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CONTEXT Research on medical learning has
tended to focus on the individual learner, but
a sufficient understanding of the learning pro-
cess requires that attention also be paid to the
essential influence of the cultural context
within which learning takes place. In this
study, we undertook a comparative examina-
tion of two learning cultures – those of music
and medicine – in order to unearth assump-
tions about learning that are taken for granted
within the medical culture.

METHODS We used a constructivist grounded
theory approach to explore experiences of
learning within the two cultures. We con-
ducted nine focus groups (two with medical
students, three with residents, four with music
students) and four individual interviews (with
one clinician-educator, one music educator
and two doctor-musicians), for a total of 37
participants. Analysis occurred alongside and
informed data collection. Themes were identi-
fied iteratively using constant comparisons.

RESULTS Cultural perspectives diverged in
terms of where learning should occur, what
learning outcomes are desired, and how learn-

ing is best facilitated. Whereas medicine val-
ued learning by doing, music valued learning by
lesson. Whereas medical learners aimed for
competence, music students aimed instead for
ever-better performance. Whereas medical
learners valued their teachers for their clinical
skills more than for their teaching abilities,
the opposite was true in music, in which teach-
ers’ instructional skills were paramount. Self-
assessment challenged learners in both cul-
tures, but medical learners viewed self-assess-
ment as a skill they could develop, whereas
music students recognised that external feed-
back would always be required.

CONCLUSIONS This comparative analysis
reveals that medicine and music make cultur-
ally distinct assumptions about teaching and
learning. The contrasts between the two cul-
tures illuminate potential vulnerabilities in the
medical learning culture, including the risks
inherent in its competence-focused approach
and the constraints it places on its own teach-
ers. By highlighting these vulnerabilities, we
provide a stimulus for reimagining and renew-
ing medicine’s educational practices.
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INTRODUCTION

Calls abound for improved educational experiences
that will prepare tomorrow’s doctors to practise in
dynamic environments.1–4 A necessary precursor to
such improvements is a clear understanding of
exactly how learning currently occurs in medicine.
Medical learning is sometimes portrayed as an indi-
vidual journey and some researchers favour a
distinctly cognitivist approach that focuses on how
individual learners navigate and interpret clinical
experiences.5–7 Increasingly, however, medical edu-
cation researchers are recognising the limitations of
this cognitivist approach, and are gaining useful
insights by examining learning from a socio-cultural
perspective.8–11 This perspective views learning activ-
ities as inseparable from the context in which they
take place; learning is viewed not as an individual
mental construction, but as a process of participa-
tion in the social and cultural practices of a commu-
nity.12,13 A sufficient understanding of how learning
occurs in medicine therefore demands that
attention be paid not only to the individual learner,
but also to the professional culture that forms the
backdrop and context for learning.

The focus of this study is on learning culture, a term
that embraces the pedagogical approaches that are
routine within a profession or discipline, and per-
haps so deeply ingrained that we may fail to recog-
nise them as deliberate educational choices.14 A
learning culture may be difficult to see from within
because it involves tacit knowledge and assumptions
that are taken for granted. One approach to making
the tacit explicit is to compare one learning culture
with another. The use of comparison may facilitate
the identifying of those pedagogical approaches
that, rather than being generic educational strate-
gies, are actually distinct features of a particular
learning culture.

In this study, we explored learners’ perspectives
within two different professional cultures: medicine
and music. We chose music as a comparator with
medicine for both its shared features and its antici-
pated differences. Music and medicine both train
individuals to perform by engaging specialised skills
in specific settings. We anticipated, however, that
both the process of learning to perform and the
very nature of the performance goals would prove
to be sufficiently distinct to provide meaningful
insights. Consider, for example, the performance of
an operatic aria on a concert stage alongside the

performance of a laparoscopic cholecystectomy in
an operating theatre: they are vastly different perfor-
mances, certainly, but both are products of system-
atic processes of teaching and learning. We thought
that music was a particularly rich comparator for
medicine because, like medicine, it has relied on a
set of pedagogical strategies that are remarkably
similar across institutions. Also as in medicine, these
strategies have come under scrutiny as the role of
music in society has evolved.15 Our aim was to use
this comparative approach to unearth assumptions
about learning that are taken for granted within the
medical culture, to explore the influences these
assumptions have on learning, and to consider the
implications of these assumptions for medical
learning.

METHODS

We used a constructivist grounded theory approach
in this exploration of learning cultures. The
constructivist paradigm views knowledge as actively
created through human interactions and relation-
ships, and demands that the vantage points of both
participants and researchers be accounted for as
data are collected and interpreted.16 Because a con-
structivist research process is one of active engage-
ment, in which researchers bring their own
backgrounds and assumptions to the analytic pro-
cess, reflexivity is critical.17 Researchers must both
reflect on how their own backgrounds might influ-
ence their approaches to the subject and share these
reflections with readers to facilitate the meaningful
interpretation of the work. In this reflexive spirit, we
provide the following contextual information: the
lead author (CW) is a doctor; his collaborators have
significant experience in studying medical educa-
tion, but their own disciplinary backgrounds are
non-medical and include education (ED), psychol-
ogy and psychometrics (CvdV), qualitative health
research (MV) and rhetoric (LL). Two researchers
(CW and LL) have also had significant training in
music.

Purposive sampling of learners within medicine and
music was employed. All participants were recruited
from a single Canadian university. In this sampling
strategy, researchers purposefully select sources of
data they consider likely to provide rich information
relevant to their research questions.18 As we wished
to explore the learning cultures of music and medi-
cine, we invited undergraduate music students,
senior medical students, and residents in a variety
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of disciplines to participate. Initial contact was made
via an e-mail invitation. Because music students
need to have a significant musical background – typ-
ically several years of training – in order to be
accepted into an undergraduate programme, we
reasoned that undergraduate students would already
be sufficiently acquainted with the professional cul-
ture of music to inform our research. Medical stu-
dents, by contrast, often enter medical school with
no prior experience in medical settings. We there-
fore included both medical students and residents
in our sample, anticipating that perspectives might
vary depending on learners’ level of training and
the extent to which they had become part of the
professional culture. The study received the
approval of the university’s research ethics board
and all participants provided informed consent.

Thirty-three learners (eight medical students, 12
residents, 13 music students) participated in semi-
structured focus group discussions of 60–90 min-
utes in duration. We conducted two medical stu-
dent focus groups, three resident focus groups and
four music student focus groups. We decided to
employ homogeneous focus groups rather than
combining learners from medicine and music
within the same focus group for two reasons.
Firstly, we wanted participants to freely use the lan-
guage of their respective training culture, and rea-
soned that focus group time would be spent more
efficiently if group members did not need to
repeatedly explain and clarify their jargon and the
patterns and conventions of their training to one
another. Secondly, we wanted to ensure that one
culture did not dominate the other and thus limit
the richness of the cultural perspective we sought
to elaborate. As researchers with medical education
backgrounds, we wished in particular to ensure
that music students would have the opportunity to
discuss their training culture without competing
with medical learners. The size of each focus
group (three to five individuals per group) was
smaller than we had targeted, and reflected sched-
uling challenges rather than a deliberate design
decision. To further enrich the data, we also con-
ducted four individual interviews based on purpo-
sive sampling of individuals whom we anticipated
might illuminate our developing notions about
professional culture; these key informants included
one clinician-educator, one music educator, and
two doctors with extensive musical training. Focus
groups and interviews were semi-structured, guided
by probes designed to elicit discussion and elabora-
tion of key aspects of the experience of learning
within a particular disciplinary culture. Focus group

discussions and interviews were recorded and tran-
scribed verbatim without identifying information.

Data were analysed using the constant comparative
approach customary in grounded theory.17 By read-
ing and examining the incidents, experiences and
perspectives our participants described, we identi-
fied thematic categories within the data; the process
of comparing incident with incident and experience
with experience defined the breadth and character-
istics of these categories. Particular attention was
paid to discrepant examples to ensure that the
analysis could account for their occurrence. The
process was iterative, with analysis occurring along-
side and informing data collection: themes that we
identified in our examination of initial transcripts
were explored in more depth in subsequent focus
groups and interviews using new probes.

Coding, the process of organising our data into key
conceptual categories or themes, was carried out pri-
marily by two researchers (CW and MV). Working
independently initially, these two researchers care-
fully examined several transcripts and developed pre-
liminary coding structures for organising the data
thematically. They then met to compare and discuss
their coding approaches, reaching consensus on a
robust coding system, the categories of which were
clearly delineated. The evolving coding scheme was
periodically discussed with the entire research team
to further enhance the rigour of the process. Consis-
tent with our grounded theory approach, we
employed theoretical sampling, continuing data col-
lection until thematic saturation was achieved.18,19

Saturation does not mean that no new ideas would
have been identified with additional data collection;
rather, it implies the collection of sufficient data to
enable an adequate understanding of the dimensions
and properties of our key concepts.19 Once the cod-
ing scheme had been refined, relationships among
categories were explored to facilitate raising the ana-
lytic level from the merely categorical to the concep-
tual in order to render the data analysis more
meaningful.

RESULTS

Although our analysis revealed some common
ground between the two professional cultures, this
report will focus on the contrasts between the cul-
tures as it is these contrasts that highlight the
taken-for-granted assumptions in medicine that we
wish to examine. Our analysis revealed striking
contrasts in how the two learning cultures
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addressed three fundamental questions: (i) Where
does learning occur most effectively? (ii) What
learning outcomes are desired? (iii) How is learning
best facilitated? These overarching questions
appeared to direct how a learning culture defined
itself. In keeping with our analytical goal of
conceptual insights, we will not present results in
terms of thematic categories and subcategories.
Rather, we will elaborate the contrasts in how the
two cultures approached these defining questions,
illustrating our analysis with representative quota-
tions from participants.

Where does learning occur?

Whereas medicine valued learning by doing, music
valued learning by lesson, and these defining values
influenced the contexts in which each culture
located its learning experiences. Medical learners
consistently identified opportunities to actively par-
ticipate in clinical work as central to their learning.
As one medical student noted:

‘We learn by being thrown into the fire… dealing
with patients on your own.’ (Medical student 8, FG 2)

Similarly, a medical educator observed:

‘…in our culture there is an idea that you learn by
your mistakes… Feedback is not viewed as being as
important… because there is also an idea that
you’ll learn it on your own.’ (Clinician-educator)

Medical learning was workplace-based and experien-
tial, with the majority of learner time consumed
with the actual performance of the tasks of the job.

Experiential learning, by contrast, was not explicitly
valued by music students. Rather than the workplace
or the concert stage, the core learning venues for
music students were individual lessons and practice
rooms. These lessons held a central place in the
educational life of a music student:

‘They have either an hour or an hour and a half
lesson a week so that’s one-on-one time… it’s
pretty intense when you see the students longitu-
dinally for 4 years or plus if they continue on to
graduate work.’ (Music educator)

Music students dismissed the notion that they could
learn simply by doing:

‘I think if I were to just perform a piece without
any teacher helping… I probably would not get

very far on it because there’s no motivation to
keep pushing myself forward. Because when you
have a teacher you kind of have a deadline, like
by this week you have to get this much done.’
(Music student 3, FG 6)

For music students, lessons directed, motivated and
maintained the pace of learning.

What learning outcomes are desired?

Whereas medical learners identified competence as
their goal, music students viewed competence as a
distinctly unsatisfactory learning outcome. A doctor
with musical training noted:

‘…in medicine I was most concerned about com-
petency, so I really wanted to be able to do every-
thing right… [but in music] it’s sort of more
than competency… you want to be good.’
(Doctor-musician 1)

Medical learners viewed competence as something
to be achieved by the end of training, in order that
they could take their places as safe practitioners:

‘…we have a certain number of years by which
we need to really improve ourselves, and make
ourselves competent to go out independently and
not make mistakes.’ (Resident 1, FG 3)

Whereas the notion of ‘going out independently’
resonated among medical learners, this distinct sep-
aration of the learning phase and the professional
phase of one’s career was not as apparent in music.
The need for lessons and coaching was viewed as
career-long in music, as illustrated by this music stu-
dent’s comments:

‘If you’re hired at an opera company, you’re not
going to be learning the score by yourself and just
performing it, you’re going to be working with
coaches, directors… You’re always in that process
of learning from other people and having that
community of a team to help you to that perfor-
mance. That will never go away.’(Music student 1,
FG 6)

There were no similar comments that identified
the need for career-long coaching from the medi-
cal learners we interviewed, raising the possibility
that medical learners may consider their learning
to be complete once competence is achieved. For
learners in music, however, there was no ‘good
enough’:
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‘It’s not like, when you reach a certain age and
you’re a virtuoso it’s like, “I’m done, I’ve
achieved everything I need to achieve as a musi-
cian.” That’s why we all stick to it because there’s
no limit, because all the greats that we know of
are still practising their ass off. You always have
to keep working… You can never obtain perfec-
tion.’ (Music student 4, FG 7)

Music students’ apparent rejection of competence
as an appropriate learning goal may reflect the val-
ues of a profession in which competent perfor-
mance is not rewarded; success requires
performance that stands out.

How is learning best facilitated?

The role of teachers

Although teachers play key roles in both cultures,
the nature of these roles appeared distinct. Within
medicine, a teacher’s credibility depended more on
clinical skill than on teaching ability, as this medical
student’s comments illustrate:

‘I think that their clinical ability is… a greater
predictor of how I would perceive their feedback,
because if I see somebody making mistakes all
the time or [doing] things I disagree with… I’m
not going to buy their feedback as much, even if
they are a brilliant teacher.’ (Medical student 2,
FG 1)

Teaching ability was undoubtedly valued; one medi-
cal student admitted:

‘In a perfect situation we’d have somebody who
is competent in both areas.’ (Medical student 1,
FG 1)

It was, however, from teachers able to expertly per-
form the tasks of the doctor that learners perceived
they had the most to gain. Not surprisingly, role-
modelling was often identified as an important facil-
itator of learning in medicine:

‘I think role-modelling, seeing how they interact
with their team and the discussions they have with
the residents or nurses. Also seeing… what level
the thought process is on, even if you’re not nec-
essarily included in it.’ (Medical student 8, FG 2)

This learner valued the opportunity to observe
expert performance, even without personal engage-
ment in the event.

The credibility afforded to expert clinicians in medi-
cine contrasted sharply with the bestowal of credibil-
ity in music, in which learners sought instructional
expertise over performance expertise and described
role-modelling as distinctly insufficient for learning:

‘A teacher doesn’t have to be a big superstar per-
former… I think it’s more important that they
know how to teach than just play. Because… you
can just get a CD if you really want to hear
[great] playing.’ (Music student 3, FG 6)

Music teachers may be called upon to capably dem-
onstrate aspects of performance, but this demonstra-
tion must be followed by detailed, meaningful
instruction that helps the student understand how
the performance is to be created. Distinct to music
was the notion that a teacher’s virtuosity as a per-
former might actually have a detrimental effect on
his or her teaching capacity:

‘When you’re struggling with something and
they’re amazing, so good, and for them it’s such
an easy thing… they can’t really comprehend
why you’re not getting it, so it kind of works bet-
ter when they’re not amazing concert pianists
because they understand where you’re coming
from and what mistakes you’re making.’ (Music
student 9, FG 8)

A critical notion in music was that performing and
teaching involved related but largely separate skill
sets; learners could readily distinguish great teachers
from great performers:

‘My piano teacher and my previous clarinet tea-
cher were practising musicians… and they were
great performers, but they could not give me the
direction that I needed. They’re not developed
as teachers but they’re great performers.’ (Music
student 1, FG 6)

In medicine, the distinction was much less clearly
defined; medical learners gravitated toward the best
clinicians as they sought to build their own skills,
even as they recognised that not all expert perform-
ers were skilled teachers.

The role of observation

Participants from both cultures claimed feedback
from their teachers was essential to learning. Only
medical learners, however, struggled with the issue
of feedback that they considered to be compro-
mised in credibility by a lack of observation of the
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learner’s performance. One medical student
noted:

‘…I saw patients on my own and I was never
observed in my interviews but I got feedback on
my interviewing skills… I thought that was useless
feedback.’ (Medical student 7, FG 2)

This issue was conspicuously absent from the music
student data, perhaps because observation of music
students’ performance was near-continuous:

‘I think we have feedback pretty much every
day… You get used to people criticising you and
watching you all the time and you don’t really
think about it.’ (Music student 9, FG 8)

Although observation of their performance by
teachers barely registered with music students
because of its ubiquity, the sporadic nature of their
own observation attracted the attention of medical
learners, whose perspectives on observation were
complex. On one hand, learners valued feedback
informed by observation, as in this example from a
resident on a psychiatry rotation:

‘She sat me down at the end and we talked for
quite a while about the evaluation, but it actually
had meaning because what she was saying she
could back up because she’d seen me all the
time… It was psych, so they watch; they know.’
(Resident 6, FG 4)

The equating of watching with knowing is a powerful
comment on the value of observation as a compo-
nent of the credibility of teacher feedback. On the
other hand, medical learners were acutely aware
that their teachers had other responsibilities
besides teaching that constrained their capacity to
observe:

‘In medicine, your supervisor may be seeing
patients on his or her own while expecting you
to do the same thing and then only having a
short time to interact.’ (Medical student 5, FG 2)

Although learners acknowledged that the clinical
setting might not permit extended observation, the
consequences of the lack of observation were clear,
as illustrated by this resident’s comments:

‘It’s pretty typical that you’ll have a busy consul-
tant and a few things happening at once. They’ll
pick up 10 seconds of a 5-minute thing and tell
you something about the 10 seconds when it’s

not really applicable if they were watching the
whole 5 minutes.’ (Resident 8, FG 4)

For music students, this particular aspect of feed-
back’s credibility was never in question; medicine’s
practice of providing feedback on unobserved per-
formance had no parallel in the learning culture of
music.

The role of self-assessment

Within both fields, learners not only recognised the
inherent value of self-assessment, but also acknowl-
edged its limitations. Medical learners, however,
tended to view self-assessment as an essential ele-
ment of professionalism:

‘… it’s really important to know when you’re not
equipped to do something, like that you’re not
competent to do something, and be able to ask
for help or refer it on or whatever.’ (Doctor-musi-
cian 1)

Although many medical learners acknowledged that
they were not confident in their ability to self-assess,
they viewed self-assessment as an essential skill to be
developed:

‘People are terrible at it but it’s very important to
be able to improve that skill.’ (Medical student 1,
FG 1)

Music students, despite recognising the potential
usefulness of self-assessment, were more inclined to
identify fundamental barriers to its routine use, as
this singer noted:

‘Your voice sounds completely different in your
head than it sounds to everyone else.’ (Music stu-
dent 8, FG 7)

Music students viewed the perspective of their tea-
cher as not just desirable but necessary:

‘…what you hear to yourself doesn’t project out
into the audience, so your teacher’s feedback is
extremely important.’ (Music student 10, FG 8)

In addition, music students identified deliberate
strategies for overcoming the inherent inaccuracy
of self-assessment, such as ‘record[ing] ourselves,
over and over’ (Music student 12, FG 9), suggesting
the possibility that the professional value most
strongly associated with self-assessment by musicians
referred less to engaging in it, but. rather, to know-
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ing it to be implicitly flawed and to require supple-
menting.

DISCUSSION

Our analysis provides insight into some of the rou-
tine practices and fundamental assumptions of two
distinct learning cultures. Music is a culture in
which learning occurs through extended, methodi-
cal, one-to-one instruction, in which practice counts
more than performance in terms of learning pro-
gress and in which the goal of transcendent perfor-
mance is rarely reached. Teachers are central
figures who are certainly valued for their own musi-
cal abilities, but are valued even more highly for
their instructional skills. Medicine, by contrast, is a
culture in which learning by doing is privileged over
learning by lesson. Notwithstanding an increasing
emphasis in medicine on the creation of opportuni-
ties, such as those provided by simulation, that allow
for the rehearsal of skills, the progress of medical
learners remains founded less on practice and more
on the performance of actual tasks of the profes-
sion. As medical learners move toward the goal of
competent and safe practice, they rely on role mod-
els to steer them toward their desired professional
identity. Medical teachers are valued when they dis-
play effective instructional skills, but it is their per-
formances as clinicians that resonate most strongly
with learners.

These conceptual insights from our analysis may be
usefully considered in light of Shulman’s concept
of signature pedagogies, which provides a frame-
work for examining and learning from such diver-
gent educational practices.14Signature pedagogies
are the characteristic forms of teaching and learn-
ing that occur within professions.14,15 Signature
pedagogies are ‘windows into the cultures of their
fields that reveal professional values’,20 reflecting
and defining what counts as knowledge, how things
become known, and how knowledge is critiqued
and either accepted or discarded.14 Shulman argues
that signature pedagogies survive because they make
for efficient learning, but cautions that they also
distort learning, highlighting certain learning out-
comes, but failing to support others.21 As a result,
signature pedagogies require periodic repair, for
which comparison with other approaches to teach-
ing and learning can provide a stimulus.21 Indeed,
this comparative approach has provided important
insights in fields as diverse as law,22 the liberal
arts,23 and education research,20 suggesting that
elements from one signature pedagogy might be

strategically borrowed by another to enhance
learning.

The essential periodic renewal and ‘repair’ of signa-
ture pedagogies is particularly pressing when changes
occur in the way that a profession is practised.14 Fun-
damental changes in medical practice, including the
move toward ambulatory care-based practices, the
sharpening focus on patient safety and social
accountability, and the decrease in acceptable learner
duty hours, make the reconsideration of its signature
pedagogy especially timely.14 As new visions emerge
of the skills that tomorrow’s doctors will require,2–4

the learning environment necessary to produce doc-
tors with those skills must be urgently reimagined.

How can our comparison with the learning culture
of music inform this reimagining? The contrasts
between the two cultures highlight some of the fun-
damental values underlying medical education prac-
tices, and expose what these practices do not
address. Medicine’s conceptualisation of perfor-
mance in terms of competence is, in many ways, a
strength of its learning culture; a vital social good is
achieved when learners aim for safe, consistent and
reproducible performance of the essential tasks of
the profession. Defining medical performance in
terms of competencies may therefore be considered
a productive response to growing demands for the
profession to be socially accountable, to reduce
errors and to orient itself toward patient safety. The
structuring of curriculum and assessment around
competencies makes it unsurprising that achieving
competence becomes a central goal for learners. As
we embrace competency-based education in medi-
cine, however, it is imperative that we consider the
potential for unintended consequences.

Our comparison with music, a discipline that clearly
does not define performance in terms of compe-
tence, offers a particularly useful perspective from
which to consider the hazards of using competence
as the sole framework for performance. In music,
the need to aim for ever-higher levels of perfor-
mance creates comfort among musicians with
notions of lifelong learning and career-long coach-
ing. By contrast, medicine’s emphasis on compe-
tence as the defining feature of desired performance
might inadvertently limit doctors’ engagement in
meaningful, career-long learning. Doctors would
benefit if medicine’s learning culture could more
fully support learning beyond competence, and if
the language of lifelong learning shifted its emphasis
from the ‘maintaining of competence’ to the ‘pursu-
ing of excellence’. Medicine is beginning, in fact, to
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recognise the potential value of adopting educa-
tional strategies common in other fields. The use of
coaching, for example, is gaining favour in medi-
cine, and has the potential to ensure that lifelong
learning is not guided entirely by potentially flawed
self-assessment,24 but, rather, is supplemented by the
periodic guidance of a trusted teacher or men-
tor.25,26 The notion that an autonomous professional
might benefit from a coach causes distinct discom-
fort within medicine, however.27 Much can be
learned from music, the learning culture of which
not only normalises the use of coaching throughout
a professional career, but expects it.

Our comparative analysis also raises questions about
whether medicine’s learning culture is constraining
its own teachers from making meaningful contribu-
tions to learners’ development. The paucity of
opportunities for medical learners to develop trusting
longitudinal relationships with teachers contrasts
starkly with opportunities in music’s learning culture,
in which such relationships are considered para-
mount for effective professional development.28

Building such relationships may facilitate the
exchange of challenging feedback in a way that learn-
ers are more likely to accept,29 and enable it to be
framed as a meaningful dialogue on performance
rather than as a simple transmission of information.30

Instruction and feedback to medical learners are
often poorly informed by direct observation of lear-
ner performance, whereas in music the provision of
feedback without direct observation of performance
is inconceivable. Medicine’s culture of limited obser-
vation may support its values of independence and
autonomy, but it does not address learners’ need for
credible feedback. In fact, the scarcity of observation
in medicine routinely compromises the credibility of
the feedback offered to learners, which may, in turn,
lead to the discarding of that feedback.8 Although
lack of time is frequently offered as an explanation
for the lack of direct observation of clinical learners,
recent years have seen significant and time-intensive
enhancements to clinical curricula, especially at the
residency level, largely in response to evolving stan-
dards of accreditation. That programmes have been
able to carve out several hours of time each week in
which their learners can engage in academic activities
amply demonstrates that change is possible; what is
needed to more fully embed observation in our
teaching practices is the will to do so. Finally, if
medicine is to move successfully toward more effi-
cient education, attention must turn toward the
instructional capabilities of its teachers. Music holds
instructional skill in high esteem, recognising that its
best performers are not necessarily its strongest

teachers. Medicine must recognise that it is
insufficient to simply provide examples of desired
performance; its teachers must also possess the
instructional skills necessary to guide learners to
develop similar standards of performance.

This study is limited by its single-centre, Canadian
context. Furthermore, there are subcultures within
the domains we studied that we were unable to
attend to, given the relatively small number of learn-
ers participating in this study. Observation of learn-
ers is more widely employed in some medical fields
than others, for example. Although our interview
and focus group methods allowed us to engage
directly with learners, observational methods typical
of ethnographic research would have provided addi-
tional dimensions to our view of these two cultures.
Future research should examine how specific
aspects of teaching and learning, such as the giving
and receiving of feedback, are influenced by profes-
sional culture, how individual and cultural influ-
ences on medical learning interact, and how the
underlying values revealed by our pedagogical prac-
tices determine how learners construct meaning
from their educational experiences.
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