweak this…… (Then when I heard) well done it was an
ego boost.
“They (coaches) push you.”
“Tailor the method to the individual, then establish standards for the group (drills) too. So one-on-one takes a
different approach than group methods, and changes for the individual.”
Conversely, clinical clerkship experiences were characterized as having no clear goals, with expectations
changing frequently because teachers rotated frequently and each had individual differences as to how they
thought something needed to be done. Students also felt as if they were being evaluated every time they met
with a faculty member, not taught.
“You don’t know what to expect with each physician. There are lots of different ways to do the same thing –
there is no explicit one way to do it”
“I don’t get pushed to perform better, because they don’t know how to push me.”
“There were no real educational goals….there were lectures for that.”
“There was a different teacher every week and you would learn different techniques and then expect to get
better.”
“Physicians were there to assess what you know and grade you.”
Observation
Students in coaching situations noted that observation was plentiful and the main goal of the observation was
to identify specific strengths and weaknesses and develop a program of practice to remedy the deficiencies.
Often component parts of the overall skill (for example, piano playing) were broken down into smaller steps
before being put back together into a complete performance.
“The coach would have you doing only the hard part (of the piece) repeatedly. I was stopped often when it
was incorrect so I couldn’t create bad habits.”
“(The coach was) dividing tasks down to their component pieces – catching, not just shooting – miniscule
steps – eventually you could put it all together.”
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“Coaches teach you how to practice and then they watch you.”
In comparison, medical students on a clinical clerkship often felt that their role in the clerkship was that of an
observer, not a doer.
“Some (residents) are like we don’t have time for that; the learning opportunity gets taken away. I found there
are a lot of opportunities that get taken away.”
“If you are bad, they (physicians) tell you to go home and practice.”
“There is no one critically looking at our histories and physicals.”
“They (faculty) tell us ‘you’ll learn that later’ or ‘teach yourself.’

Feedback
Coaching situations provided students with feedback that was constant, detailed, and actionable. It
immediately followed the action that was observed, and both student and coach worked together on improving
the performance.
“During athletics there is constant feedback, not in 3 weeks (like the clerkships).”
“They (the coaches) identified what I did bad…..and taught me (how to fix it).”
“(In) coaching, critical feedback is the most critical aspect, so you know what you’re doing well and getting
feedback on tweaks or changes to pull.”
“There were measurable goals that you were both working toward (student and coach).”
Clinical clerkship feedback was characterized as disembodied from the actual event, at the middle and end of
the clerkship only or completely absent. There was often no follow up to feedback that was given, to see if
the student had actually worked on the deficient skill. This gave students a false sense of doing well, because
they believed that if they hadn’t heard anything they must be doing satisfactorily.
“There is not a lot of feedback.”
“Difference between athletics and third year is athletics is constant feedback, the coach talks to you in
practice. In school feedback comes at the end, disembodied, false sense that you’re doing ok. They (coaches in
athletics) would never say, ‘oh, let’s see if he misses three more shots and then talk to him’.”
Practice
Coaching situations provided ample opportunities for practice, through planned activities, improvement
through repetition, specifically addressing weaknesses with homework, and staged hierarchical exercises.
“Tricky pieces were broken down into smaller exercises, once they were managed it made the rest easier.”
“We would have the priority of one thing over all others (for a while) and then focus on something else.
“In steeplechase we were told what we did well versus what we needed to work on….small things…we never
got to perfection.”
“We had homework – ‘mini-goals’ along the way.”
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On the other hand, practice in the clinical clerkship realm came about in an opportunistic or idiosyncratic way,
with no standardized performance to compare oneself too, and insufficient practice opportunities to develop
competency. There was no mention by the students of homework given, much less homework being checked
by faculty in clerkship settings.
“In the third year there is a list of what you should see, but we don’t do enough to get the skill.”
“(We were) not very pushed third year.”
“In the IM clerkship we showed up, and (if we) told them enough, (they) stopped asking.”
“(I) didn’t feel that the third year was to build clinical skills. It was knowledge building toward Step 2 in a
different setting. (You) just got through the hospital so you could get home and study.”
Measures of success
While students speaking about their experiences being coached did not talk about being assessed by their
coaches (a summative judgment about performance), measures of success were brought up frequently when
the students talked about their clerkship experiences. Measures discussed included showing up, teaching
yourself, impression management and the shelf exams (and ultimately Step 2 CK). Students expressed a
concern about looking ‘too opportunistic’ when asking for patient experience.
“If you don’t know something you give the wrong impression to start – what it looks like you do is more
important than doing it.”
“Are my scores lower than they should be because they don’t get to know me?”
“Faculty are impressed when you come with skills. They like that. If you come with a deficit, you are seen as
bad.”
“With violin I wanted my teacher to think I played well, but that wasn’t the end goal. In clerkship the main
goal is to impress the attendings and the residents, not to see how much you can improve from the
experience.”
“The clinical got in the way of the study for the shelf.”
“I found that there are a lot of opportunities that get taken away. Sometimes you want to bring it up and
sometimes you don’t because it’s all about the patient, you can’t say that you wanted the opportunity, because
you are looking out for yourself, not the patient.”
Discussion
Shulman, discussing his concept of signature pedagogies (the specific characteristic forms of teaching and
learning that occur within professions) noted that although they make for efficient learning, they become
plagued by tunnel vision and thus need to periodically compare themselves with other methods of teaching
and learning to broaden their thinking (Shulman, 2005). This approach has been used to provide important
insights into other fields (Golde, 2007; Schrand & Eliason, 2012), suggesting that perhaps we would do well
to compare medical education with other learning fields to enhance our own curricula.
We identified five sources of influence that a coaching framework has in the learning situations of sports,
music, and debate. Interestingly, we discovered that students were describing their experiences being in a
coaching environment using elements from deliberate practice (expectations, practice, observation and
feedback)(Ericsson et al, 1993) in addition to the need for a strong, safe, and trusting relationship between
teacher and learner (Cushion et al, 2006: Watling et al, 2014).
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Our results suggest that the characteristics of coaching presented by our students starkly contrast the
characterization of instruction in clerkships. The majority of our students’ experiences during this time were
opposite that which they experienced with coaching. While the same 5 categories of coaching influence
emerged from the students’ perceptions of the clerkships, they were characterized negatively in that setting.
The sixth category, measure of success, was emphasized in clerkship learning events by the students but was
not present in coaching, likely because measuring success (summative assessment) is rarely in the hands of the
coach. Many of our students felt that success in the clerkships was measured by the students’ ability to
impress faculty and perform well on standardized tests, such as the National Board of Medical Examiner’s
shelf exams and USMLE Step 2, versus improving their diagnostic, management and physical exam skills
toward better patient care.
Several studies have reported results parallel to our own in relation to feedback and observation (Watling et al,
2014; Watling et al, 2013). For example, these studies found that medical learners complained feedback
lacked specificity and immediacy and as such was not seen as credible. Medical learners in both studies noted
they frequently received feedback on unobserved performances (ie presenting the case to their supervisors as a
proxy for seeing the patient while observed by the supervisor) and were otherwise rarely observed. Our
students commented upon the same phenomenon. There was also little doubt in the minds of the medical
learners in the two studies that their teachers had dual roles as supervisors and clinicians, and there was little
doubt as to who took precedence (patient care over teaching). The same was true of our students.
Our study supports the notion that students do not perceive their experiences being coached as similar to their
learning experiences in clinical clerkships. Instead of gradually becoming more involved in patient care while
building clinical skills, student participation remains peripheral and fragmented. None of the comments
indicated a functional medical student-teacher relationship in which faculty can adequately assess students,
and students are comfortable admitting their deficiencies. Instead, the comments suggest a superficial
relationship with multiple faculty who spend limited time engaging students. Without continuity between
faculty and students, effective feedback cannot be delivered nor received. Without effective feedback,
students cannot be expected to efficiently improve performance when they have limited means of identifying
and remedying their deficiencies. If dedicated practice is an essential element in clinical teaching, it would
appear that our current clinical training system comes up short (Davidoff, 2011). Perhaps this is why our
students considered measures of success dependent on standardized exams, versus their evaluations from
faculty members. It is difficult for students to assign credibility to an assessment from faculty, and therefore
use it to improve clinical skills, if they do not feel that faculty members know them well enough to accurately
evaluate them. It appears faculty feel the same way (Dudek et al, 2005).
There may be opportunities in the current medical education system to allow for a training experience more
closely approaching coached deliberate practice. One model with promising results in this area is that of
longitudinal integrated clerkships (Bates et al, 2013; Hirsh et al, 2012). The success of this model will depend
on longitudinal relationships between one student and one faculty member as was true in apprenticeship
training models. Other models have been proposed including a longitudinal critical clinical competency
curriculum with a radically revised third year (Klamen, 2015) and the integration of technology into
clerkships, such as simulation, providing students with repetitive structured practice scenarios while receiving
immediate feedback (Bradley, 2006).
Given the mounting concerns about our current educational practice, numerous calls for change, and a
voluminous body of evidence demonstrating the effectiveness of coached deliberate practice in other
disciplines, the field seems ripe for this shift to occur. We can no longer rely on students passively navigating
through rotations with unattainable lists of objectives, all while hoping they receive adequate clinical
experiences and competently build clinical skills. Instead, we must reengage them and provide the continuity
necessary for the development of meaningful, longitudinal relationships with faculty. In doing so, we may
enable our faculty to better assess student development, accurately deliver feedback, and accelerate student
progression toward competency. Medicine is fortunate to have a highly motivated student body with an
equally ardent faculty that strives to maximize student potential. However, just as we do not expect beginning
medical students to be master clinicians, we should neither believe that faculty members are uniformly
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advanced in their teaching skills. The framework for faculty development in both coaching and deliberate
practice has begun to be developed (Gifford & Fall, 2014), however much more attention on training is
necessary.
Our study was limited by the use of field notes instead of verbatim transcripts from audio- or videotapes,
which may have limited our interpretation of student responses. Our study was also limited to that of one
medical school. We know that there are faculty who provide effective feedback in medical education in our
current clinical clerkships, but this is spotty and thus may have been under-represented by the students in our
sample, especially since they were comparing it with the near-constant feedback that is available in
competitive sports, music or debate.
Conclusion
Although music, sports and competitive debate are not medicine, they have been the substrate for examination
of the acquisition of expert performance in a complex skill. We believe that medicine’s current learning
culture is making it difficult for its teachers to meaningfully impact its learners. The current clinical practice
environment makes incorporating coaching into clinical settings difficult, if not impossible to occur. As
educational goals shift from process-based to outcome-based (Nasca et al, 2012), we must continue to
cultivate effective teaching techniques, such as coached deliberate practice, and integrate their use with
clinical practice, to ensure our medical students achieve milestones essential to success. Summarizing our
thoughts as a result of this study, we offer the following as explicit feedback to this end.
1.
Extend the period of time in which students and their assigned faculty members interact so that
relationships become safe places where feedback is expected and thought to be credible.
2.
An extended relationship would also make it possible for more individualized, targeted feedback to
occur, based on increased amounts of direct observation of the student by the faculty, and thus an increased
opportunity for practice at increasingly complex levels.
3.
Link feedback to explicit practice plans so that students can strategically improve their performance.
4.
Decouple assessment from coaching.
5.
Explicitly reward faculty for excellence in teaching and afford them protected time to teach.
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Figure 1: Network of coded field notes from 3rd & 4th year medical students characterizing prior coaching
experiences.
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Figure 2: Network of coded field notes from 3rd & 4th year medical students characterizing third-year
clerkships.
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