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Case Study: A Midclerkship Crisis—Lessons
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Abstract
Advising medical students is a challenging
task. Faculty who serve as advisors for
students require specific skills and
knowledge to do their jobs effectively.
Career choice is one of the many complex
issues about which medical students often
seek assistance from a faculty advisor. The
authors present a case of a third-year
medical student with career indecision,
with a focus on the various factors that
may be influencing her thinking about
career choice. Key advising principles are

Medical students often experience

uncertainty and apprehension around
career planning, and many seek advice
during the process. Specialty choice at the
start of medical school often differs from
that at graduation.1 A student’s final
decision represents a complex cognitive
and emotional process that takes into
account multiple contributing factors.2,3
Patients, the public, and the medical
profession have a vested interest in
ensuring that students make appropriate
decisions. Both students and institutional
leaders at schools of medicine have
recognized the importance of assisting
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and self-awareness. The authors propose
reflective questions to enhance meaningful
discussions between the advisor and
student and assist in problem solving.
Many of these questions, together with
the key advising principles, are
generalizable to a variety of advising
scenarios between advisors and learners at
all levels of training.

provided as a framework for the discussion
of the case and include reflection, selfdisclosure, active listening, support and
advocacy, confidentiality, and problem
solving. These principles were developed as
part of the Advising Case Conference
series of the Johns Hopkins University
School of Medicine Colleges Advisory
Program. Emergent themes from the case
included a student’s evolving professional
identity, a student’s distress and burnout,
lifestyle considerations, and advisor bias
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students in this process, and many schools
have advising programs to accomplish
this.4 –8

efficacy, we and our CAP colleagues
developed a set of advising principles that
provide a systematic approach to cases.
These principles focus on the
responsibilities of both the advisor and
advisee in the relationship (see Table 1).
The table presents statements of key
principles (left-hand column) that are
generalizable to most advising scenarios,
and it presents specific examples (righthand column) from the case described
below to illustrate the full meaning and
application of the principles.

In response to students’ requests for
increased student–faculty interactions, in
particular around career planning, the
Johns Hopkins University School of
Medicine Colleges Advisory Program
(CAP) was created in 2005. The primary
goal of this program is to enhance the
personal and professional development of
medical students. Twenty-four faculty
members from nine clinical departments
serve as longitudinal advisors. Each student
is paired with an advisor and assigned to
one of four colleges within the program.6
Students meet their advisor on the first day
of medical school; thereafter, they meet
quarterly and as needed. Faculty also
precept their student advisees in the
Introduction to Clinical Skills course.
Students interact with their advisor
regularly at medical school milestone events
and social functions sponsored by the CAP.

The following is a description of a
medical student advising case as it was
presented during a CAP advising case
conference. After the case, we summarize
the main emergent themes from the case
discussion among faculty advisors and
give examples of interventions that an
advisor might employ. This particular
conference began with an advisor
presenting, in narrative format, the case
of a deidentified third-year medical
student who sought out the advisor for
information on nontraditional careers
after medical school.

CAP faculty recognized early on the
complexity and scope of medical students’
advising needs. A quarterly meeting, the
Advising Case Conference, was created for
faculty to confidentially discuss challenging
advising scenarios with the goal of
advancing advisors’ skills. This conference
allows our faculty to share their collective
experience and expertise around advising
medical students. To enhance advisors’

The Student Case (as Presented
by the Faculty Advisor)

M is a female, third-year medical student
who contacted me to discuss a new
challenge in her thinking about her career
path. We have already met on several
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Table 1
Key Advising Principles and Their Applications in the Case Described in This
Article*
Advising principle

Case-specific application of the advising principle

Advisee responsibility
.........................................................................................................................................................................................................
Personal responsibility
Advisee is committed to working with the advisor and thus
seeks out her advisor to discuss her interest in pursuing a
nontraditional career, and she comes to the meeting well
prepared, having done substantial research into various career
options.
.........................................................................................................................................................................................................
Self-disclosure and honesty
Advisee shares her experiences on inpatient rotations and is
honest about her feelings even in cases when they might be
considered to fall short of professional values in medicine,
such as not enjoying patient care as much as she had thought
she would.
Advisor responsibility
.........................................................................................................................................................................................................
Advisee-centered
The advisor explores the student’s perspectives, needs, and
concerns around nontraditional careers and forms a
partnership with the student to address these issues together.
.........................................................................................................................................................................................................
Active listening
The advisor listens intently, seeking to understand and
connect to the advisee’s experience. She asks questions to
deepen understanding and achieve clarity about the concerns
raised, and she conveys empathy or support.
.........................................................................................................................................................................................................
Respect for diversity, individual
The advisor expresses respect for the student’s career choices,
choices, and autonomy
responds nonjudgmentally to the student’s statements, and
works to minimize any perceived hierarchy to enhance the
student’s expression of personal choice.
.........................................................................................................................................................................................................
Provide support and advocacy
The advisor offers recommendations and resources to explore
clinical roles not represented in inpatient medicine and to
explore other nontraditional careers that the student had not
already considered. The advisor offers assistance in facilitating
first contact with the desired resources.
.........................................................................................................................................................................................................
Assist in problem solving
The advisor engages the student as a partner in addressing
complexity and, when needed, works toward reframing
questions to enhance understanding of the student’s
concerns. This typically involves exploring the advisee’s
interests, strengths, values, and career goals. The advisor
redefines the initial request to identify better the student’s
concerns about clinical medicine by asking the student to
consider and compare the pros and cons of clinical and
nonclinical careers.
.........................................................................................................................................................................................................
Confidentiality
Confidentiality is implied based on an explicit advisor–advisee
agreement at the beginning of the relationship and reviewed
as the context requires. This ensures full disclosure on the part
of the advisee.
Shared responsibility
.........................................................................................................................................................................................................
Reflection
The advisor poses reflective questions to better understand
why the student does not want to pursue a residency and
practice clinical medicine; the student responds honestly and
thoughtfully.
.........................................................................................................................................................................................................
Self-awareness/self-monitoring
The advisor is conscious of her own biases about this
student’s choice and avoids stating what she thinks is “best
for the student.” The advisor models self-awareness and selfmonitoring by sharing her feelings with the student.
.........................................................................................................................................................................................................
Relationship-centered
The advisor and student engage in the discussion in a way
that demonstrates respect and care for each other as
individuals; the advisor seeks to collaborate with the student
to develop a plan to assist her; the student expresses
appreciation for the advisor’s assistance and their relationship.
* These principles were developed as part of the Advising Case Conference series of the Johns Hopkins University
School of Medicine Colleges Advisory Program. The responsibilities presented in the table should be
generalizable to most advising scenarios. The case-specific applications shown in the table provide examples of
how the advising principles can be implemented.

occasions to discuss career planning. As
her advisor, I have come to know M well
and enjoy our interactions. Like myself,
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she entered medicine following an
undergraduate concentration in the
humanities. Before coming to medical
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school, she was active in public health
advocacy and human rights. Also to her
credit, she had successfully completed
research projects in a medical field. To
this point in medical school, M appeared
well adjusted, academically successful,
and happy with her experiences. As her
preceptor in the Introduction to Clinical
Skills course, I observed her interactions
with patients and colleagues. She
demonstrated excellent interpersonal and
communication skills. Overall, her
academic performances in her preclinical
courses and during clerkships have been
above average.
M is now a late third-year student. She
has completed most of her basic
clerkships, and as of yet, no particular
specialty has appealed to her. She has
grown increasingly concerned and begins
the meeting by stating that she is
exploring “nontraditional” career paths.
M explains this to mean that she does not
intend to pursue postgraduate residency
training in a clinical specialty. She asks
for my input on this and also wants to
know if I have specific suggestions for
“nontraditional” careers that she has not
considered. She has already researched
opportunities in various consulting
groups.
I invited M to share her career interests
and goals in greater depth (this type of
approach is described in Table 1 under
“Reflection”). “What do you feel is
missing from clinical medicine for you?”
I asked. M responded, “So far, I just have
not been pulled toward any particular
field. I enjoy interacting with patients,
but I don’t feel like this is the thing that is
driving me to go to work each day.” M
explained that her thinking was based
primarily on her experiences during her
inpatient clerkship rotations. “One of the
big turn-offs for me,” she said, “was
listening to residents talk about how
much they regretted what they were
doing.” She explained that based on these
ward experiences, she is worried that
residency training would be
overwhelming, take over her entire life,
and cause her much unhappiness. M
continued, “I think that because my
exposure has been limited to inpatient
experiences so far, I have not seen many
doctors who seem to feel like they have a
lot of flexibility. It seems as doctors
progress in their careers that they have
less autonomy and more responsibility. It
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just seems that there’s no light at the end
of the tunnel.”
I empathized with M and recognized the
difficult endeavor of trying to understand
the range of opportunities within
medicine when primarily seeing it
practiced on busy inpatient services. In
particular, I acknowledged that specialty
choice and residency applications are a
major source of anxiety for third-year
medical students (Table 1, “Active
listening,” “Advisee-centered”). I
encouraged her to consider that her
experience on the wards was not typical
of how many physicians spend the
majority of their time. To experience this
firsthand, I suggested that she take
advantage of opportunities to participate
in an outpatient clinical rotation. I also
urged her to talk with various physicians
about their other professional roles
beyond inpatient attending and possibly
shadow them in their clinics (Table 1,
“Advisee-centered,” “Assist in problem
solving”).
M was asked to share what she perceived
to be the benefits of a “nontraditional”
career (Table 1, “Assist in problem
solving”), and she explained, “being in a
diverse field with very diverse people and
projects; immediately starting to work;
using the skills I thought I was good at
but not currently using much in
medicine such as project management,
leadership, and communication; feeling
appreciated; receiving good pay and
benefits.”
M and I then brainstormed possibilities,
considering the spectrum of
opportunities available to medical school
graduates with or without clinical
training that might allow M to fulfill her
interests and meet her lifestyle needs. I
encouraged M to research the ideas that
interested her most and gave her contact
information for potential faculty role
models. She was also given suggestions
and contacts for other nontraditional
careers such as those in government
agencies, international organizations,
health policy, and medical journalism
and writing. I offered to help initiate
these contacts, should M desire (Table 1,
“Provide support and advocacy”).
Finally, I was aware of feeling conflicted
during the conversation. On the one
hand, I wanted to convey respect for her
choices, but I also felt that M would make
an outstanding clinician and had much to
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contribute to patient care. I disclosed
these thoughts and feelings with M
(Table 1, “Respect for diversity,
individual choices, and autonomy”; “Selfawareness/self-monitoring”).
At the end of the meeting, I suggested
that we meet again soon, after she had
time to reflect on our conversation, and
invited M to set an agenda for what she
would like to do next and how I could
help her (Table 1, “Advisee-centered,”
“Assist in problem solving”).
Case Discussion Among CAP
Faculty Advisors

The discussion following the case
presentation focused on four main
themes: (1) development of professional
identity, (2) medical student burnout, (3)
lifestyle issues and career choice, and (4)
advisor bias, self-awareness, and selfmonitoring.
Development of professional identity
Some advisors wondered if a familiar
scenario was at play: The medical student
is at a crossroads and wondering, “Is
medicine right for me, and am I right for
medicine?” The advisors initially focused
on the context, taking into account the
student’s developmental stage of training.
The student is in her third year of
medical school, during which time she is
experiencing increased responsibility and
stress related to caring for patients.
Further, she is at a stage in her training
when she is beginning to feel pressure to
make a career choice and may feel
isolated when her classmates declare their
career plans. During medical school and
especially during the clinical years,
students undergo a profound
transformation from laypersons to
physicians. Traditionally, this has
involved a sense of complete
commitment and dedication to the
profession. Students may question their
ability and desire to live up to this role,
especially in situations where they see a
potential for their core values to be
threatened.9 –12 For some students, a
measurable change in their attitudes away
from altruism and humanism may occur
as a result of these experiences.10,13–16
This major shift in self-image and
identity may be accompanied by a crisis
of confidence and self-esteem. Advisors
recognized that M’s request for advising
around nontraditional careers may be
symptomatic of a deeper issue, perhaps
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related to a conflict about her evolving
professional identity and loss of idealism
about clinical medicine.
The advisors also considered the
importance of exposure to role models
(both positive and negative) on the
development of professional identity and
career choice.17–20 Students frequently
report that career choice is influenced by
a role model’s ability to dispel negative
stereotypes about their intended career.2
Because inpatient rotations are often
quite stressful, with resident and faculty
burnout highly visible in these settings,
this student may have had limited
experiences with engaged and satisfied
physician role models at a time when she
is making career decisions.
In the majority of U.S. medical schools,
third-year medical students spend the
bulk of their core clerkships in the
inpatient setting, where their exposure to
a spectrum of career options is limited, as
seemed to be the case for this student.
Some medical schools are addressing this
issue through curricular innovations that
provide early longitudinal, clinical
exposure for students to the outpatient
setting.21–25 Another option that may be
appropriate for some students is to take a
“year off,” during which students may
pursue another degree, conduct research,
or work in a community setting or
abroad.
Advisors acknowledged the value of
employing student- and relationshipcentered paradigms, reflection, and active
listening to explore this complex terrain
(see Table 1). The following reflective
questions might assist both the advisor
and student in understanding the issue
on a deeper level.
• What recent experiences have
influenced your thinking about clinical
medicine?
• How have these experiences helped to
clarify your thoughts, feelings, and
direction?
• What strengths do you feel you bring to
medicine?
• Which aspects of working in medicine
give you the most satisfaction? And
which give you the least?
• How do you hope your personal values
will align with your chosen career path?
Before coming to medical school, how
did you imagine your life in medicine?

3
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Has that image changed for you, how
and why?
• Think about a positive role model in
medicine for you. Which characteristics
of that role model do you wish to
emulate?
Medical student burnout
An advisor questioned whether the
student might be experiencing burnout,
which led her to feel apathetic about her
current work and disillusionment about
her future career in clinical medicine.
This was prompted by the student’s
statement that her clinical experiences
were not motivating her to go to work
each day. Distress (depression, anxiety,
burnout, and related mental health
problems) is common among medical
students and occurs at higher rates than
in age-matched peers in nonmedical
fields.26 Burnout may affect close to 50%
of medical students.27,28 When students
across all four years of medical school are
compared, burnout and depressive
symptoms are highest among third- and
fourth-year medical students, a time
when many medical students make career
decisions.28
Many factors threaten students’ wellbeing, including stressful life events, sleep
deprivation, and academic pressure.
Students on inpatient ward rotations and
those taking overnight call are
significantly more likely to report
burnout symptoms than will their peers
who are not on those types of rotations.29
One reason for this is illustrated by the
findings of a cross-sectional study in
which students who perceived their
supervising resident or intern to be
cynical were 1.35 times more likely to
report burnout than students who did
not.29
Experience with the hidden curriculum
may result in negative consequences for
students’ well-being and career choice.30
The hidden curriculum encompasses the
disconnect between what students
encounter in practice and what they are
taught in the formal curriculum.20 For
example, students are taught the value of
taking time to build a relationship with
patients, but on busy clinical services they
are often rewarded for the speed with
which they finish their work. In this way,
what is done and witnessed in practice
can conflict with students’ core values.
Emotional distress experienced by some
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students in response to elements of the
hidden curriculum may undermine the
humanism and empathy they exhibit at
the start of medical school
training.10,13,20,31 Students may find it
difficult to make a confident decision
about a specialty if the negative
experiences were especially profound or
frequent. Such influences make the role
of a trusted advisor, one who can offer a
different perspective and provide
support, critical in promoting reflection
about the medical profession.
A conceptual model of medical students’
well-being has been proposed.32 This
model is described as a dynamic “coping
reservoir.” The reservoir has an internal
structure, comprising the student’s
personal traits, temperament, and coping
style, that influences how negative inputs
(stress, internal conflict, and time/energy
demands) drain the reservoir and positive
inputs (psychosocial support, mentors,
intellectual stimulation, and
healthy/social activities) replenish it. This
may be a useful concept for advisors to
consider when working with students.
Advisors may guide students in
recognizing their own internal strengths
by promoting reflection and selfawareness and may help them to identify
other activities or support networks that
can replenish their coping reservoirs.
Negative emotional responses to aspects
of medical training are common;
however, students with considerable or
prolonged distress should be referred to a
confidential student assistance program
that provides mental health services.
The following questions may help to
identify students experiencing
considerable distress.
• Can you share a story of a specific time
or situation in medicine that has led to
significant emotional distress for you?
• How have you dealt with those
experiences? Have the experiences
changed your behavior in any way?
• How often do you feel that you lack the
emotional energy needed to get you
through a day or to interact with
patients or colleagues in a positive way?
• What supports (internal and external)
do you rely on for coping with distress?
Lifestyle factors and career choice
Advisors also acknowledged that this
student’s career thinking may have been
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influenced by lifestyle considerations.
The discussion focused on her references
to physician autonomy and flexibility
when she was describing her concerns
about clinical medicine. Trends in
medical students’ career choices have
undergone significant changes over the
past decade with an increasing number of
graduates seeking nonclinical careers,
based on data from the Association of
American Medical Colleges (AAMC)
Graduate Questionnaire. In 2004, 7.2%
of graduates indicated plans to pursue
“other, nonclinical practice,” either after
or instead of a residency program.
Factors associated with this choice
include reporting less debt, having dual
degrees, and being an underrepresented
minority.33 Graduates planning to pursue
nonclinical careers most commonly
sought jobs in state or federal agencies,
followed in descending order by “other”
(details not provided), nonuniversity
research, and health care
administration.34
This shift may be part of a larger societal
change in attitudes about work that may
be related to generational factors.
Younger workers report wanting more
time to pursue interests outside of
work.33 Controllable lifestyle, defined by
control over weekly work hours and
amount of time free from work
responsibilities, explains most of the
variability in the recent trend of increased
applications to specialties with
controllable lifestyles, such as
anesthesiology, dermatology, emergency
medicine, and radiology.35
Student debt may also play a role in
career choice. Students completing the
2008 AAMC Graduate Questionnaire
reported an average debt load of about
$150,000, with the proportion of students
with very high debt and the average debt
increasing during the previous five years
so that a third of the graduates reported
debt over $175,000.36 The data on the
effects of debt on career choices are
conflicting; however, it seems likely that
many students struggle with this issue in
some way in relation to career choice.37,38
Understanding what is driving these
trends will help advisors to foster an open
and supportive dialogue about lifestyle
issues and career choice. Similarly,
advisors should strive for self-awareness
of their own biases and attitudes about
work, which may have unique
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generational characteristics, and be aware
of the potential impact of these on
conversations with students.9,39 Advisors
should be prepared to talk candidly and
realistically with students about matters
such as finances and what it is like to be a
physician after training, including many
of the difficulties of practicing medicine
in the current health care system.

self-awareness and self-monitoring are
critical skills and behaviors for providing
more effective and student-centered
advising. Advisors may also serve as role
models for these valuable professional
behaviors explicitly by encouraging
reflection and by sharing their own
experiences related to personal awareness
openly with students.

The following questions may help to
identify what factors are influencing a
student’s career choice.

Mindful practice represents a practical
means to achieving greater self-awareness
and self-monitoring. Epstein42 describes
the “mindful practitioner” as someone
who “attends … to his or her own
physical and mental processes during
ordinary everyday tasks to act with clarity
and insight.” Key to this concept is the
ability to observe oneself in the moment,
adopt multiple perspectives, process
information in a nonjudgmental fashion,
and lower one’s reactivity to internal
responses.41

• What do you feel most passionate
about, and what factors are motivating
you in relation to your work and future
career in medicine?
• What role is educational debt playing
in your decision-making process?
• What questions do you have about
financial aspects and the business of
medicine?
• What lifestyle issues are you most
concerned about?
• Who are some of your role models in
medicine with regard to career and
lifestyle? Why?
Advisor bias, self-awareness, and
self-monitoring
We ended the discussion with a focus on
advisor bias, self-awareness, and selfmonitoring. It is only natural that one
interprets others’ thoughts and actions
through the lens of his or her own belief
system and accumulated experiences. In
the case, the advisor was aware of her
conflicted feelings during the meeting,
and she attempted to identify her own
biases and be explicit with the student
about them.
The concept of the physician as an
“instrument of diagnosis and therapy”
rests on the physician’s self-awareness.40
Physicians who have insight into how and
why they react to certain experiences
(self-awareness) are more likely to engage
in self-monitoring practices. The ability
to regulate one’s attention in real time
and react with curiosity and flexibility to
those actions exemplifies self-monitoring.
Patient care may be improved through
physicians’ self-awareness and selfmonitoring by enhancing doctor–patient
communication and avoiding medical
errors.41 Physicians’ well-being may be
enhanced by better recognition and
management of stress.40 We posit that
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Advisors may foster mindfulness by
striving to achieve insight into their
beliefs, motivations, and responses and
how these might have an impact on their
advisees. Addressing these processes
through in-the-moment reflection
promotes mindful self-awareness and
self-monitoring.41 Examples of questions
the advisor might have asked herself
during this scenario include
• What about this situation is
unexpected? How am I responding to
that?
• What assumptions am I making? How
can I verify these?
• Is there another way to understand and
interpret the student’s perspective?
• What thoughts or feelings are arising in
the moment for me? What prior
experiences may be coloring my
responsiveness?
• If I am feeling the need to fix or correct
this student’s perception, why is that? Is
it because of my own biases as a
clinician–educator or my lack of
comfort with an area I know less about?
Summing Up

This case highlights the complexity of
issues that medical students face around
career choice as well as the many
opportunities for meaningful advising.
Adopting a narrative case presentation
method allowed for a more contextual
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discussion of specific advising topics,
skills, and behaviors. Discussing the case
with multiple advisors ensured that
varied perspectives would emerge; also,
the richness of the case expanded. In this
case, themes were proposed that the
primary advisor had not initially
considered, and sample questions were
developed to guide future conversations
with students. In particular, these themes
demonstrate the need for advisors to
remain up-to-date with seemingly
timeless issues in medical education such
as developing professional identity and
career choice, the impact of the hidden
curriculum, and an evolving
understanding and conceptual
framework for student distress. The case
presentation format lent itself to a review
of the relevant literature and sharing of
this information with fellow educators.
The setting also provided an opportunity
to emphasize and amend key advising
principles employed by our group of
faculty advisors. Finally, faculty advisors
were provided with the space to share
and reflect on challenging advising
experiences, further promoting the
principles of reflection, self-awareness,
encouraging self-monitoring behavior,
and emphasizing the importance of role
modeling these professional behaviors for
advisees.
Funding/Support: None.
Other disclosures: None.
Ethical approval: Not applicable.

References
1 Kassebaum DG, Szenas PL. Medical students’
career indecision and specialty rejection:
Roads not taken. Acad Med. 1995;70:937–
943.
2 Burack JH, Irby DM, Carline JD, Ambrozy
DM, Ellsbury KE, Stritter FT. A study of
medical students’ specialty-choice pathways:
Trying on possible selves. Acad Med. 1997;72:
534 –541.
3 Reed VA, Jernstedt GC, Reber ES.
Understanding and improving medical
student specialty choice: A synthesis of the
literature using decision theory as a referent.
Teach Learn Med. 2001;13:117–129.
4 Zink BJ, Hammoud MM, Middleton E,
Moroney D, Schigelone A. A comprehensive
medical student career development program
improves medical student satisfaction with
career planning. Teach Learn Med. 2007;19:
55–60.
5 Macaulay W, Mellman LA, Quest DO,
Nichols GL, Haddad J Jr, Puchner PJ. The
advisory dean program: A personalized
approach to academic and career advising for
medical students. Acad Med. 2007;82:718 –
722.

5

Case Study
6 Stewart RW, Barker AR, Shochet RB, Wright
SM. The new and improved learning
community at Johns Hopkins University
School of Medicine resembles that at
Hogwarts School of Witchcraft and Wizardry.
Med Teach. 2007;29:353–357.
7 Murr AH, Miller C, Papadakis M.
Mentorship through advisory colleges. Acad
Med. 2002;77:1172–1173.
8 Eckenfels EJ, Blacklow RS, Gotterer GS.
Medical student counseling: The Rush
Medical College adviser program. J Med
Educ. 1984;59:573–581.
9 Smith LG. Medical professionalism and the
generation gap. Am J Med. 2005;118:439 –442.
10 Branch WT Jr. Supporting the moral
development of medical students. J Gen
Intern Med. 2000;15:503–508.
11 Niemi PM. Medical students’ professional
identity: Self-reflection during the preclinical
years. Med Educ. 1997;31:408 –415.
12 Goldberg JL. Humanism or professionalism?
The White Coat Ceremony and medical
education. Acad Med. 2008;83:715–722.
13 Testerman JK, Morton KR, Loo LK, Worthley
JS, Lamberton HH. The natural history of
cynicism in physicians. Acad Med.
1996;71(10 suppl):S43–S45.
14 Feudtner C, Christakis DA, Christakis NA.
Do clinical clerks suffer ethical erosion?
Students’ perceptions of their ethical
environment and personal development.
Acad Med. 1994;69:670 –679.
15 Feudtner C, Christakis DA. Making the
rounds. The ethical development of medical
students in the context of clinical rotations.
Hastings Cent Rep. 1994;24:6 –12.
16 Marcus ER. Empathy, humanism, and the
professionalization process of medical
education. Acad Med. 1999;74:1211–1215.
17 Wright SM, Carrese JA. Serving as a physician
role model for a diverse population of
medical learners. Acad Med. 2003;78:623–
628.
18 Wright SM, Kern DE, Kolodner K, Howard
DM, Brancati FL. Attributes of excellent
attending-physician role models. N Engl
J Med. 1998;339:1986 –1993.
19 Ambrozy DM, Irby DM, Bowen JL, Burack
JH, Carline JD, Stritter FT. Role models’
perceptions of themselves and their influence
on students’ specialty choices. Acad Med.
1997;72:1119 –1121.

6

balt1/zvk-acm/zvk-acm/zvk00410/zvk4206-10z

20 Inui TS. A Flag in the Wind: Educating for
Professionalism in Medicine. Washington,
DC: Association of American Medical
Colleges; 2003.
21 Dornan T, Littlewood S, Margolis SA,
Scherpbier A, Spencer J, Ypinazar V. How can
experience in clinical and community settings
contribute to early medical education? A
BEME systematic review. Med Teach. 2006;
28:3–18.
22 Ogur B, Hirsh D. Learning through
longitudinal patient care—Narratives from
the Harvard Medical School–Cambridge
Integrated Clerkship. Acad Med. 2009;84:
844 –850.
23 Ogur B, Hirsh D, Krupat E, Bor D. The Harvard
Medical School–Cambridge Integrated
Clerkship: An innovative model of clinical
education. Acad Med. 2007;82:397–404.
24 Carney PA, Pipas CF, Eliassen MS, et al. An
analysis of students’ clinical experiences in an
integrated primary care clerkship. Acad Med.
2002;77:681–687.
25 Vela MB, Kim KE, Tang H, Chin MH.
Innovative health care disparities curriculum
for incoming medical students. J Gen Intern
Med. 2008;23:1028 –1032.
26 Dyrbye LN, Thomas MR, Shanafelt TD.
Systematic review of depression, anxiety, and
other indicators of psychological distress
among U.S. and Canadian medical students.
Acad Med. 2006;81:354 –373.
27 Dyrbye LN, Thomas MR, Eacker A, et al.
Race, ethnicity, and medical student wellbeing in the United States. Arch Intern Med.
2007;167:2103–2109.
28 Dyrbye LN, Thomas MR, Huntington JL, et
al. Personal life events and medical student
burnout: A multicenter study. Acad Med.
2006;81:374 –384.
29 Dyrbye LN, Thomas MR, Harper W, et al.
The learning environment and medical
student burnout: A multicentre study. Med
Educ. 2009;43:274 –282.
30 Lempp H, Seale C. The hidden curriculum in
undergraduate medical education: Qualitative
study of medical students’ perceptions of
teaching. BMJ. 2004;329:770 –773.
31 Hafferty FW. Beyond curriculum reform:
Confronting medicine’s hidden curriculum.
Acad Med. 1998;73:403–407.
32 Dunn LB, Iglewicz A, Moutier C. A
conceptual model of medical student

xppws

33

34

35

36

37

38

39

40

41

42

Sⴝ1

2/1/10

5:57

Art: ACM201781

Input-afm

well-being: Promoting resilience and
preventing burnout. Acad Psychiatry. 2008;
32:44 –53.
Jeffe DB, Andriole DA, Hageman HL,
Whelan AJ. The changing paradigm of
contemporary U.S. allopathic medical school
graduates’ career paths: Analysis of the 1997–
2004 national AAMC Graduation
Questionnaire database. Acad Med. 2007;82:
888 –894.
Richard GV, Nakamoto DM, Lockwood JH.
msJAMA: Medical career choices: Traditional
and new possibilities. JAMA. 2001;285:2249 –
2250.
Dorsey ER, Jarjoura D, Rutecki GW.
Influence of controllable lifestyle on
recent trends in specialty choice by US
medical students. JAMA. 2003;290:1173–
1178.
Harris S. Graduates report higher debt,
primary care. AAMC Reporter. December
2008. Available at: http://www.aamc.
org/newsroom/reporter/dec08/graduates.htm.
Accessed December 17, 2009.
Woodworth PA, Chang FC, Helmer SD.
Debt and other influences on career
choices among surgical and primary
care residents in a community-based
hospital system. Am J Surg. 2000;180:
570 –575.
Hauer KE, Durning SJ, Kernan WN, et al.
Factors associated with medical students’
career choices regarding internal medicine.
JAMA. 2008;300:1154 –1164.
Bickel J, Brown AJ. Generation X:
Implications for faculty recruitment and
development in academic health centers.
Acad Med. 2005;80:205–210.
Novack DH, Suchman AL, Clark W, Epstein
RM, Najberg E, Kaplan C. Calibrating the
physician. Personal awareness and effective
patient care. Working Group on Promoting
Physician Personal Awareness, American
Academy on Physician and Patient. JAMA.
1997;278:502–509.
Epstein RM, Siegel DJ, Silberman J. Selfmonitoring in clinical practice: A challenge
for medical educators. J Contin Educ Health
Prof. 2008;28:5–13.
Epstein RM. Mindful practice. JAMA. 1999;
282:833–839.

Academic Medicine, Vol. 85, No. 4 / April 2010

JOBNAME: AUTHOR QUERIES PAGE: 1 SESS: 3 OUTPUT: Mon Feb 1 05:57:58 2010
/balt1/zvk⫺acm/zvk⫺acm/zvk00410/zvk4206⫺10z

AUTHOR QUERIES
AUTHOR PLEASE ANSWER ALL QUERIES
A—AU: In the article title, the hyphen has been removed from the term “midclerkship”; please
confirm that this change is acceptable.
B—AU: There is a verb tense shift from this paragraph to the next (present to past). Please check
whether some verb tenses should be modified for consistency.
C—AU: Please clarify whether the phrase “impact of these” refers to “biases and attitudes” or
“generational characteristics.”

1

