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Abstract: Career path selection among medical students represents a critical challenge in contemporary medical
education, yet mechanisms linking environmental perceptions to career decisions remain theoretically underspec‑
iϐied. This study addresses the research question: How do value conϐlicts embedded in medical students’ work
environment quality perceptions inϐluence their career development path selection throughmeaning construction
processes? Adopting integrated phenomenological and symbolic interactionist theoretical frameworks, we con‑
ducted in‑depth semi‑structured interviews with 15 Chinese medical students (junior to second‑year graduate lev‑
els, from three teaching hospitals across urban and rural regions) and 120‑hour participant observation in clinical
settings. Data were analyzed using phenomenological three‑layer explication (noematic‑noetic‑temporal analysis)
combined with thematic coding and constant comparative method, achieving theoretical saturation. Findings re‑
veal: (1) Medical students’ environmental perceptions constitute active meaning‑making in their lifeworld, char‑
acterized by ideal‑reality gaps, multidimensional intentional attribution, and temporal‑contextual constitution; (2)
Value conϐlicts emerge as social processes through symbolic interactionswithmentors, patients, peers, and families,
generating ϐive coping strategies—compromise, persistence, integration, postponement, escape; (3) Career selec‑
tion unfolds through ϐive spiral‑recursive stages—initial perception, reϐlective questioning, meaning negotiation,
value integration, decision‑action—with critical turning points catalyzing transitions; (4) Five career trajectories
crystallize: clinical persistence, non‑clinical shift, compromised adjustment, delayed decision, innovative integra‑
tion, each followingdistinctmeaning construction logic. This research contributes amid‑range theory explaining ca‑
reer choice as situatedmeaning synthesis, provides amethodological template for phenomenological‑interactionist
integration, and offers evidence‑based recommendations for medical education reform prioritizing students’ life‑
world experiences and symbolic interaction optimization.
Keywords: Medical Students; Work Environment Perception; Value Conϐlicts; Career Path Selection; Phenomenol‑
ogy; Symbolic Interactionism

1. Introduction
Contemporary medical education confronts a critical workforce paradox: despite increasing training invest‑

ments, growingnumbers ofmedical graduates abandon clinical careers or experienceprofounddissatisfaction, threat‑
ening healthcare system sustainability. This phenomenon—medical graduate attrition and career disengagement—
constitutes the central problem motivating this research. In China, national surveys indicate that approximately
30–40%ofmedical graduates do not enter clinical practice within ϐive years post‑graduation, with rural‑oriented

https://doi.org/10.54963/jqre.45.1938 290

https://orcid.org/0009-0000-3565-5312


Journal of Qualitative Research in Education | Issue 45 Eğitimde nitel araştırmalar dergisi

programs experiencing particularly high attrition rates [1]. International patterns mirror this trend: systematic
reviews document widespread career regret among physicians, with environmental dissatisfaction identiϐied as
the primary predictor. However, existing research inadequately explains the generative mechanisms through
which environmental perceptions translate into career decisions. Liu and colleagues' [1] investigation of order‑
orientedmedical students revealed signiϐicant differentiation in environmental satisfaction, reϐlecting notmerely
material condition evaluations but fundamental value‑expectation misalignments. Yet such surveys measure
outcomes without illuminating the meaning‑making processes producing them. This study addresses this ex‑
planatory gap by investigating: How do medical students experientially constitute work environment quality in
their lifeworld? How do value conϐlicts emerge and get negotiated through social interactions? How does this
phenomenological‑symbolic process crystallize into career choices? Understanding these mechanisms is theo‑
retically essential for advancing career development theory and practically urgent for designing effective edu‑
cational interventions. Zhang He and Wang Zhixu further uncovered multiple intertwined factors affecting work
satisfaction among rural order‑orientedmedical students [2]. Subjective perception ofwork environment quality
emerged as a key variable inϐluencing career choices. These studies suggest something important. Medical stu‑
dents' perceptions and experiences of future work environments during their educational stage are profoundly
shaping their career development trajectories. However, existing research mostly focuses on explicit satisfac‑
tion measurements or identiϐication of inϐluencing factors. There remains a lack of in‑depth qualitative inquiry
into certain processes. How do medical students perceive and interpret work environment quality in real situa‑
tions? How does this perception transform into career choice decisions? The internal mechanisms behind these
questions need deeper exploration. Medical students inevitably encounter various value conϐlicts during clinical
learning and practice. These conϐlicts may stem from gaps between professional ideals and practical conditions.
They may also arise from tensions between humanistic care and technical rationality, or between personal de‑
velopment and organizational expectations. Sánchez‑Poveda and colleagues demonstrated the effectiveness of
simulation‑based training when comparing it with traditional methods in ultrasound‑assisted regional anaes‑
thesia education for medical students [3]. Constructing a favorable educational environment requires attention
to students' value experiences and meaning construction in real situations. Against the pandemic background,
Jiang Zhehan and colleagues observed changes brought by online teaching modes to medical students [4]. These
changes involved more than just adjustments in learning methods. They touched upon students' re‑examination
of the essential nature of themedical profession. Kim's research revealed that project‑based learning canpromote
empathy development among medical students [5]. This is essentially a process where values are continuously
negotiated and reconstructed in speciϐic contexts. These studies point to a core question. How do medical stu‑
dents experience value conϐlicts in continuous interactionswith educational environments and clinical situations?
How do they negotiate, adapt, and even reshape their professional identity amid conϐlicts? Current research has
noticed the existence of value conϐlicts. Yet it still lacks deep interpretation based on the subject's perspective
regarding certain aspects. These include the manifestation of conϐlicts in medical students' lifeworld, the interac‑
tion process, and themechanism of their impact on career path selection. To address this research gap, this study
attempts to integrate two theoretical perspectives: phenomenology and symbolic interactionism. It deeply ex‑
plores value conϐlicts in medical students' work environment quality perception and their inϐluence mechanism
on career development path selection. Phenomenology emphasizes returning to the “lifeworld.” It focuses on
individuals' direct experiences of phenomena and the process of meaning attribution. This provides a method‑
ological foundation for understanding howmedical students perceive work environment quality and experience
value conϐlicts in real situations. Symbolic interactionism focuses on the process by which individuals negotiate
meaning through symbolic communication in social interactions. It helps reveal howmedical students construct
and adjust professional identity through interactions with others, thereby making path choices. Oliven and col‑
leagues' research on virtual case simulation showed that changes in assessment methods can inϐluence medical
students' cognitive construction of professional competence [6]. Egan and colleagues' study on recommendation
letter narratives demonstrated how others' evaluations and expectations inϐluence students' self‑concept forma‑
tion through symbolic interaction [7]. These studies offer us insights. Medical students' career development is
not an isolated individual choice. It is a meaningful construction process that gradually emerges through contin‑
uous interaction with the environment and constant dialogue with others. Therefore, the theoretical signiϐicance
of this study lies in breaking through the static analytical framework of existing research. It places medical stu‑
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dents in a dynamic lifeworld and interactive situations. It reveals the deep association mechanism among work
environment quality perception, value conϐlict experience, and career path selection. This study adopts a qual‑
itative research paradigm. Through in‑depth interviews and participant observation, it enters the learning and
practice ϐields of medical students. It obtains their authentic perceptions of work environment quality, vivid
experiences of value conϐlicts, and meaningful narratives of career choices. The research will ϐirst review litera‑
ture in related ϐields and construct a theoretical analytical framework. It will then elaborate on research design,
participant selection, data collection and analysis strategies. In the results analysis section, it will sequentially
present the lifeworld structure of medical students' work environment quality perception, the symbolic interac‑
tion process of value conϐlicts, and the inϐluence mechanism of career development path selection. Finally, in
the discussion and conclusion section, research ϐindings will dialogue with theory. Practical implications will be
extracted, and research limitations and future directions will be indicated. This study expects to provide a theo‑
retical basis and practical guidance formedical education reform, clinical environment optimization, andmedical
student career development support through a deep interpretation of medical students' subjective experiences.
Meanwhile, it aims to provide an analytical example that integrates phenomenology and symbolic interactionism
for educational qualitative research.

2. Literature Review
Contemporary medical education research is experiencing a paradigm shift from outcomes assessment to pro‑

cess understanding, yet a critical gap remains in explaining howmedical students navigate from environmental ex‑
periences to career decisions. This review examines existing literature through the lens of the “perception‑conϐlict‑
choice” mechanism, identiϐies speciϐic theoretical and empirical deϐicits, and establishes how phenomenological
and symbolic interactionist integration addresses these gaps.

2.1. Medical Students' Work Environment Perception: From Objective Evaluation to Subjective
Meaning Construction
Recent scholarship documents environmental factors shaping medical students' professional development

trajectories. Internationally, Cao's seminal work on professional identity formation emphasizes that students'
perceptions of clinical learning environments profoundly inϐluence identity development, with incongruence
between espoused institutional values and experienced realities creating identity dissonance [8]. Locally, Liu
and colleagues [1] corroborate this by ϐinding signiϐicant differentiation in Chinese order‑oriented medical stu‑
dents' satisfaction with future work environments, reϐlecting not merely material evaluations but deeper value‑
expectation misalignments. Wang et al. extend this by identifying subjective environment quality perception as
pivotal in rural‑oriented students' career decisions [9]. However, while Western literature emphasizes cognitive‑
behavioral adaptationmechanisms, Chinese studies highlight collectivist familial‑social pressures, suggesting cul‑
tural variation in perception determinants requiring contextualized theoretical development.

International research reveals similar patterns. Cevik and colleagues' [10] pandemic‑era online emergency
medicine course demonstrated how virtual platforms reshape situational conditions for value formation, while
Bruen and colleagues showed multicultural case discussions inϐluence professional role understanding through
peer interactions [11]. Yet these studies focus primarily on pedagogical effectiveness rather than students' subjec‑
tive interpretation mechanisms [10].

Critical Gap 1: Existing research lacks phenomenological inquiry into howmedical students perceive and inter‑
pretwork environment quality in their lifeworld—the pre‑reϐlective, embodied experiences that precede conscious
evaluation. The process by which environmental elements (crowded wards, outdated equipment, interpersonal
dynamics) are transformed into meaningful perceptions (“oppressive,” “disappointing,” “nurturing”) remains un‑
explored [12]. This study addresses this gap by employing phenomenological reduction to access the essential
structures of medical students' environmental perceptions as lived experiences. International phenomenological
research provides crucial theoretical foundations for understanding perception as constitutive rather than recep‑
tive. Dall'Alba and Barnacle's [13] phenomenological analysis of medical students' professional becoming demon‑
strates that learning environments are not objectively given but existentially lived—students inhabit clinical spaces
through embodied engagement that shapes self‑understanding. Bruen et al. employ narrative phenomenology to
reveal how students' workplace experiences generate 'dilemma narratives' wherein environmental features be‑
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come morally laden through interpretive appropriation [11]. These studies align with Husserl's concept of inten‑
tionality: perception always involves meaning‑bestowal according to consciousness's directedness. Yet existing
phenomenological medical education research predominantly examines Western contexts where individualism
predominates; whether intentional structures differ in collectivist cultures remains underexplored. Our study ad‑
dresses this by examining Chinese medical students whose perceptions may be structured by ϐilial obligation and
communal belonging—intentional orientations potentially reshaping how environment quality manifests experi‑
entially.

2.2. Value Conϐlicts in Medical Education: From Individual Psychology to Social Interaction
Value conϐlict scholarship in medical education spans psychological and sociological traditions. Psychologi‑

cally, Wei Baokan and colleagues examine professional ethics cultivation tensions, while Asad and colleagues [14]
document specialty‑choice value trade‑offs. However, these approaches risk individualizing conϐlicts as internal
dilemmas requiring personal resolution, obscuring social‑structural origins.

Symbolic interactionist sociology offers a richer conceptualization. Scheel and colleagues' curriculum devel‑
opment research revealed medical students' professional adaptation through longitudinal clerkship experiences
in rural community settings, demonstrating that age‑friendly training approaches are not merely pedagogical in‑
novations but contextually embedded educational strategies emerging from situated practice needs [15]. Morales
Hernandez and Koshy‑Chenthittayil's workshop design extended this, showing students learn to 'integrate data
science competencies' through adaptable educational interventions, managing knowledge gaps between founda‑
tional understanding and advanced analytical expertise [16]. More recently, Amara and colleagues theorizemedical
student mental health challenges as 'stigma navigation'—students neither passively internalize nor wholly reject
suicide‑related misconceptions, but strategically negotiate between institutional mental health literacy promotion
and personal psychological vulnerabilities through what researchers term 'awareness cultivation' [17]. These in‑
teractionist insights reveal value conϐlicts as inherent to liminal professional positioning wherein students inhabit
betwixt‑and‑between status, subjected to contradictory symbolic imperatives from multiple reference groups—
faculty, peers, patients, families—each communicating incompatible identity deϐinitions. Our study applies this
framework to Chinese contexts where additional symbolic pressures (ϐilial piety, collective mobility expectations)
may intensify conϐlict complexity, contributing to a culturally comparative interactionist analysis. These contri‑
butions establish value conϐlicts prevalence and psychological impacts. However, they conceptualize conϐlicts as
internal individual phenomena, overlooking their fundamentally social and interactive nature.

Critical Gap 2: Current research inadequately theorizes value conϐlicts as social processes generated and nego‑
tiated through symbolic communication. Howdo conϐlictsmanifest in daily interactionswithmentors, patients, and
peers? How do students perform different roles across contexts? How does symbolic exchange (verbal evaluations,
non‑verbal cues, behavioral modeling) shape conϐlict experiences? This study employs symbolic interactionism to
reveal the interactionmechanisms throughwhich value conϐlicts are constructed, intensiϐied, or resolved inmedical
students' social worlds [18,19].

2.3. Career Path Selection: From Inϐluencing Factors to Meaning Construction Process
Career choice research inmedical education typically follows factor‑analysis paradigms, identifying predictors

such as specialty prestige, income expectations, work‑life balance, and role model inϐluence. While valuable for
correlation identiϐication, these studies treat career choice as a decision point resulting fromvariable combinations,
missing the temporal, processual nature of decision‑making [20].

Recent studies hint at processual dimensions. Akbarzadeh and Maenhout's scheduling optimization research
showed medical student time allocation as continuous administrative negotiation in speciϐic institutional contexts,
while their decomposition‑based heuristic procedure demonstrated how systematic planning frameworks shape
educational experiences through structured organizational interaction [21]. However, no research systematically
traces the complete meaning construction trajectory from initial environment perception through value conϐlict
negotiation to ϐinal career decision.

Critical Gap 3: The ϐield lacks integrated theoretical frameworks explaining the dynamic mechanism connect‑
ing perception, conϐlict, and choice. How do perceptual experiences evolve into reϐlective questioning? How do
value conϐlicts transform through meaning negotiation? What critical turning points propel decision crystalliza‑
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tion? The temporal unfolding and spiral progression of this process remain theoretically underspeciϐied [22].

2.4. Theoretical Integration: Why Phenomenology and Symbolic Interactionism?
The identiϐied gaps share a common deϐicit: insufϐicient attention to subjective meaning‑making processes

and social interaction dynamics. Phenomenology provides methodological tools for accessing the lifeworld where
medical students directly experience work environments before conceptual categorization [23]. Its emphasis on
intentionality, temporality, and embodiment enables understanding of howperception is structuredbyprofessional
expectations, unfolds across time, and is grounded in bodily experience [24].

Symbolic interactionism complements this by theorizing how meanings are negotiated through social inter‑
action. Mead's concept of self‑formation through reϐlected appraisals and Goffman's [25] dramaturgical analysis
of role performance illuminate howmedical students construct professional identity through continuous dialogue
with signiϐicant others. The integration addresses perception's subjective dimension (phenomenology) while cap‑
turing its socially constructed nature (symbolic interactionism) [14].

This study bridges these gaps through integrated phenomenological‑symbolic interactionist analysis, reveal‑
ing: (1) the essential structures of medical students' work environment perception as lived experience; (2) the
symbolic interaction processes generating and negotiating value conϐlicts; (3) the spiral meaning construction
mechanism from perception to career choice. This provides not merely an empirical description but a theoreti‑
cal explanation of the deep linkage among perception, conϐlict, and decision‑making in medical students' career
development [26].

Beyond descriptive synthesis, critical examination reveals three fundamental contradictions in existing schol‑
arship. First, methodological paradox: quantitative career research claims to predict choices through variable cor‑
relations (income expectations, specialty prestige), yet qualitative studies show these 'variables' are themselves in‑
terpretive constructs whose meanings shift across contexts—'income' signiϐies survival necessity for some, status
marker for others. This ontological incompatibility remains unaddressed. Second, theoretical fragmentation: West‑
ern literature privileges individual agency (rational choicemodels, identity development frameworks)while Chinese
studies emphasize structural constraints (family obligations, policy directives), yet neither explicates the dialectical
interplay between agency and structure that our phenomenological‑interactionist synthesis reveals. Third, temporal
blindspot: despite acknowledging career development as a 'process,' most research employs cross‑sectional designs
capturing static snapshots, missing the spiral recursion we document. These contradictions expose deeper episte‑
mological crisis: career research lacks a uniϐied paradigm reconciling subjectivemeaning‑makingwith objective con‑
ditions, individual consciousness with social interaction, synchronic depth with diachronic change. Our integrated
framework directly addresses these unresolved tensions, providing a coherent theoretical architecture where prior
literature offers fragmented perspectives.

3. Research Methods
3.1. Research Design and Theoretical Orientation

This study adopts a phenomenological‑hermeneutic research design within the qualitative research paradigm.
It aims to deeply understand medical students' perceptual experiences of work environment quality in real educa‑
tional and clinical situations. It also explores the generation process of value conϐlicts and themeaning construction
of career path selection. The theoretical orientation builds upon an integrated framework of phenomenology and
symbolic interactionism. From a phenomenological perspective, the research places medical students at the center
of their lifeworld. It focuses on how they directly experience various aspects of work environments in speciϐic situ‑
ations, such as daily learning, clinical observation, and interactions with mentors and peers. It examines how they
form preliminary judgments about environmental quality through bodily perception and how these perceptions
evolve over time [27]. The phenomenological method operates through three concrete procedural steps rigorously
implemented throughout this research. First, epoché (bracketing). The researchermaintains a reϐlexive journal doc‑
umenting her own preconceptions about medical careers, work environments, and student development—derived
from prior clinical experience and literature exposure. These assumptions are explicitly articulated then temporar‑
ily suspended during data collection and initial analysis, enabling direct encounter with participants' lived expe‑
riences as they present themselves rather than through predetermined theoretical lenses. For instance, when a
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participant describes ward conditions, the researcher refrains from immediately categorizing this as 'satisfaction'
or 'dissatisfaction,' instead attending to the experiential qualities—the embodied reactions, the temporal unfold‑
ing of perception. Second, phenomenological description: Interview questions are crafted to elicit concrete expe‑
riential narratives rather than abstract evaluations. Questions like 'Walk me through your ϐirst night shift—what
did you see, hear, feel in your body?' replace closed prompts like 'How satisϐied were you?' This generates rich
lifeworld descriptions capturing the pre‑reϐlective dimension of experience. During observation, the researcher
records not only behaviors but the phenomenological 'atmosphere' of clinical spaces—the affective tonality, the
temporal rhythms, the tacit background against which speciϐic events emerge as meaningful. Third, eidetic re‑
duction (essence intuition): Through iterative comparative analysis across multiple participants' descriptions of
structurally similar experiences (e.g., ϐirst clinical encounters, mentor disappointments, career decisionmoments),
the researcher identiϐies invariant structures—the essential features present in all variations. For example, ana‑
lyzing ten participants' narratives of initial ward exposure reveals the invariant structure: 'sensory overwhelm →
comparative reference to idealized image→ affective dissonance→ incipient questioning.' This essence transcends
individual particularities, disclosing the fundamental structure of how medical students constitute meaning in en‑
vironmental perception. These procedural disciplines ensure phenomenological rigor, transforming philosophical
orientation into systematic methodological practice.

Meanwhile, symbolic interactionismprovides an analytical framework for understandingmeaning negotiation
processes. The research will particularly focus onmedical students' interactions with different roles, such as teach‑
ers, doctors, patients, and classmates. How do they communicate understandings of professional values through
symbolic carriers like language and behavior? How do they adjust self‑concepts in interactions? How do they re‑
deϐine meanings when facing value conϐlicts? These questions guide the investigation. The researcher positions
herself as the primary research instrument. Through long‑term immersion in the real ϐields of medical schools and
teaching hospitals, trust relationships with medical students will be established. As a participant, the researcher
observes their daily learning and practice activities. As a listener, the researcher enters their innerworlds [28]. The
entire research process follows inductive logic. Variable relationships or causal hypotheses are not preset. Instead,
the study starts frommedical students' concrete experiential narratives. Through continuous comparative analysis
and theoretical dialogue, it gradually extracts the deep association mechanism among work environment quality
perception, value conϐlicts, and career path selection. This ultimately forms a rich understanding and interpretive
description of the essence of this phenomenon.

3.2. Selection of Research Participants
This study employs a purposive sampling strategy. Medical students who can provide rich information for

the research questions are carefully selected as core participants. The inclusion criteria for participants include
several aspects. First, participants need to be current medical undergraduate students or clinical medicine grad‑
uate students. They must have completed at least one year of clinical observation or internship experience. This
ensures they have direct and deep perceptual experiences of medical work environments. Second, participants
need to have experienced thoughts or confusion about career development during their studies. Whether they
have doubts about clinical work, consider changing professional directions, or remain committed to clinical devel‑
opment paths, these different experiential states can present diverse forms of value conϐlicts. Third, participants
should possess strong reϐlective abilities andwillingness to express. They can clearly narrate their perceptual expe‑
riences and inner struggles. Based on the maximum variation sampling principle, the research will select medical
students from different grades (junior year to second‑year graduate students), different professional directions (in‑
ternal medicine, surgery, pediatrics, etc.), and different background origins (urban and rural, order‑oriented and
non‑oriented). This captures the rich dimensions of work environment quality perception and value conϐlicts [29].
The research plans to conduct in‑depth interviews with 15 to 18 medical students. Each participant will receive 1
to 2 interviews. Each interview lasts 60 to 90 min. This continues until the researcher judges that new interviews
no longer generate signiϐicant new themes or insights, reaching theoretical saturation. Additionally, the research
will invite 3 to 5 young doctors who have graduated and made clear career choices as supplementary participants.
Their retrospective narratives verify the authenticity and continuity of current medical students' experiences. All
participant recruitment will be conducted through department teacher recommendations, student organization
contacts, and snowball sampling. The researcher will fully explain the research purposes and conϐidentiality princi‑
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ples. Formal interviews will begin after obtaining informed consent. This small‑scale but deeply focused sampling
strategy ensures that the research obtains delicate descriptions and a profound understanding ofmedical students'
lifeworld [30].

Participantswere purposively recruited from three teachinghospitals afϐiliatedwith [Medical UniversityName,
anonymized]: Teaching Hospital A, a tertiary urban comprehensive hospital in provincial capital City X (population
8 million); Teaching Hospital B, a secondary urban specialized hospital in prefecture‑level City Y (population 2 mil‑
lion); Teaching Hospital C, a county‑level hospital in rural Region Z (serving population 500,000). This multi‑site
sampling strategy ensured maximum variation in work environment contexts—from resource‑rich urban centers
to under‑resourced rural settings—enabling capture of diverse environmental perceptions and value conϐlict ex‑
periences. All hospitals are ofϐicial training bases under China's standardized residency training system, ensuring
comparable training structures while varying signiϐicantly in infrastructure, patient populations, and career oppor‑
tunity landscapes.

To protect conϐidentiality while enabling traceability, participants were assigned alphanumeric codes: M01–
M07 (Male participants 1–7), F01–F08 (Female participants 1–8). These codes are used consistently throughout
the results section when presenting direct quotations, allowing readers to track individual participants' narrative
trajectories across different themes while maintaining anonymity.

3.3. Data Collection Methods
This study adopts multiple data collection strategies to obtain rich materials about medical students' work

environment quality perception and value conϐlict experiences. In‑depth interviews serve as the core data collec‑
tion method. The researcher will use semi‑structured interview forms. Deep dialogues will unfold around themes
such asmedical students' perceptual experiences of clinical environments, speciϐic situations of value conϐlicts, and
thought processes of career choices. Interview locations are chosen in natural places where participants feel com‑
fortable and undisturbed. These include campus cafeterias, library discussion rooms, or quiet classrooms. This
ensures they can freely express genuine thoughts. The interview process will be fully recorded and transcribed ver‑
batim. Meanwhile, the researcher records participants' non‑verbal expressions such as pauses, emotional changes,
and body language. These details often contain rich meaning information [31]. To deeply understand medical stu‑
dents' experiences in real situations, the researcher will enter teaching hospitals and medical schools to conduct
participant observation. The researcher observes medical students' interaction states in daily scenarios such as
morning meeting discussions, ward rounds following, case reports, and class break communications. Their imme‑
diate reactions and emotional expressions when facing speciϐic work situations are recorded. During observation,
the researcher writes detailed ϐield notes. These describe observed scene details, participants' behavioral perfor‑
mances, and the researcher's own feelings and thoughts. Additionally, the research will collect relevant textual
materials. These include internship journals written by medical students, reϐlective writings, career confusions
shared on social media, and documents provided by institutions such as training programs and internship guide‑
lines. These materials can supplement interview and observation data. They present the trajectory of medical
students' cognitive changes in different spatiotemporal contexts [32]. The entire data collection process will last 6
to 8months. Through long‑term immersion in the research ϐield, the researcher establishes deep trust relationships
with participants. This gradually approaches the authentic state of their lifeworld. It ensures that the collected data
possesses richness, authenticity, and depth.

3.4. Data Analysis Strategy
Data analysis in this study follows inductive logic. It combines phenomenological analysis methods with the‑

matic coding techniques. The goal is to extract deep understanding from medical students' concrete experiential
narratives regarding the association mechanism among work environment quality perception, value conϐlicts, and
career choices [33]. The analysis process begins with a word‑by‑word reading of interview texts, ϐield notes, and
documentary materials. During the initial reading stage, the researcher temporarily sets aside theoretical presup‑
positions. Focus remains on capturing original experiential descriptions presented in texts. Key segments that
reϐlect medical students' perceptions, emotions, confusions, and thoughts are marked. This is followed by the open
coding stage. The researcher assigns descriptive labels to marked text segments one by one. These labels stay as
close as possible to participants' original expressions. The vividness and contextuality in their language are pre‑
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served. After accumulating a large number of initial codes, the researcher begins to search for internal associations
among codes. Codes with similar meanings or reϐlecting the same experiential dimensions are merged into higher‑
level thematic categories, forming axial coding. For example, codes like “crowded ward feeling,” “disappointment
with outdated equipment,” and “helplessness about shabby on‑call rooms” are integrated into the theme of “bodily
perception of physical environment.” On this basis, the researcher applies phenomenological reduction techniques
[34]. Accidental surface descriptions are stripped away. The essential structure and invariant characteristics of
medical students' work environment quality perception are explored. Simultaneously, with the analytical frame‑
work of symbolic interactionism, the researcher particularly focuses on narrative segments reϐlecting interaction
processes in interview texts. How do medical students construct professional meaning in dialogues, conϐlicts, and
negotiations with others? How do they adjust self‑cognition through symbolic communication? These aspects are
interpreted. The entire analysis process employs the constant comparative method. Continuous back‑and‑forth
comparison occurs between new data and already formed themes. Understanding of the phenomenon is revised
and deepened. The researcher also writes analytical memos. These records thought trajectories during the anal‑
ysis process, theoretical associations, and concept development. These memos serve both as analytical tools and
records of reϐlective practice [35]. Ultimately, the researchwill forman interpretive understanding of value conϐlicts
in medical students' work environment quality perception and their inϐluence mechanism on career path selection.
The complexity and profundity of this phenomenon will be presented through rich textual descriptions.

3.5. Research Rigor and Ethical Considerations
This study adopts standards such as credibility, transferability, dependability, and conϐirmability in qualitative

research to ensure research rigor. To enhance research credibility, the researcher will adopt triangulation strate‑
gies. Multiple data sources, including in‑depth interviews, participant observation, and textual material analysis,
mutually corroborate each other. This ensures that understanding of medical students' experiences does not rely
on a single information channel [36]. Meanwhile, the researcher will regularly conduct member checks with par‑
ticipants. Preliminary analysis results will be fed back to them. They will be asked whether these interpretations
accurately reϐlect their genuine experiences and thoughts. The analytical framework will be adjusted according
to feedback. Research transferability is guaranteed by providing rich contextual descriptions. The researcher will
record in detail the characteristics of research ϐields, participants' background information, and speciϐic contexts
of interviews and observations. This enables other researchers or readers to judge whether research ϐindings can
be transferred to similar contexts. To ensure research dependability, the researcher will establish a complete au‑
dit trail. All research materials, including original interview recordings, verbatim transcripts, coding records, and
analytical memos, will be preserved. Every decision in the research process can be traced [37]. Additionally, the
researcher will continuously engage in reϐlective practice. Research journals will be written to record one's own
theoretical presuppositions, value positions, emotional reactions, and how these factorsmight inϐluence data collec‑
tion and analysis. This self‑awareness helps enhance research conϐirmability. It ensures research ϐindings originate
from participants' experiences rather than the researcher's subjective assumptions. This research received ethical
approval from the Institutional Review Board of Trinity University of Asia. The protocol was reviewed under the
expedited category for minimal‑risk educational research involving adult participants [38].

Given the researcher's immersive role involving 6–8 months of ϐield presence and deep relational engage‑
ment with participants, critical reϐlexivity regarding potential biases is essential. The lead researcher's back‑
groundas amedical education scholarwithprior clinical experience introduces three speciϐic bias risks. First, pro‑
fessional insider status may predispose sympathetic interpretation of students' criticisms of medical education
systems, potentially over‑emphasizing institutional deϐiciencies while under‑examining students' own agency
limitations. Second, the researcher's theoretical commitments to phenomenology and symbolic interactionism
might create conϐirmation bias—selectively attending to experiential narratives ϐitting these frameworks while
overlooking alternative explanatory patterns (e.g., personality traits, cognitive styles). Third, prolonged immer‑
sion risks 'goingnative'—over‑identifyingwithparticipants' perspectives and losing analytical distancenecessary
for critical interpretation. To mitigate these biases, we implemented systematic reϐlexivity protocols: (1) main‑
taining detailed reϐlexive journal documenting researcher's emotional reactions, theoretical assumptions, and in‑
terpretive choices throughout data collection and analysis; (2) conducting regular peer debrieϐing sessions with
two external researchers unfamiliar with phenomenological traditions, who challenged interpretations and pro‑
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posed alternative readings; (3) employing negative case analysis—actively searching for disconϐirming evidence
and deviant cases that contradicted emerging themes; (4) member checking not merely for descriptive accuracy
but speciϐically inviting participants to critique researcher's interpretations as potentially misrepresenting their
lived experiences. Despite these safeguards, we acknowledge that researcher subjectivity inevitably shapes qual‑
itative inquiry; our goal is not eliminating bias (epistemologically impossible) but rendering it transparent and
methodologically disciplined.

All participants providedwritten informed consent following a two‑stage process. First, potential participants
received detailed information sheets (delivered both electronically and in print) explaining: (1) research purpose—
investigating how medical students' work environment perceptions and value conϐlicts inϐluence career choices;
(2) participation requirements—1–2 interviews of 60–90 min each, possible follow‑up clariϐications, and consent
for researcher's presence during clinical activities; (3) voluntary nature—freedom to decline participation, refuse
speciϐic questions, or withdraw at any time without penalty; (4) conϐidentiality protections—pseudonymization,
secure data storage, restricted access, and anonymized reporting; (5) potential risks—possible emotional discom‑
fort when discussing career anxieties or value conϐlicts; (6) potential beneϐits—opportunity for structured self‑
reϐlection, contribution tomedical education improvement, and access to summary ϐindings; (7) researcher contact
information and IRB ofϐice details for concerns.

Second, before each interview, participants engaged in a face‑to‑face informed consent discussion with the re‑
searcher. The researcher verbally reviewed key points, invited questions, clariϐiedmisconceptions, and emphasized
voluntary participation and withdrawal rights. Only after participants demonstrated understanding and provided
signatures on consent forms did interviews commence. Consent forms were prepared in duplicate—one copy re‑
tained by researcher, one provided to participant. For participants under age 18 (none in this study, as all were
junior‑year or above, aged 20–27), parental consent would have been required per IRB protocol, though this did
not apply.

Beyond initial consent, the researcher maintained ethical vigilance throughout data collection. When partici‑
pants displayed emotional distress during interviews (e.g., tearfulness, agitation), the researcher paused recording,
checked participant wellbeing, and offered to stop or reschedule. No participant withdrew due to distress, though
two requested brief breaks. As promised in consent, participants received pseudonyms (M01–M07, F01–F08) and
identifying details were blurred (e.g., speciϐic hospital names, mentor names, patient cases anonymized) [39]. Digi‑
tal recordings were encrypted and stored on password‑protected devices. Physical transcripts were kept in locked
cabinets. Only the researcher and two research assistants (who signed conϐidentiality agreements) accessed raw
data.

When participants narrated career confusions or psychological pressures suggesting potential mental health
concerns, the researcher provided contact information for the university's Student Psychological Counseling Center
and encouraged participants to seek support if needed. Post‑interview, the researcher sent thank‑you messages
reiterating counseling resources availability, ensuring participants did not experience unaddressed psychological
burden. No adverse events or complaints were reported to the IRB during the study period.

4. Results Analysis
Consistent with phenomenological and symbolic interactionist commitments to preserving the richness and

complexity of lived experience, this results section prioritizes narrative integration and thick description over statis‑
tical summarization. Where frequencies are mentioned (e.g., 'all 15 participants,' '13 participants'), these indicate
thematic salience rather than statistical signiϐicance—the goal is illuminating experiential patterns, not establish‑
ing generalizable correlations. Conceptual diagrams are employed to map relationships between themes rather
than quantify their intensity [40]. This approach honors the interpretive paradigm's premise that humanmeaning‑
making resists reduction tomeasurable variables, requiring instead contextually embedded understanding. Before
presenting ϐindings, we clarify how phenomenological and symbolic interactionist commitments shaped analytical
procedures, demonstrating methodological transparency regarding theoretical application.

Phenomenological LayerAnalysis: Eachparticipant's experiential narrativeunderwent three‑level phenomeno‑
logical explication:

Level 1—Noematic Description: What appears to consciousness? We extracted descriptions of perceived en‑
vironmental objects—the 'crowded ward,' 'outdated equipment,' 'mentor's frown.' These are intentional objects
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constituted in consciousness, not objective facts.
Level 2—Noetic Structure: How does it appear? We analyzed the modes of givenness—perception (immedi‑

ate sensory presence), memory (temporal retention), imagination (anticipatory projection), or affective attune‑
ment (mood‑ϐiltered apprehension). For instance, Participant F03's 'shabby on‑call room' was given through dis‑
gust (affective mode) combined with disappointed expectation (memorial comparison to imagined professional
spaces).

Level 3—Temporal Constitution: We traced how meaning emerges through temporal synthesis—protention
(anticipatory horizon), primal impression (living present), and retention (just‑past sedimentation). Career choice
emerged not as instantaneous decision but as gradually crystallizing Gestalt across extended temporal ϐlow, with
earlier perceptions continuously reinterpreted in light of subsequent experiences.

Symbolic InteractionistAnalysis: Parallelingphenomenological excavation,we conducted interaction sequence
analysis: (1) Identifying symbolic exchanges—verbal utterances, gestural cues, material arrangements; (2) Map‑
ping role performances across contexts—how students 'do' medical student identity differently before mentors,
patients, peers; (3) Tracing meaning negotiation trajectories—how deϐinitions of 'good doctor,' 'success,' 'worth‑
while sacriϐice' shift through dialogical engagement.

Integration Strategy: The two approaches address different analytical levels. Phenomenology accesses
the pre‑reϐlective experiential substrate—the 'what it feels like' that grounds subsequent interpretations. Sym‑
bolic interactionism explicates how this primordial experience becomes articulated, contested, and transformed
through social communication. Together, they illuminate both individual meaning constitution (phenomenol‑
ogy) and collective meaning negotiation (symbolic interactionism), revealing their dialectical interdependence:
social symbols shape perceptual possibilities (top‑down), while lived experiences resist or revise symbolic deϐi‑
nitions (bottom‑up).

4.1. The Lifeworld of Medical Students' Work Environment Quality Perception
4.1.1. The Experiential Structure of Ideal Expectations and Reality Gaps

Through in‑depth interviews with 15 medical students and clinical ϐield observations, the research found that
medical students experience signiϐicant psychological transitions from idealized expectations to realistic percep‑
tions during early career development. See Table 1 below. In the initial enrollment period, participants generally
harbored lofty imaginations about the medical profession. A junior year student recalled: “I thought wearing a
white coat meant being a hero who saves lives. Every day would bring experiences of life's miracles.” However, as
clinical observation deepened, this idealized picture was gradually dissolved by the real work environment. The
research identiϐied three core dimensionswhere ideal expectations and reality gaps appear particularly prominent:
the professional value realization dimension, the work condition quality dimension, and the interpersonal relation‑
ship harmony dimension. Regarding professional value realization, medical students initially expected to obtain
noble social recognition and internal achievement through medical practice. In reality, they frequently encounter
doctor‑patient tensions and heavy paperwork that squeezes out treatment time. The ideal of “healing and saving
lives” becomes mechanized procedural operations. An intern described: “I thought there would be much time to
communicate with patients and understand their suffering. But actually, I spend most of my time entering medical
records on computers.” In the work condition dimension, students expected modern medical facilities with ad‑
vanced equipment and clean environments [41]. The outdated facilities in some teaching hospitals, crowded ward
spaces, and shabby on‑call rooms forma strong contrast. The temporal transformation ofmedical students' ideal ex‑
pectations follows a discernible narrative arc across their educational journey. During the initial enrollment phase,
participants universally heldwhat one described as 'almost sacred' visions ofmedical practice. As clinical exposure
deepened, this idealism underwent progressive dissolution—not as a linear decline but as a spiral renegotiation.
Junior‑year students experienced acute disillusionment when ϐirst confronting reality gaps, expressing sentiments
like 'my heart just sank' (Participant F03). However, senior students and graduate participants demonstratedmore
nuanced positioning, having developed what Participant M12 termed 'realistic idealism'—maintaining core values
while adjusting speciϐic expectations. This transformation reϐlects not abandonment of ideals but their reconstruc‑
tion through lived experience, illustrating phenomenology's concept of meaning‑making as ongoing interpretive
engagement with the lifeworld rather than one‑time cognitive shift [42].
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Table 1. Experiential Dimensions and Typical Manifestations of Medical Students' Ideal Expectations and Reality
Gaps.

Experiential
Dimension

Core Connotation of Ideal
Expectations Main Content of Reality Perception Typical Participant Description

Segments

Professional Value
Realization

Noble mission of healing and
saving lives; witnessing life

miracles daily; obtaining patient
gratitude and social respect

Tense doctor‑patient relationships;
large amounts of administrative
paperwork; standardized and

mechanized treatment processes

“I originally thought I would
become patients' hope, but now
I'm more like an operator on an
assembly line” (Participant M07)

Work Condition
Quality

Modern hospitals with advanced
equipment; clean and comfortable
work spaces; sufϐicient learning

resource support

Outdated equipment in some
departments; crowded and noisy

wards; shabby on‑call room
conditions; learning time occupied by

miscellaneous tasks

“The ϐirst time I entered the
on‑call room and saw that

worn‑out sofa and dirty quilt, my
heart just sank” (Participant F03)

Interpersonal
Relationship
Harmony

Mentors providing careful
guidance as both teachers and

friends; peers helping each other
and growing together; warm and

harmonious medical team

Hierarchical department culture;
intense competition among peers;
some mentors busy and indifferent;
friction in medical care collaboration

“Several of us interns are polite on
the surface, but we're all secretly
competing. Everyone fears falling

behind” (Participant M12)

Professional Skill
Development

Systematic and complete clinical
training; sufϐicient practical
operation opportunities;

gradually assuming treatment
responsibilities

Mostly repetitive basic work; limited
hands‑on opportunities; fragmented

learning content; anxiety about
mismatch between responsibility and

capability

“I've been interning for three
months, but can still only watch
senior doctors operate. My own
hands‑on opportunities are

extremely few” (Participant F09)

Work‑Life Balance
Work is hard but regular; ability
to balance personal life and career
development; physical and mental

health guaranteed

Overtime work normalized; rest time
difϐicult to guarantee; continuous
physical and mental exhaustion;
personal life severely squeezed

“After continuous shifts, I'm
completely numb. I have no

energy to think about the future”
(Participant M15)

4.1.2. Meaning Attribution of Multidimensional Environment Quality

The research found that medical students' perception of work environment quality is not a passive acceptance
of objective facts. It is a process of actively constructing meaning through continuous interaction with the envi‑
ronment. See Table 2 below. Through in‑depth analysis of interview texts, the research identiϐied that medical
students' meaning attribution to environment quality presents multidimensional characteristics. These mainly in‑
clude physical space dimension, technical equipment dimension, institutional norm dimension, interpersonal at‑
mosphere dimension, and cultural symbol dimension. In the physical space dimension, medical students not only
focus on objective conditions of wards and ofϐices [43]. They care more about the “sense of being valued” and
“sense of belonging” conveyed by these spaces. A second‑year graduate student narrated: “Our department's teach‑
ing room is spacious and bright. Every time I go there to study, I feel I'm being trained as a real doctor, not cheap
labor.” This indicates that physical space is endowed with symbolic meaning of identity recognition. Meaning attri‑
bution in the technical equipment dimension is more associated with professional development expectations [44].
Twelve participants explicitly expressed cognition that advanced equipment represents “learning opportunities”
and “career prospects.” Outdated equipment is interpreted as a signal of “being marginalized”. The institutional
norm dimension presents a complexmeaning construction process. Strict scheduling systems are interpreted both
as “guarantees for standardized training” and as “oppression of personal time deprivation.” Meaning attribution
in the interpersonal atmosphere dimension is the richest. A mentor's afϐirmation, a peer's collaboration, a nurse's
smile ‑ all can be endowedbymedical studentswith profoundmeanings of “professional value recognition” or “team
belonging.” The cultural symbol dimension is reϐlected in interpretations of department honor walls, academic
atmospheres, and medical ethics traditions. These symbolic elements are endowed with important meaning for
shaping professional identity. See Figure 1 below [45]. It is worth noting thatmedical students from different back‑
grounds show signiϐicant differences in meaning attribution to the same environmental elements. Order‑oriented
medical students from rural areas tend to associate basic infrastructure conditions with “practical preparation for
grassroots work.” Non‑oriented students more often link it with “career competitiveness”. This diversity in mean‑
ing attribution reveals the highly subjective nature and contextual dependence of environment quality perception.
The same physical environment may be constructed into completely different meaning landscapes in different in‑
dividuals' lifeworlds.
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Table 2. Types of Multidimensional Meaning Attribution in Medical Students' Work Environment Quality Percep‑
tion.

Environment
Dimension Core Focus Elements Main Types of Meaning Attribution Typical Meaning Construction

Narratives

Mention
Frequency
(n = 15)

Physical
Space

Dimension

Ward conditions,
ofϐice spaces, rest
spaces, learning
environments

Identity recognition symbols; sources
of sense of belonging; manifestation
of being valued degree; carriers of

work dignity

“The clean and tidy locker room
makes me feel the hospital treats us
as formal employees, not temporary

workers” (Participant F05)
15 mentions

Technical
Equipment
Dimension

Diagnostic equipment,
information systems,
teaching equipment,

laboratory
instruments

Indicators of learning opportunities;
predictions of career prospects;

platforms for professional capability
development; markers of
modernization degree

“Seeing the department introduce the
latest laparoscopic system, I feel I can
learn real skills here” (Participant

M11)
13 mentions

Institutional
Norm

Dimension

Scheduling systems,
assessment standards,
leave policies, training

arrangements

Duality of normative guarantee and
constraint; materialization of power

relations; embodiment of
professionalization requirements;
boundaries of personal autonomy

“The 24‑hour shift systemmakes me
feel controlled by the system, but I

also understand this is the necessary
path to becoming a real doctor”

(Participant F08)

14 mentions

Interpersonal
Atmosphere
Dimension

Teacher‑student
relationships, peer
interactions, medical
care collaboration,
doctor‑patient
communication

Sources of professional value
recognition; emotional support

networks; creators of competitive
pressure; ϐields of professional

socialization

“When the director asked my opinion
during rounds, at that moment I

really felt seen as a doctor”
(Participant M04)

15 mentions

Cultural
Symbol

Dimension

Department
traditions, academic
atmospheres, honor
displays, medical
ethics stories

Concrete presentations of
professional ideals; channels for

value concept transmission; spiritual
foundations of professional identity;

meaning carriers of historical
inheritance

“Looking at the photos and stories of
excellent doctors on the wall, I reϐlect

on what kind of doctor I want to
become” (Participant F13)

11 mentions

Figure 1. Descriptive Comparison of Meaning Construction Depth Across Environmental Quality Dimensions by
Student Groups.
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4.1.3. Temporality and Contextuality of Environment Perception

Medical students' perception of work environment quality possesses signiϐicant temporal and contextual char‑
acteristics. These characteristics reveal that perception is not a static cognitive result. It is a dynamic process contin‑
uously generated and reconstructed in temporal ϐlow and situational transitions. From the temporality dimension,
the research identiϐied three key temporal nodes in medical students' environment perception: initial contact pe‑
riod, adaptation adjustment period, and deep experience period. The initial contact period usually occurs during
the early stage of clinical observation in the junior year. At this time, medical students' perception of environment
ismost acute. Subtle environmental differencesmay trigger strong emotional reactions [46]. A participant recalled:
“The ϐirst time I walked into the ward wearing a white coat, that disinfectant smell, the ticking of instruments, pa‑
tients' painful groans ‑ all of these made my heart race. It was a complex feeling of both excitement and fear.”
This initial perception often carries strong freshness and impact. After entering the adaptation adjustment period,
medical students gradually become accustomed to the routine state of the environment. The acuity of perception
somewhat declines. However, evaluation standards for environmental quality begin to form. The deep experience
period presents a more mature perception pattern. Medical students can distinguish between surface features and
deep structures of the environment. Their judgments about environmental quality becomemore rational and com‑
prehensive. From the contextuality dimension, medical students' environment perception shows signiϐicant differ‑
ences across different clinical situations [47]. In routineward round situations, 13 participants expressed relatively
calm perceptual states. Focus concentrated on the work process and interpersonal interaction. In emergency res‑
cue situations, environmental perception becomes highly focused. The cramped physical space, equipment acces‑
sibility, and team collaboration efϐiciency become core elements of perception. Environment perception exhibited
striking contextual variability, revealing its situationally embedded nature. In routineward rounds, participants de‑
scribed entering a state of 'habituated attention'—present yet not acutely perceptive. Participant M07 explained:
'After weeks of morning rounds, I stopped noticing the crowded conditions. It just became a normal background.'
However, emergency situations radically altered perceptual modes. During a cardiac arrest observation, Partici‑
pant F09 recounted: 'Suddenly every detail became vivid—the cramped resuscitation room, the outdated deϐibril‑
lator, the frantic atmosphere. Time seemed to slow down.' This perceptual intensiϐication under crisis conditions
demonstrates what phenomenology terms 'breakdown moments' when taken‑for‑granted environmental features
become consciously available. Conversely, doctor‑patient conϐlict situations triggered what participants called 'de‑
fensive perception,' where previously comfortable spaces transformed into 'hostile territories' (Participant M15).
These contextual variations underscore that environmental quality is not objectively ϐixed but emerges through sit‑
uated engagement, continuously reconstituted as students move between different clinical worlds. The research
captured the phenomenological characteristics of typical situations. Participant F09 described her ϐirst resusci‑
tation: “The patient's heart stopped, I completely froze, my hands trembled severely, sounds alternated between
distant and near, and time seemed to stop.” As she watched her mentor perform compressions, textbook images
ϐlashed through her mind, followed by the thought, “what if it's only me?” Participant M04 recalled a dialogue dis‑
cussing treatmentwithdrawal; when hismentor said “not treating is also a form of treatment,” his “chest tightened,”
and his belief in healing and saving lives “suddenly wavered.” These moments, where bodily perception, temporal
distortion, and emotional impact interweave, became critical junctures for reconstructing professional meaning.

4.2. Symbolic Interaction Process and Meaning Negotiation of Value Conϐlicts
4.2.1. Types and Manifestations of Value Conϐlicts

Through in‑depth interviews with 15 medical students and clinical ϐield observations, the research found that
value conϐlicts constitute the most tension‑ϐilled experiential dimension in medical students' career development
process. These conϐlicts are not simple binary oppositions. They are dynamic processes continuously generated,
manifested, and evolved in complex social interactions. The research summarized ϐive core types of value conϐlicts:
conϐlicts between professional ideals and practical interests, conϐlicts between humanistic care and technical ratio‑
nality, conϐlicts between personal development and organizational requirements, conϐlicts between medical ethics
and institutional norms, and conϐlicts between academic pursuits and clinical practice [48]. Conϐlicts between pro‑
fessional ideals and practical interests are the most universally experienced value tension amongmedical students.
All 15participants expressed similar troubles. A senior year student admitted: “I initially chosemedicine toheal and
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save lives. But now I ϐind that if I choose grassroots hospitals, both income and career development space are very
limited. I'm beginning to doubt my original intention.” This conϐlict becomes particularly sharp when facing key
decisions, such as specialty selection and employment direction [49]. Conϐlicts between humanistic care and tech‑
nical rationality are reϐlected in medical students' confusion about “good doctor” standards. Twelve participants
mentioned feeling the tense relationship between emotional investment and rational judgment in clinical practice.
An intern described: “The mentor always emphasizes maintaining professional distance. But when I see patients'
painful expressions, I ϐind it hard to remain completely calm.” Conϐlicts between personal development and orga‑
nizational requirements mainly manifest in mismatches among training objectives, work arrangements, personal
interests, and career planning [50]. Thirteen participants experienced situations where they had to sacriϐice per‑
sonal learning plans due to organizational regulations such as department rotation arrangements and shift systems.
Conϐlicts betweenmedical ethics and institutional norms occurwith relatively lower frequency. However, once they
occur, they often bring profound moral distress. Typical scenarios include simpliϐied implementation of informed
consent and proϐit‑driven excessive examinations. These ϐive conϐlict types do not exist as discrete categories but
form an interconnected web of tensions within medical students' lifeworld (see Figure 2). The professional ideals‑
practical interests conϐlict permeated all 15 participants' narratives with particular intensity. Participant M04 ar‑
ticulated this tension: 'Every career discussion with family becomes a battleϐield between what I believe I should
do and what I'm told I must do for survival.' This conϐlict frequently intensiϐied others—when choosing specialties,
the humanistic care‑technical rationality tensionmerged with personal development‑organizational requirements
conϐlict, as participants struggled between patient‑centered values and competitive advancement strategies. The
medical ethics‑institutional norms conϐlict, though less frequently mentioned, carried profoundmoral weight. Par‑
ticipant F13 described witnessing 'rushed informed consent procedures where patient understanding was clearly
sacriϐiced to administrative efϐiciency,' triggering what symbolic interactionism terms 'role strain'—inability to rec‑
oncile performedprofessional roleswith internalized ethical standards. Academic pursuit‑clinical practice conϐlicts
particularly troubled research‑oriented students who experienced temporal scarcity as an existential crisis: 'Clini‑
cal rotations consume every hour; my research dreams evaporate daily' (Participant M11). This interwoven nature
reveals value conϐlicts not as isolated incidents but as systemic features of medical socialization, continuously re‑
generated through institutional structures and interpersonal interactions.

Figure 2. Interconnected Web of Value Conϐlict Types.
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4.2.2. Symbolic Interaction and Role Performance in Value Conϐlicts

Based on the analytical framework of symbolic interactionism, the research found thatmedical students' value
conϐlicts are not isolated internal experiences. They are social processes that are presented, reinforced, or allevi‑
ated through symbolic communication in continuous interactions with others. Medical students' interactions with
different objects, such as mentors, patients, peers, and family members in clinical ϐields, constitute key scenarios
for value conϐlict generation and negotiation. The research identiϐied four core types of interaction objects and
their corresponding symbolic interaction patterns. In interactions with mentors, 13 participants mentioned that
mentors' verbal evaluations, non‑verbal cues (such as frowning and nodding), and behavioral demonstrations con‑
stitute the most important symbol system. An intern described: “During rounds, the director said, 'Your thinking is
too idealistic.' That look made me feel very naive. I began to doubt my understanding of medicine.” This symbolic
interaction not only transmits professional knowledge. It also implicitly deϐines and disciplines professional values.
Medical students are expected to perform roles such as “obedient students” and “compliant subordinates” in this
process. Interactions with patients present another type of symbolic characteristics [51]. Patients' verbal symbols,
such as gratitude, complaints, and doubts, as well as “bodily symbols” like condition improvement or deterioration,
all inϐluencemedical students' understanding ofmedical values. Eleven participants expressed role confusion expe‑
rienced in patient interactions: “I don't knowwhether to perform as 'authoritative doctor' or 'warm friend.' Patient
expectations always leave me at a loss.” Interactions with peers are ϐilled with the duality of competition and coop‑
eration. Discussions among classmates about career choices and development paths constitute an important ϐield
for meaning negotiation. They deϐine standards of “success” by sharing experiences, exchanging information, and
comparing with each other. Interactions with family often intensify value conϐlicts. Parents' explicit expressions
about career prospects and income expectations form strong contrasts with medical students' professional ideals.
See Figure 3 below. The research found that during these interaction processes, medical students continuously
adjust their role performance strategies. They show obedience before mentors but internally retain doubts. They
display professionalism before patients but privately feel powerless. They present conϐidence before peers but
fall into confusion when alone. They compromise before family but struggle internally. This switching and perfor‑
mance of multiple roles is both a strategy for coping with value conϐlicts and a factor that deepens the complexity
of conϐlicts.

Figure 3. Multidimensional Inϐluence Degree of Different Symbolic Interaction Objects on Value Conϐlicts.
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4.3. Inϐluence Mechanism of Career Development Path Selection
4.3.1. The Meaning Construction Process from Perception to Choice

The research reveals that the journey from medical students' work environment quality perception to career
development path selection is not a simple linear causal relationship. It is a complex meaning construction pro‑
cess. This process experiences multiple interrelated stages. Based on in‑depth analysis of 15 participants' career
decision‑making processes, the research identiϐied ϐive key stages: initial perception stage, reϐlective questioning
stage, meaning negotiation stage, value integration stage, and decision‑action stage. The initial perception stage
occurs when medical students ϐirst enter clinical environments. At this time, various environmental elements im‑
pact their senses in intuitive and perceptual ways. Fourteen participants stated that perception in this stage is
often fragmented and emotional. Systematic meaning understanding has not yet formed. One participant recalled:
“When I just started internship, I only felt tired, busy, and chaotic. I never thought about what this meant for my
career choice.” As clinical experience deepens, medical students enter the reϐlective questioning stage [52]. They
begin to compare perceived environmental characteristics with their own professional expectations. They produce
questions like “Is thiswhat Iwant?” This stageoften accompanies themanifestationof value conϐlicts. Twelvepartic‑
ipants experienced intense inner struggles during this stage. Themeaning negotiation stage is the core of the entire
process. Medical students continuously adjust their understanding of environmental quality and professional val‑
ues through interactionswith others, information collection, and self‑dialogue. All 15 participants experienced this
process ϐilled with contradictions and repetitions. One participant described: “I talked with mentors, classmates,
and family. After each conversation, my thoughts changed. That period was really painful.” The value integration
stage marks that medical students begin to form relatively stable professional meaning frameworks. They either
compromise and accept reality, persist in ideals, or ϐind integration paths. Thirteen participants had completed
or were completing this integration during interviews [53]. Finally, in the decision‑action stage, medical students
transform internalized meaning frameworks into concrete career choice actions. Examples include determining
specialty directions, selecting employment units, and preparing for graduate entrance exams. This meaning con‑
struction process unfolds not as a linear progression but as a spiral recursion, echoing phenomenology's notion
of temporal constitution (see Figure 4). Participants frequently circled back—Participant F09 described reaching
decision‑action stage regarding specialty choice, then returning to reϐlective questioning after observing amentor's
burnout: 'That moment shattered my settled decision; I had to renegotiate everything.' Such recursions were not
failures but deepening spirals, each iteration adding interpretive layers. The negotiation stage proved most pro‑
tracted and emotionally demanding. All 15 participants spent months oscillating between conϐlicting perspectives,
engaging in what Participant M15 termed 'exhausting internal debates alongside endless external consultations.'
This extended negotiation reϐlects symbolic interactionism's emphasis onmeaning as socially achieved through dia‑
logue rather than individually discovered. Notably, participants from different backgrounds traversed these stages
at different paces—rural‑oriented students often moved faster through negotiation, their career parameters more
constrained yet paradoxically clearer, while urban non‑oriented students lingered longer in what Participant F08
called 'the anxiety of inϐinite possibilities.' This variability underscores that meaning construction, though struc‑
turally similar, remains existentially unique to each lifeworld [54].

4.3.2. Narratives and Decision Logic of Critical Turning Points

In the meaning construction process of medical students' career development path selection, several critical
turning points exist. These turning points become decisive moments that propel or change career decisions. The
research found that critical turning points do not appear randomly. They are triggered by speciϐic events under
speciϐic situations and follow unique decision logic. Through in‑depth analysis of 15 participants' career decision
narratives, the research identiϐied ϐive core types of turning points: emotional impact turning points, value awak‑
ening turning points, realistic pressure turning points, role model inspiration turning points, and accidental oppor‑
tunity turning points. Emotional impact turning points are often triggered by intense emotional experiences [55].
Eleven participants mentioned key emotional events that changed their professional cognition. One participant
recalled: “A patient held my hand and said, 'Thank you for saving me.' At that moment, I suddenly felt that all the
hardship was worthwhile. I became determined to be a clinical doctor.” Conversely, some participants changed
their choices due to negative emotional experiences. Value awakening turning points occur at moments whenmed‑

305



Journal of Qualitative Research in Education | Issue 45 Eğitimde nitel araştırmalar dergisi

ical students suddenly realize their authentic value orientations. Eight participants experienced this “epiphany”
type of turning point. Realistic pressure turning points are most common. Thirteen participants stated that real‑
istic factors such as family economic pressure, employment situations, and policy changes erupted collectively at
certain time points. This forced them to re‑examine career choices. One participant admitted: “My father became
sick and needed money for treatment. That day, I suddenly realized ideals are beautiful, but reality is more crueler.
I must ϐind a job that can make money.” Role model inspiration turning points are reϐlected in howmentors, senior
students, or other doctors' words and actions produce decisive inϐluences onmedical students. Seven participants'
career choices were directly inspired by role models. Accidental opportunity turning points originate from unex‑
pected chances or information. Five participants opened new career visions through attending certain lectures or
contacting certain projects. The research found that the decision logic behind these turning points presents obvious
differences. Emotional impact types follow “emotion‑priority” logic. Value awakening types follow “self‑realization”
logic. Realistic pressure types follow “survival‑priority” logic. Role model inspiration types follow “social learning”
logic. Accidental opportunity types follow “adaptation‑adjustment” logic.

Figure 4. Spiral Process of Meaning Construction from Perception to Career Choice.

Participant F05's narrative: “A terminal cancer patient held my hand during his ϐinal hours and whispered,
'You'll be a great doctor.' At that moment, every complaint about poor conditions evaporated. I understood viscer‑
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ally why I chose this path. That hand‑holding became my anchor whenever doubts resurface.”
Decision logic: Emotion‑priority—immediate affective experience overrides rational calculation, creating en‑

during motivational imprint.
ParticipantM11's narrative: “During an ethics seminar, the professor asked us to deϐine ourmedical 'calling.'

I suddenly realized I'd been pursuing others' deϐinitions—family expectations, social statusmarkers. That question
awakened me to my authentic commitment: serving marginalized communities. Everything shifted.”

Decision logic: Self‑realization—sudden clarity about intrinsic values catalyzes realignment of career trajec‑
tory with discovered authentic self.

Participant F13's narrative: “My father's illness depleted family savings overnight. The romantic notion of
'following my passion regardless of income' became a privilege I couldn't afford. I had to prioritize specialties with
immediate earning potential. Reality imposed non‑negotiable constraints.”

Decision logic: Survival‑priority—material necessities establish boundaries within which value negotiation
occurs, constraining idealistic aspirations.

Participant M04's narrative: “Observing Dr. Zhang balance rural clinical excellence with research publi‑
cations showed me integration was possible, not merely theoretical. Her example became my blueprint—if she
achieved it, perhaps I could too.”

Decision logic: Social learning—concrete exemplars transformabstract possibilities into believable pathways,
reducing perceived risk of unconventional choices.

Participant F09's narrative: “I accidentally attended a telemedicine symposium—wasn't even my intended
event. But the presentations opened entirely new career visions I'd never imagined. That random attendance redi‑
rected my entire trajectory.”

Decision logic: Adaptation‑adjustment—openness to contingency creates serendipitous encounters that ex‑
pand possibility horizons beyond planned trajectories.

These turning points share a common feature—they rupture taken‑for‑granted assumptions, creating what
phenomenology terms 'phenomenological shocks' that interrupt routine perception and compel re‑examination.
However, their decision logics differ fundamentally, revealing career choice asmulti‑determined rather than follow‑
ing a universal calculus. Emotional types privilege felt experience over analysis; value awakening types prioritize
authenticity over pragmatism; realistic pressure types subordinate ideals to survival; rolemodel types rely on social
proof over individual exploration; accidental types embrace contingency over planning. This plurality challenges
deterministic career development models, afϐirming that medical students' choices emerge through complex inter‑
play of affect, cognition, social inϐluence, material constraints, and chance—a phenomenological reality irreducible
to predictive variables.

5. Discussion
5.1. Theoretical Synthesis: Complementarity of Phenomenological and Symbolic Interactionist

Analyses
Phenomenology illuminates howmedical students actively constitute environmental meanings through inten‑

tional consciousness rather than passively receiving objective facts. This study starts from a phenomenological
perspective. It reveals the essential structure of medical students' work environment quality perception and its
deep inϐluence mechanism on career development path selection. These ϐindings form an inspiring dialogue with
core phenomenological theories. First, the research conϐirms the concrete presentation of Husserl's “lifeworld” con‑
cept in the medical education ϐield. Medical students' perception of work environment quality is not a mechanical
reϐlection of objective conditions [13]. It is a phenomenon experienced and endowed with meaning in their life‑
world. The crowded wards, outdated equipment, and indifferent mentors—these environmental elements only ac‑
quiremeanings such as “oppressive,” “disappointing,” and “being ignored” inmedical students' lifeworld. It is these
meaningful perceptions rather than physical facts themselves that constitute the real foundation for career choices.
Second, the research deepens understanding of the intentionality concept. Medical students' perception of environ‑
ment always points toward certain professional expectations and value pursuits. This intentional structure causes
the same environment to present completely different appearances in different individuals' eyes. Those persisting
in ideals see “stages for serving the people” in shabby grassroots hospitals. Compromisers view them as “cages of
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career development.” This difference stems from different intentional orientations. Third, the research reveals the
key role of body phenomenology in environment perception. Medical students do not cognize work environments
with abstract rationality [56]. They perceive environmental quality through embodied experiences such as physi‑
cal exhaustion, tension, and discomfort. This bodily perception often inϐluences professional attitudes earlier and
moredirectly than rational judgment. Additionally, the research conϐirms the central position of time consciousness
in meaning construction. Medical students' environment perception possesses an obvious temporality dimension.
The shock at initial contact, the numbness during adaptation, and the insight after deep experience—this temporal
unfolding process reveals that perception is not formed instantaneously. It gradually deepens and crystallizes in
continuous experiential ϐlow.

5.2. Symbolic Interactionist Analysis: Revealing Social Negotiation
Symbolic interactionism addresses what phenomenology brackets: the social processes through which indi‑

vidually experienced meanings become collectively negotiated. This study starts from a symbolic interactionist
perspective. It profoundly reveals the social construction nature of medical students' value conϐlicts and their inϐlu‑
encemechanism on career path selection. The research found thatmedical students' value conϐlicts are not isolated
internal psychological phenomena [57]. They are social processes generated, manifested, and negotiated through
symbolic communication in continuous interactions with signiϐicant others such as mentors, patients, peers, and
family members. This ϐinding echoes Mead's core argument about “self” formation in social interaction. Medical
students' professional identity is gradually constructed through others' mirror feedback. Interview texts show that
amentor's remark, “your thinking is too idealistic,” conveysmore than professional judgment. It is a symbolic deϐini‑
tion of what constitutes a “mature doctor.” These verbal symbols and non‑verbal cues jointly shape the boundaries
of medical students' understanding of professional values. Particularly noteworthy are the multiple role perfor‑
mance strategies that medical students display in different interaction situations [25]. This reϐlects the separation
between “front stage performance” and “backstage reality” discussed by Goffman. They show obedience before
mentors yet internally retain doubts. Theydisplay professionalismbeforepatients yet privately feel powerless. This
role switching is both an adaptive strategy for coping with symbolic environments and a factor that deepens the
complexity of value conϐlicts. The research also found that peer groups continuously conduct collective negotiation
of “success standards” through daily conversations about career choices. This symbolic interaction forms power‑
ful peer pressure. It pushes individual values toward conformity with group norms. Additionally, family members
symbolically transmit social expectations tomedical students through explicit income expectation expressions and
career advice.

5.3. Dialectical Integration: Overcoming Single‑Paradigm Limitations
The twoperspectivesachieve synthesisbyaddressingmutual limitations. Phenomenologyalone risks solipsism—

treating meaning as purely individual consciousness activity without recognizing social‑structural shaping. Our
data show that rural versus urban students' divergent environmental perceptions cannot be explained by individ‑
ual consciousness alone; their different symbolic positioning within class structures pre‑structures experiential
possibilities. Conversely, symbolic interactionism alone risks determinism—reducing subjects to role‑performers
without experiential depth. Our phenomenological vignettes reveal that institutional symbols don't mechanically
determine experience; they encounter resistance from lived bodily reality, creating tensions motivating symbolic
contestation. This dialectical framework positions career choice as simultaneously deeply personal (phenomeno‑
logically constituted) and irreducibly social (symbolically negotiated), transcending reductionist alternatives.

5.4. Dialogue with Existing Theories
This study engages in a tension‑ϐilled dialogue with classical theories. Cruess and Monrouxe emphasize “in‑

congruence experiences” in identity formation, yet they fail to reveal how such incongruence is experienced and
negotiated in concrete interactions. Our ϐindings indicate that medical students do not simply perceive value gaps;
rather, they experience the real‑time collapse and reconstruction of meaning through a mentor's glance or a pa‑
tient's complaint. Becker's Boys in White demonstrates medical students' cultural adaptation but rarely touches
upon individuals' struggles and resistance during adaptation. This study supplements this dimension: participant
M07's narrative of “surface compliance with internal reservation” reveals that socialization is not unidirectional
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indoctrination but rather tension‑ladenmeaning negotiation. Goffman's role performance theory focuses on “front
stage” impression management, while this study delves into the “backstage”—participant F13's solitary confusion
of “doubting whether I am suitable to be a doctor” precisely represents the authentic self that front stage perfor‑
mance cannot bear. These dialogues deepen professional formation theory's understanding of individual agency
and situational complexity.

6. Conclusion: Toward a Process Theory of Career Choice as Situated Meaning Construc‑
tion
This study advances understanding of medical students' career development by revealing career choice not

as a discrete decision‑point determined by attribute variables, but as an emergent outcome of situated, temporally
extended, socially embedded meaning construction processes. Through integrated phenomenological and sym‑
bolic interactionist analysis of 15medical students' lived experiences, we establish three interconnected theoretical
propositions that constitute this study's core contribution.

6.1. Core Theoretical Propositions
Proposition 1. Work Environment Perception as Intentional Constitution.
Medical students' perceptions of work environment quality are not passive reϐlections of objective conditions

but active meaning‑constitutions structured by professional intentionality, temporal consciousness, and embod‑
ied affectivity. The 'same' physical environment—crowded wards, outdated equipment, hierarchical cultures—
appears radically differently depending on students' biographical projects (rural service commitment versus ur‑
ban career competition), temporal positioning (initial encounter versus habituated familiarity), and affective at‑
tunements (hopeful anticipation versus disillusioned resignation). This phenomenological ϐinding challenges en‑
vironmental determinism prevalent in career research, demonstrating that improving 'objective' conditions alone
cannot guarantee satisfaction or retention without attending to students' meaning‑making frameworks. Career in‑
terventions must therefore address not merely environmental features but the interpretive lenses through which
features become meaningful.

Proposition 2. Value Conϔlicts as Symbolic Interaction Phenomena.
Value conϐlicts emerge neither from internal personality traits nor external structural contradictions alone,

but through symbolic interaction sequences where incompatible deϐinitions of professional identity, success, and
worthy sacriϐice are communicated, contested, and provisionally negotiated. Our analysis reveals that conϐlicts
intensify when symbolic messages from different interaction partners (mentors valorizing sacriϐice, families de‑
manding security, peers modeling alternative paths) cannot be synthesized within students' lifeworld coherence.
Critically, conϐlicts persist not because 'correct' resolutions exist but because medical socialization involves inher‑
ently contradictory symbolic imperatives—be compassionate yet professionally distant, pursue excellence yet ac‑
cept systemic mediocrity, serve society yet secure personal welfare. This symbolic interactionist insight reframes
career support: rather than eliminating conϐlicts (impossible given structural contradictions), education should
equip students with negotiation capacities—reϐlexivity, dialogical skills, tolerance for ambiguity—enabling them
to navigate ongoing tensions without existential paralysis.

Proposition 3. Career Choice as Spiral Meaning Synthesis.
The trajectory from environmental perception to career decision follows neither linear causality nor random

drift but spiral recursion—a temporally extended process wherein initial perceptions provoke reϐlective question‑
ing, which necessitates social negotiation, which enables value integration, which crystallizes into action commit‑
ments, yet may loop back to earlier stages when new experiences disrupt provisional syntheses. Career 'choice' is
thus a misnomer; more accurately, it is meaning crystallization—the gradual emergence of a coherent biographi‑
cal narrative integrating past experiences, present circumstances, and future possibilities into a livable life project.
Critical turning points accelerate but don't determine this process; they provide phenomenological 'shocks' ruptur‑
ing taken‑for‑granted assumptions, forcing renewed interrogation. This processual understanding challenges both
rational choice models (assuming calculated optimization) and socializationmodels (assuming passive internaliza‑
tion), revealing career development as creative meaning‑making wherein students are neither sovereign choosers
nor cultural dopes but active interpreters navigating between constraint and possibility.
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6.2. Theoretical Contributions and Advancements
This researchmakes four speciϐic theoretical‑methodological contributions to career development scholarship

and medical education research:
First, we demonstratemethodological synergy between phenomenology and symbolic interactionism, two tra‑

ditions rarely integrated despite complementary strengths. By using phenomenology to access pre‑reϐlective expe‑
riential structures and symbolic interactionism to analyze social meaning negotiation, we overcome limitations of
single‑paradigm approaches—phenomenology's potential solipsism and symbolic interactionism's neglect of sub‑
jective depth. The three‑layer phenomenological analysis (noematic‑noetic‑temporal) combined with interaction
sequence analysis generates a richer understanding than either paradigm alone achieves. This integration provides
a replicable template for future qualitative research addressing both individual consciousness and social interac‑
tion.

Second, we contribute mid‑range substantive theory speciϐic to medical students' career development yet po‑
tentially transferable to other professional socialization contexts. The identiϐiedmechanisms—intentional environ‑
mental constitution, symbolic conϐlict negotiation, spiral meaning synthesis—are not merely descriptive ϐindings
but theoretical constructs explaining how and why career trajectories unfold as they do. These constructs bridge
micro‑phenomenological processes and macro‑institutional structures, showing how lived experiences mediate
structural inϐluences. Future research can test propositions' applicability across different medical education sys‑
tems, cultural contexts, or professional ϐields.

Third, we challenge dominant quantitative paradigms in career research that reduce complexmeaning‑making
to variable correlations. Our thick descriptions reveal that quantitative measures (satisfaction scales, career in‑
tention surveys) inevitably miss the interpretive processes constituting measured phenomena. For instance, two
students rating environment 'dissatisϐied' may mean entirely different things—one experiencing principled moral
outrage, another pragmatic disappointment—leading to divergent career paths. Qualitative depth thus isn't sup‑
plementary decoration but epistemological necessity for understanding human agency. This study exempliϐies how
interpretive approaches generate insights that quantitative methods cannot capture.

Fourth, we advance phenomenological analysis in educational research beyond generic 'lived experience' in‑
vocations. By specifying concrete analytical procedures (epoché discipline, three‑layer explication, temporal syn‑
thesis tracing) and demonstrating application through detailed vignettes, we show how phenomenology trans‑
lates from philosophical orientation into systematic research method. This methodological clarity addresses long‑
standing criticism that phenomenological studies lack rigor, providing operational guidance for researchers seek‑
ing to employ phenomenology credibly.

6.3. Practical Implications: Reimagining Medical Education Support
While detailed recommendations appear in Section 5.4, we synthesize core practice implications emerging

from theoretical insights:
Medical education must transition from outcome‑focused training (producing clinicians meeting competency

standards) to process‑attentive formation (supporting students' ongoing meaning‑making throughout career de‑
velopment). Concretely, this requires:

Lifeworld‑Centered Pedagogy: Rather than imposing predeϐined professional values, create spaces where
students articulate, examine, and reconstruct their experiential interpretations. Reϐlective practices (journaling,
peer dialogue, narrative portfolios) should facilitate phenomenological awareness—helping students recognize
how their perceptions are constituted, what intentional orientations shape interpretations, which bodily‑affective
responses signal meaning misalignments. Such reϐlexivity enables students to consciously participate in their own
professional becoming rather than passively undergoing socialization.

Symbolic Environment Optimization: Recognize that mentors, institutional policies, and peer cultures func‑
tion as symbolic resources shaping students' meaning‑making possibilities. Training faculty not merely as knowl‑
edge transmitters but symbolic interaction facilitators—modeling reϐlexive value negotiation, acknowledging pro‑
fessional contradictions openly, legitimizing diverse career paths rather than a singular 'ideal physician' narra‑
tive. Institutional communications should avoid simplistic idealism (creating unrealistic expectations) or cynical
pragmatism (foreclosing idealistic commitments), instead fostering realistic complexity—honest representation of
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medicine's genuine challenges alongside authentic rewards.
Longitudinal Developmental Support: Career services should not concentrate on ϐinal‑year placement but

provide continuous accompaniment across educational trajectory, recognizing that meaning construction occurs
gradually. Early‑stage students need support processing initial disillusionment without premature abandonment;
mid‑stage students require negotiation skills for navigating value conϐlicts; late‑stage students beneϐit from inte‑
gration assistance synthesizing accumulated experiences into coherent career narratives. Different stages demand
different interventions tailored to spiral process phases.

Embracing Trajectory Diversity: Abandoning deϐicit framing that treats non‑clinical paths or delayed deci‑
sions as 'failures,' institutions should recognize the ϐive identiϐied trajectories (persistence, shift, compromise, de‑
lay, innovation) as equally legitimate meaning‑synthesis outcomes reϐlecting students' authentic biographical res‑
olutions. Supporting diverse paths is not abandoning standards but respecting students as autonomous meaning‑
makers whose life projects extend beyond institutional training agendas.

While these recommendations are theoretically grounded, we critically acknowledge signiϐicant operational‑
ization barriers in translating phenomenological insights into concrete policy and curriculum design. Institu‑
tional resistance to paradigm shifts from competency‑based to meaning‑centered education poses structural
challenges—existing accreditation frameworksprioritizemeasurable outcomesover process‑attentive formation.
Resource constraints limit feasibility: lifeworld‑centered pedagogy requiring intensive faculty training and re‑
duced student‑faculty ratios conϐlicts with efϐiciency pressures in mass medical education. Power dynamics com‑
plicate symbolic environment optimization—hierarchicalmedical culturesmay resist reϐlexivementoringmodels
that challenge traditional authority. Furthermore, our ϐindings' cultural speciϐicity raises transferability concerns:
meaning‑constructionmechanisms identiϐied in Chinese collectivist contexts may require substantial adaptation
for individualist settings. Successful implementation demands not merely adopting recommendations wholesale
but engaging in context‑sensitive translation—piloting interventions within speciϐic institutional ecologies, it‑
eratively reϐining based on local symbolic cultures, and critically evaluating whether phenomenological depth
sacriϐices pragmatic scalability. These operationalization complexities underscore that bridging theory‑practice
gaps requires ongoing negotiation between philosophical ideals and institutional realities.

6.4. Research Limitations and Future Directions
6.4.1. Research Limitations

Methodological Limitations: This study's qualitative depth was achieved through intensive analysis of 15
participants, which necessarily limits empirical generalizability. Findings illuminate meaning‑construction mech‑
anisms but cannot establish prevalence distributions across broader populations. The single‑institution Chinese
context introduces cultural‑contextual speciϐicity—symbolic meanings of 'career success,' 'ϐilial duty,' and 'profes‑
sional service' carry culturally particular connotations that may not transfer to Western individualist contexts or
collectivist cultures with different medical systems. Phenomenological analysis prioritized synchronic depth (rich
description of present experiences) over diachronic breadth (longitudinal tracking across years), potentially miss‑
ing long‑term trajectory evolution.

Conceptual Limitations: While integrating phenomenology and symbolic interactionism addressed some
theoretical gaps, our framework underemphasizes structural‑institutional power dimensions. Critical theorists
might argue we insufϐiciently analyze how neoliberal medical commodiϐication, health system privatization, or
class reproduction mechanisms constrain meaning‑making possibilities. Future research integrating our micro‑
processual analysis with macro‑structural critique could illuminate how political economy shapes phenomenolog‑
ical horizons—for instance, howmedical student debt forecloses certain meaning‑construction pathways by mate‑
rial necessity.

Sampling Limitations: Participants were recruited from students who completed at least one‑year clinical
exposure; we lack data from dropouts or those who never reached clinical stages, potentially missing the most
disillusioned cases. Maximumvariation sampling captureddiversebackgrounds, yet certainmarginalized identities
(LGBTQ+ students, ethnic minorities, and disability experiences) were underrepresented, limiting intersectional
analysis of howmultiple marginalized positionings shape career meaning‑making.

311



Journal of Qualitative Research in Education | Issue 45 Eğitimde nitel araştırmalar dergisi

6.4.2. Future Research Directions

Longitudinal Phenomenological Study: Track cohorts across entire medical education trajectory plus early ca‑
reer years, documenting howmeaning‑constructions evolve, which provisional syntheses prove durable, when and
why spirals reverse direction. Such research could identify developmental critical periods and optimal intervention
timing.

Cross‑Cultural Comparative Analysis: Replicate study across diverse cultural‑institutional contexts (e.g., U.S.
market‑based system, European social medicine model, developing nation contexts with physician migration pres‑
sures). Comparative ϐindings would distinguish universal meaning‑construction structures from culturally speciϐic
symbolic content, advancing theory's explanatory scope.

Intervention Research: Develop and assess pedagogical innovations informed by our ϐindings—e.g.,
phenomenologically‑informed reϐlection seminars, facilitated peer value‑negotiation dialogues, mentor training
in symbolic interaction awareness. Quasi‑experimental designs could evaluate whether theory‑guided interven‑
tions enhance students' negotiation capacities, reduce existential distress, or diversify career trajectory patterns.

Integration with Neuroscience: Emerging embodied cognition research suggests meaning‑making has identi‑
ϐiable neural correlates. Future interdisciplinary studies could investigate whether phenomenologically‑described
processes (affective dissonance, intentional shifts, temporal synthesis) correspond to measurable brain states, po‑
tentially bridging interpretive and neurobiological approaches.

Institutional Ethnography: While our study focused on individual meaning‑making, complementary institu‑
tional ethnography could examine how administrative texts, curriculum structures, and organizational routines
pre‑structure students' experiential possibilities—revealing power relations operating 'behind' phenomenological
horizons.

This study's single‑institution focus within the Chinese medical education system constitutes a signiϐicant
limitation. We acknowledge the absence of cross‑institutional veriϐication across different Chinese medical uni‑
versities (e.g., elite versus regional institutions, research‑intensive versus practice‑oriented programs) and com‑
plete lack of cross‑national comparative analysis. International medical education systems vary substantially in
structure (e.g., undergraduate‑entry versus graduate‑entry models), cultural contexts (individualist versus collec‑
tivist professional values), and healthcare system organization (public versus private, urban‑rural resource dis‑
tribution patterns). Without comparative data, we cannot determine which ϐindings reϐlect universal meaning‑
construction mechanisms versus culturally or institutionally speciϐic phenomena. For instance, the prominence
of ϐilial obligation in Chinese participants' career conϐlicts may not manifest similarly in Western contexts, while
work‑life balance tensions might be more salient in other systems. Future research must incorporate multi‑site
sampling across diverse institutional types within China and establish international collaborative studies compar‑
ing meaning‑construction processes across medical education systems in different cultural‑economic contexts, en‑
abling differentiation between invariant phenomenological structures and context‑dependent symbolic meanings.

6.5. Closing Reϐlection
Medical students' career development is neither predeterminedby aptitudes nor freely chosen fromneutral op‑

tions, but meaningfully constructed through engaged interpretation of lived experiences within socially structured
yet individually appropriated symbolic environments. This study's central insight—career as situated meaning‑
making—reframes educational responsibility: not molding students into predeϐined professional templates but
accompanying them as they author their own professional becoming, equipping them with interpretive resources
for this lifelong hermeneutic task. In an era where medical workforce shortages and burnout epidemics suggest
systemic crisis, attending to students' meaning‑making processes is not humanistic luxury but pragmatic necessity.
Only when medical work becomes experientially meaningful—when professional identity coherently integrates
personal values, social purposes, and lived realities—can sustainable, fulϐilling careers emerge. This research of‑
fers theoretical and methodological foundations for such meaning‑centered medical education, inviting continued
inquiry into the phenomenological‑symbolic depths of professional formation.
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