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Περίληψη στα Ελληνικά 

Εισαγωγή και στόχοι έρευνας: Ως σκοπός της παρούσας διατριβής τέθηκε η αξιολόγηση του 

εκπαιδευτικού περιβάλλοντος των Ιατρικών Σχολών της Ελλάδας, ώστε να διαπιστωθεί αν 

υπάρχει διάσταση μεταξύ των αρχών του επαγγελματισμού, όπως διδάσκονται στο επίσημο 

αναλυτικό πρόγραμμα (formal curriculum) και την «άτυπη» μάθηση μέσω παραδείγματος με την 

οποία, έρχονται καθημερινά σε επαφή οι φοιτητές. Αυτή η άτυπη μάθηση αναφέρεται ως κρυφό 

πρόγραμμα σπουδών (hidden curriculum) στη διεθνή βιβλιογραφία και έχει συνδεθεί με την 

ανάπτυξη επαγγελματικής ταυτότητας στους φοιτητές Ιατρικής. 

Στόχος της διδακτορικής διατριβής είναι να απαντήσει στα παρακάτω ερευνητικά ερωτήματα: 

ποια είναι τα κύρια χαρακτηριστικά του κρυφού προγράμματος σπουδών; πως το κρυφό 

πρόγραμμα σπουδών επηρεάζει την συναισθηματική και επαγγελματική ανάπτυξη των 

φοιτητών Ιατρικής; ποια γεγονότα που συναντούν οι φοιτητές καθημερινά στην Ιατρική σχολή ή 

το νοσοκομείο, θεωρούν σημαντικά; πώς αυτά τα περιστατικά επηρεάζουν τη μάθηση του 

επαγγελματισμού; ποια είναι τα πιο αξιομνημόνευτα περιστατικά για ένα φοιτητή Ιατρικής κατά 

τη διάρκειά των σπουδών του; ποια συναισθήματα προκαλούν στους φοιτητές τα περιστατικά 

αυτά και πώς τα διαχειρίζονται; ποιες διεργασίες αυτοκριτικής (self reflection) χρησιμοποιούν οι 

φοιτητές Ιατρικής όταν κάνουν ανασκόπηση στα περιστατικά αυτά και τι είδους μαθήματα 

επαγγελματισμού αποκομίζουν;  

Μέθοδος: Η διδακτορική διατριβή αποτελείται από τέσσερις έρευνες που αποσκοπούν στην 

απάντηση των  παραπάνω ερευνητικών ερωτημάτων. Αρχικά, έγινε μια μία συστηματική 

ανασκόπηση της βιβλιογραφίας με στόχο τη σύνθεση ερευνών που διερευνούν το κρυφό 

πρόγραμμα σπουδών ώστε να διερευνήσει ποια είναι τα κύρια χαρακτηριστικά του και σε τι 

είδους «κρυφά» ή αντικρουόμενα μηνύματα εκτίθενται οι φοιτητές κατά τη διάρκεια των 

σπουδών τους.  

Δεύτερον, διενεργήθηκε μια έρευνα ημερολογίου (diary study) με στόχο τη διερεύνηση  των 

καθημερινών εμπειριών που βιώνουν οι φοιτητές Ιατρικής στη σχολή και στο χώρο του 

νοσοκομείου τόσο σε προ κλινικό όσο και σε κλινικό επίπεδο και πως αυτές επηρεάζουν τη 

συναισθηματική και επαγγελματική τους ανάπτυξη. Τρίτον, διενεργήθηκε έρευνα βασισμένη σε 
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ομάδες εστίασης (focus groups) με στόχο την επικύρωση των θεμάτων που αναδείχθηκαν στην 

έρευνα ημερολογίου και τη σε βάθος διερεύνηση θεμάτων σχετικών με τον επαγγελματισμό. 

Τέταρτον, διενεργήθηκε μια εκτενής ποιοτική έρευνα  βασισμένη σε ατομικές συνεντεύξεις 

σχετικά με τις απόψεις των φοιτητών Ιατρικής πάνω σε θέματα επαγγελματισμού. Στόχος της 

έρευνας ήταν να διερευνήσει σημαντικά γεγονότα (critical incidents) που επηρεάζουν τη 

συναισθηματική και επαγγελματική ανάπτυξη των φοιτητών. Επιπρόσθετα διερευνήθηκαν τα 

συναισθήματα που βίωσαν οι φοιτητές όταν βίωσαν τα περιστατικά καθώς και οι τρόποι 

διαχείρισης αυτών (emotion regulation strategies). Τέλος οι φοιτητές κλήθηκαν να 

αναστοχαστούν πάνω στη γνώση που αποκόμισαν από αυτά τα γεγονότα που αφηγήθηκαν και η 

αυτοκριτική τους ικανότητα (self-reflection) αξιολογήθηκε.  

Αποτελέσματα:  Σύμφωνα με τη βιβλιογραφική ανασκόπηση, οι φοιτητές Ιατρικής εκτίθενται σε 

πολλαπλά και συχνά αντικρουόμενα μηνύματα ως προς το τι συνιστά επαγγελματική 

συμπεριφορά. Κύριο χαρακτηριστικό του κρυφού προγράμματος σπουδών αναδείχθηκε η 

ύπαρξη άκαμπτης ιεραρχίας στην Ιατρική Σχολή αλλά και στο νοσοκομείο που θέτει τους 

αποδεκτούς κανόνες συμπεριφοράς που συχνά έρχονται σε αντίθεση με τις επίσημες θέσεις του 

επαγγελματισμού. Οι αποδεκτοί κανόνες συμπεριφοράς στο εκάστοτε περιβάλλον συνήθως 

μεταδίδονται μέσω των προτύπων συμπεριφοράς (role models) που είναι οι εκπαιδευτές. Αυτά 

τα αντικρουόμενα μηνύματα που λαμβάνουν οι φοιτητές Ιατρικής καλούνται να τα 

αποκωδικοποιήσουν ώστε να χτίσουν μια επαγγελματική ταυτότητα που θα διευκολύνει την 

κοινωνικοποίηση στο κλινικό περιβάλλον. 

Τα αποτελέσματα των ομάδων εστίασης και της έρευνας ημερολογίου έδειξαν την ύπαρξη ενός 

ισχυρού κρυφού προγράμματος σπουδών κατά τη διάρκεια της Ιατρικής εκπαίδευσης, το οποίο 

φαίνεται να επηρεάζει τους φοιτητές σε συναισθηματικό επίπεδο. Όταν οι φοιτητές Ιατρικής 

αξιολόγησαν τις καθημερινές τους εμπειρίες ανέγεραν ότι εκτίθενται εξίσου σε θετικά και 

αρνητικά πρότυπα συμπεριφοράς. Κύρια χαρακτηριστικά του εκπαιδευτικού περιβάλλοντος που 

κρίθηκαν ως αναγκαία για την επαγγελματική και συναισθηματική τους ανάπτυξη ήταν η 

κουλτούρα σεβασμού προς όλα τα μέλη του οργανισμού (φοιτητές, ασθενείς) και η αίσθηση ότι 

η εκπαίδευση των φοιτητών είναι προτεραιότητα των καθηγητών τους κυρίως στο κλινικό 

επίπεδο. Επίσης οι αμοιβαίες και αυθεντικές σχέσεις με καθηγητές και ασθενείς θεωρήθηκαν 
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θετικές και πως διευκολύνουν τη μάθηση, σε αντίθεση με αλληλεπιδράσεις όπου φοιτητές ή 

ασθενείς είχαν ένα παθητικό ρόλο στη διαδικασία.   

Αντίθετα, ή έρευνα με ομάδες εστίασης και η έρευνα που βασίστηκε σε ατομικές συνεντεύξεις 

κατέγραψε κυρίως αρνητικά περιστατικά συμπεριφοράς από επαγγελματίες με υψηλότερη θέση 

στην ιεραρχία του νοσοκομείου προς φοιτητές ή ασθενείς. Τα πιο συχνά συναισθήματα που 

ανέφεραν οι φοιτητές ήταν σοκ και έκπληξη, ακολουθούμενα από συναισθήματα όπως ντροπή, 

λύπη, θυμός ή άγχος. Οι στρατηγικές διαχείρισης των αρνητικών συναισθημάτων αφορούσαν 

κυρίως στην αποφυγή της κατάστασης ή την καταπίεση των συναισθημάτων και την υιοθέτηση 

συναισθηματικής ουδετερότητας. Επιπρόσθετα, οι φοιτητές Ιατρικής παρόλο που εκτίθενται σε 

πολλά και συχνά αρνητικά γεγονότα, δεν συνηθίζουν να κάνουν ανασκόπηση σε αυτά τα 

περιστατικά. Η έρευνα έδειξε χαμηλό επίπεδο αυτοκριτικής ικανότητας που δεν οδηγούσε σε 

βαθιά συμπεράσματα σε σχέση με τον επαγγελματισμό, χάνοντας έτσι οι φοιτητές Ιατρικής μια 

ευκαιρία να μετατρέψουν σε μάθηση ακόμη και μια αρνητική εμπειρία.  

Συζήτηση: Συνολικά η διδακτορική διατριβή ανέδειξε, την ύπαρξη ισχυρής ιεραρχίας στα 

νοσοκομεία όπου εκπαιδεύονται οι φοιτητές ιατρικής κάτι το οποίο δυσχεραίνει την 

επικοινωνία και την αλληλεπίδραση μεταξύ ιατρών  και ασθενών, καθώς και την αλληλεπίδραση 

φοιτητών με τους εκπαιδευτές τους. Η διδακτορική διατριβή ανέδειξε τη σημασία που δίνουν οι 

φοιτητές στις σχέσεις που αναπτύσσουν με τους εκπαιδευτές τους, την ανάγκη να νιώθουν ότι 

το περιβάλλον μάθησης διακατέχεται από σεβασμό και ότι οι καθηγητές τους να θεωρούν το 

ρόλο τους ως εκπαιδευτές ισάξια σημαντικό με το ρόλο του γιατρού. Μέσω αυτών των 

αλληλεπιδράσεων οι φοιτητές μαθαίνουν πώς να επικοινωνούν και συνεργάζονται και 

αναπτύσσουν την επαγγελματική τους ταυτότητα. Οι φοιτητές Ιατρικής βρίσκονται αντιμέτωποι 

με μια σειρά από έντονες και απαιτητικές εμπειρίες που τους προξενούν συναισθήματα τα 

οποία δεν μαθαίνουν πώς να διαχειρίζονται κατά τη διάρκεια της Ιατρικής Εκπαίδευσης. Έτσι οι 

πιο συχνές μέθοδοι διαχείρισης συναισθημάτων παραμένουν η αποφυγή και η καταπίεση τους. 

Αυτό σε συνδυασμό με μειωμένη αυτοκριτική διάθεση, οδηγεί τους φοιτητές στο να μην 

αξιολογούν πως αυτά τα περιστατικά τους επηρεάζουν σε επαγγελματικό και συναισθηματικό 

επίπεδο. 

Με βάση τα ευρήματα της διδακτορικής της διατριβής διατυπώθηκαν προτάσεις βελτίωσης του 

εκπαιδευτικού περιβάλλοντος, ώστε αυτό να διευκολύνει τη μάθηση και να προάγει τον 
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επαγγελματισμό και τη συναισθηματική ευημερία των φοιτητών, βελτιώνοντας την ικανότητα 

διαχείρισης συναισθημάτων και αυξάνοντας την αυτοκριτική τους ικανότητα.  Αναγνώριση του 

κρυφού προγράμματος σπουδών κάθε Ιατρικής σχολής, βοηθά στην προαγωγή του 

επαγγελματισμού και την συναισθηματική ευημερία των φοιτητών Ιατρικής και 

μακροπρόσθεσμα στην καλύτερη ποιότητα φροντίδας των ασθενών. 
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Abstract in English 

Introduction and aims: The purpose of the present thesis was the study of the educational 

environment of a Medical School in Greece, in order to explore differences between the 

principles of professionalism, as they are taught via both the formal curriculum and the 

"informal" learning by example which medical students experience in their daily interactions.  

This informal learning is referred to as the “hidden curriculum” of medical education and it has 

been linked with the development of professional identity among medical students. 

The thesis aimed to answer the following research questions: what are the core features of the 

hidden curriculum?; how do the features of the hidden curriculum affect medical students’ 

emotional and professional development?; what type of daily incidents occurring in medical 

school or the hospital do medical students consider important?; which aspects of such incidents 

facilitate or inhibit learning?; which types of experiences do students consider the most 

memorable?; which are the emotions and the emotion regulation processes that medical 

students report when experiencing memorable incidents? Which reflection processes do 

students use to evaluate memorable incidents and their professional learning? 

Methods: Four studies were designed and conducted in order to answer the abovementioned 

research questions. A systematic review of the literature was conducted to synthesize the 

existing literature regarding the hidden curriculum of medical education and explore the hidden 

messages of medical education that shape medical students’ emotional and professional 

development.  

Secondly, a diary study with medical students at the preclinical and clinical stage of medical 

training was conducted in order to explore the daily events that shape medical students’ learning 

regarding professionalism. 

Thirdly, in addition to the diary study, two focus groups were conducted to validate the themes 

identified in the diary study and explored issues related to professionalism at a deeper level. 

Fourthly, a qualitative study based on critical incidents using individual interviews was 

conducted, to explore major events affecting the emotional and professional development of 

medical students. Additionally, we investigated the emotions experienced by students and the 

ways they dealt with them (i.e., emotion regulation strategies employed). Finally, students were 
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asked to reflect on the knowledge gained from the events and their level of self- reflection was 

evaluated. 

Results: According to the results of the literature review, medical students are exposed to 

multiple and often conflicting messages as to what constitutes professionalism. They have to 

decode these conflicting messages in order to build a professional identity that will facilitate the 

socialization in the clinical setting.  

One of the most prominent aspects of the hidden curriculum was the existence a strong 

hierarchy in the medical school and/ or the hospital environment which sets the accepted rules 

of behavior that often contradict the formal statements of professionalism communicated via the 

formal curriculum. The accepted rules of behavior are exhibited by role models who teach 

medical students. Medical students have to decode the contradictory messages related to 

professional behavior in order to build their professional identity and facilitate their socialization 

in the clinical environment. 

The results of the diary study showed the existence of a strong hidden curriculum that affects 

medical students at a professional and emotional level. When students evaluated their daily 

learning experiences, they reported equally positive and negative experiences. Main desired 

characteristics of the learning environement that fosters professional and emotional 

development was the culture of respect towards all members of the organization and an 

environment that values learning of medical students equally to patient care. In addition, mutual 

and authentic relationships between medical students, teachers and patients were considered 

positive for learning compared to learning formats were students or patients had a passive role. 

On the other hand, in the focus group and the individual interview studies medical students 

tended to report more negative incidents related to professionalism. In those incidents the 

recipients of negative behavior were most of the times either medical students or patients. Often 

medical students and patients become recipients of uncivil or aggressive behavior by 

professionals with a higher position in the hospital hierarchy. The most frequently mentioned 

emotions reported by medical students were shock and surprise followed by feelings of 

embarrassment, sadness, anger and tension or anxiety. The most frequent reaction was inaction 

often associated with emotion regulation strategies such as, suppression of emotions.  In 
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addition even though medical students are exposed to various and often negative experiences, 

they tend not to reflect on those experiences. The study showed low level of self reflection which 

did not lead to reflective learning related to professionalism.  

Discussion:  Overall the doctoral thesis revealed several aspects of the hidden curriculum 

manifesting during medical students’ training, especially at a clinical stage that affect them at an 

emotional and professional level. One of the most prominent aspects of the hidden curriculum 

revealed was the existence of a strong hierarchical culture that is perpetrated and communicated 

though role models. The thesis suggests that one should not underestimate the degree to which 

the interpersonal relationships between medical students and their instructors influence their 

professional behavior.. Medical students need to feel respected and valued in their learning 

environment and educators need to appreciate that their teaching role is as important as their 

clinical role. Through these interactions, students learn how to communicate and cooperate with 

others and develop their professional identity. Medical students often face intense and 

challenging experiences that provoke them intense emotions that do not learn how to process 

during their medical training. Thus, the most common, emotion regulation strategies employed 

by medical students are avoidance and suppression of emotions. This, in combination with low 

self reflective skills, can impact the emotional and professional development of medical students. 

Recognising and addressing the hidden curriculum of each medical school can promote 

professionalism of medical students as well as their emotional well-being, while in the long term 

can contribute to better quality of patient care. 
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INTRODUCTION 

Professionalism is an important component of medicine’s contract with society (Epstein & 

Hundert, 2002). During medical education, medical students shape their professional identity and 

their perception of what comprises “good and bad doctoring” (Cruess, Cruess, Boudreau, Snell, & 

Steinert, 2015; Goldie, 2012). Medical training influences physician professional identity 

development in ways that ultimately affect doctors’ relationships with patients, coworkers, and 

colleagues  (Cruess et al., 2015). 

The years of medical education are considered an intense and often challenging period during 

which medical students develop a wide range of professional values, attitudes, knowledge, skills 

and behaviors (Andrew Brainard & Brislen, 2007; Goldstein et al., 2006). 

According to one definition of professional competence provided by Epstein and Hundert (2002, 

p.277):  

Professional competence includes the habitual and judicious use of communication, knowledge, 

technical skills, clinical reasoning, emotions, values, and reflection in daily practice, for the benefit 

of the individual and the community being served.  

This definition suggests that professionalism extends beyond a reliable diagnosis and treatment 

planning and also includes the ability to communicate effectively with the patient, the provision 

of emotional support and the ability for self-reflection (Goldstein et al., 2006). 

This definition together with IOM landmark reports such as To Err Is Human (2000), Crossing the 

Quality Chasm (2001), and Health Professions Education: A Bridge to Quality (2003) underscore  

the importance for professionalism in health care and they suggest a shift in priorities with regard 

to what constitutes   professional competence in medical practice (Borgstrom, Cohn, & Barclay, 

2010; O’Sullivan, Van Mook, Fewtrell, & Wass, 2012).  

Instead of the old model of professionalism, characterized by a paternalistic approach to patient 

care, emotional disengagement of doctors and establishment of doctors’ authority and certainty, 

the new model emphasizes patient centeredness and multidisciplinary collaboration (Borgstrom 

et al., 2010; Bullock, 2003; van Mook, de Grave, et al., 2009; van Mook, van Luijk, et al., 2009). 
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Empathy and shared decision-making now require doctors to consider their own emotions as a 

resource for providing more holistic forms of care (Bullock, 2003). Reflective practice that 

incorporates critical learning is associated with enhanced professional development (Gustafsson 

& Fagerberg, 2004; Lachman & Pawlina, 2006; Mann, Gordon, & MacLeod, 2009). 

Development of Emotional Competence 

Medical training is considered a particularly stressful period. Some of these challenges are 

intrinsic to the development of medical students as young adults, while others are particular to 

the medical school experience (Murinson, Agarwal, & Haythornthwaite, 2008).  

Medical students have received particular attention due to the increased rates in depression, 

substance abuse and burnout (Dyrbye et al., 2008, 2010; Dyrbye & Shanafelt, 2011).  

Several emotionally powerful experiences (e.g. contact with patient suffering or dying) strongly 

influence the typical medical student’s emotional growth (Helmich, Bolhuis, Dornan, Laan, & 

Koopmans, 2012; Rees, Monrouxe, & McDonald, 2013). Such experiences can elicit intense 

negative emotions among students that include; anxiety, sadness, grief, and frustration 

(Monrouxe, Rees, Dennis, & Wells, 2015; Monrouxe, Rees, Endacott, & Ternan, 2014; Rees, 

Monrouxe, & McDonald, 2015).  

Even though there is an acceptance that  students are exposed to several potentially distressful 

experiences  during training, it seems paradoxical that little is known about the best means of 

supporting students through these formative events (Monrouxe et al., 2015) . 

The desirable emotional qualities of medical school graduates include compassion and empathy, 

emotional resilience, and conscientiousness (Murinson et al., 2008).  Empathy has received 

significant attention by researchers and educators as an essential quality for professional 

competency (Crandall & Marion, 2009; Hojat, 2002). However several studies report a decrease 

in medical students’ empathy especially during the clinical years, where students are exposed to 

the challenges of clinical practice (Hojat et al., 2009; Neumann et al., 2011). 

Thus, the objective of medical training is to foster appropriate emotional responses and the 

expression of these in the clinical interaction (Bullock, 2003). The task of medical training is to 
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teach students to recognize their own emotional responses and to develop suitable strategies for 

both facilitating and inhibiting these responses (Wu, Chen, & Li, 2014; Zammuner, Lotto, & Galli, 

2003).  

However,  in order to foster caring and emphatic attitudes among medical students firstly their 

medical educators need to show concern for medical students’ emotional suffering (Murinson et 

al., 2008).  

Development of Reflective Competence 

In addition to the ability to recognize and regulate emotions associated with emotionally intense 

experiences, medical students should also learn to reflect on these experiences (Gustafsson & 

Fagerberg, 2004). 

Students need to develop a reflective capacity. Reflective capacity describes the ability to engage 

in measured self-appraisal of one's internal and external experiences in the clinical encounter, 

especially one's thoughts, feelings, actions and behaviors; with the goals of improving patient 

care and strengthening professional competence (Murinson et al., 2008). 

There are indications that reflective ability is associated with less professional lapses among 

medical students, improved clinician patient understanding and clinician decision making 

(Blackall et al., 2007; Branch et al., 2001; Branch & Paranjape, 2002; Hoffman, Shew, Vu, Brokaw, 

& Frankel, 2016; Pee, Woodman, Fry, & Davenport, 2002). Thus, it is important to encourage the 

development of reflective skills in medical students in order to enhance their potential for 

emotional growth and prevent possible long-term negative effects on their professional 

development (Blatt, Plack, Maring, Mintz, & Simmens, 2007; Gustafsson & Fagerberg, 2004; 

Murinson et al., 2008).  

Theoretical models to approach medical students’ professional development 

Social Learning Theories are particularly important when exploring learning and the professional 

development of medical students, that extends beyond the individual (Cruess, Cruess, & Steinert, 

2016). Becoming a professional and developing a professional identity is a social process 

involving a constant interaction of medical students with their faculty, peers, supervisors, 
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patients and the society through participation and practice. Three Social Learning Theories are 

particularly useful in   explaining the process of developing into a professional;  Social Cognitive 

Theory (Bandura, 1986), Communities of Practice (Lave & Wenger, 1991) and the Hidden 

Curriculum (Hafferty & Franks, 1994). 

Social Cognitive Theory approaches individual learning through the interaction with the 

environment (Bandura, 1986). The theory suggests that the individual and the environment have 

continuous, dynamic and reciprocal effects on each other that shape learning. A core aspect of 

Social Cognitive Theory is learning through observation, where the individual learns through the 

observation of others in action and the consequences of those actions. Another core component 

of Bandura’s theory is self- efficacy that describes how observation of others can be a measure 

for individual’s own evaluation of competence. In medical education this theory suggests that 

medical students learn by observing senior members to act and through this observations they 

learn how to act themselves but also to evaluate their own competence. 

The Communities of Practice theory was described by Lave and Wenger (1991). This theory 

describes the gradual socialization of medical students in the community of medicine. Medical 

students start from the periphery as newcomers and gradually they develop to fully participating 

members, while they acquire more skills, knowledge and competence and they are assigned with 

more responsibilities. Through their own experience and through observation of others in the 

community medical students gain an insight about what is valued in the community of practice. 

In this theory role models and mentors play a crucial role in communicating the core values that 

characterize the community of practice that medical students should incorporate in order to “fit 

in”. 

The Hidden Curriculum (Hafferty & Franks, 1994) provides another explanation about how 

medical students’ professional development can be influenced by role models and mentors. The 

concept of the hidden curriculum aims to shed light on the reasons for a disconnection between 

officially stated values and goals of the formal curriculum of medical education and the values 

exhibited in practice by the members of the community of practice. Hidden curriculum includes 

cultural and social norms that are transmitted but not openly acknowledged through the formal 
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curriculum. Role models are considered to enact the values of the institution and in this sense 

medical students shape and are shaped by the interaction with the organization. Hidden 

curriculum explores the implicit and often unspoken elements of professional socialization that 

influence the values internalized by the students without even being aware of them. 

In the present thesis we have adopted the Hidden Curriculum theory as the theoretical 

framework. The Hidden Curriculum theory is the most appropriate one to to explore the 

emotional and cognitive processes related to medical students’ professional development. 

Additionally, it has a particular focus on educational processes and retains the key elements of 

both the social cognitive and communities of practice theories that are relevant to medical 

education.  

 
Formal, informal and hidden curriculum of medical education 

Despite the abovementioned movement and the shift of formal medical curricula to a more 

holistic view of professional competence, the reality is that most medical curricula are still heavily 

skewed towards the teaching and emphasis of clinical knowledge and development of clinical 

skills, without assigning equal importance to the development of interpersonal, affective or 

reflective components of professional competence (Murinson et al., 2008). 

Medical schools typically include in the pre-clinical curriculum lectures on medical 

professionalism, where patient doctor interactions are described and the new elements of 

professional competence are taught. However, alongside the formal curriculum, a more 

entrenched traditional ‘informal or hidden curriculum’ is taught alongside the new elements. 

Wear & Skillicorn, (2009) in their paper Hidden in Plain Sight: The Formal, Informal, and Hidden 

Curricula of a Psychiatry Clerkship, provide an explanation of the three different curricula through 

which medical students acquire their knowledge, skills and attitudes. 

Formal Curriculum includes the actual course of study, the planned content, teaching, evaluation 

methods, syllabi, and other materials used in any educational setting from lecture halls to labs to 

seminar rooms. Also included are formal policy statements, regulations, expectations, and 

competencies for every educational cohort conceivable. 
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Informal curriculum manifests in clinical settings and describes the opportunistic, idiosyncratic, 

pop-up, and often unplanned instruction that takes place between anyone who is teaching 

(attending, residents, other health care professionals) and trainees. The informal curriculum also 

takes place in nonclinical settings such as faculty offices, hallway interactions, or the countless 

other settings in which teachers and other health care providers interact with trainees 

Hidden curriculum includes the ideological and subliminal messages of both the formal and 

informal curricula. The hidden curriculum can be both human and structural; that is, it can be 

transmitted through human behaviors and through the structures and practices of institutions. 

 
Characteristics of the hidden curriculum 

The majority of research has focused on the transition of medical students from the preclinical to 

the clinical stages of education and their experiences in the clinical environment (Arnold, 2007; 

Hojat et al., 2004).  The reason is that when medical students enter clinical practice several 

studies report that  medical students’ empathy, patient centered attitudes,  and ethical values 

seem to decline due to their exposure to inappropriate values and behaviors that they witness 

during the clinical stage of their studies (Bellini & Shea, 2005; Dyrbye, Thomas, & Shanafelt, 2005; 

Hojat et al., 2004; Wear, Aultman, Varley, & Zarconi, 2006). Thus exposure to the hidden 

curriculum can potentially impact medical students’ professional attitudes but also their 

emotional development, the way they learn to deal with intense events and emotional reactions  

The concept of the hidden curriculum has its origin in the educational literature (Hafferty & 

Castellani, 2009) and it remains a significant pedagogical concept. The hidden curriculum exposes 

medical students to the predominant culture and under this view; it is a socialization process 

(Hafferty, Cruess, & Cruess, 2014; Hafferty, 1998). The majority of studies exploring medical 

students’ critical incidents and narratives report an abundance of negative events as 

representative examples of a hidden curriculum that compromises formally taught values. 

For example, in a study by Gaufberg et al (2010), power and hierarchy struggles were the most 

prevalent themes. Several reflections of medical students showed hierarchical relations of power 
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as well as dehumanization of patients and the hidden assessment of learners, suggesting that 

power and hierarchy may serve to maintain and reinforce unprofessional behavior.  

Other studies have shown that hierarchy struggles, conflicts between students’  own learning and 

patient care, emotional suppression and a need to “fake it” as a young doctor  comprise some of 

the unintended lessons of medical education (Gaufberg et al., 2010; Rees, Monrouxe, & 

McDonald, 2013; Rees et al., 2013).  

Such research highlights the fact that students are frequently exposed to compromised patient 

safety, breaches of patient dignity as well as personal experiences of abuse, coercion and 

mistreatment by more senior doctors. Thus, there is a tendency to view the hidden curriculum as 

predominately negative. Moreover, the research exploring professionalism dilemmas and 

incidents of the hidden curriculum in medical students have linked these experiences with 

anxiety, stress and compromised professionalism attitudes  (Gaufberg, Batalden, Sands, & Bell, 

2010; Karnieli-Miller, Vu, Holtman, Clyman, & Inui, 2010). Thus, both professionalism and well 

being can be compromised.  

 
Hidden curriculum and professional development 

Exposure to the hidden curriculum starts early in medical education however, it becomes 

stronger in the clinical learning environment. After starting the clinical years, students frequently 

report a disconnection between the formal instruction on professionalism and the behavior 

exhibited by their clinical teachers  (Brainard & Brislen, 2007).  

Six learning processes have been associated with the hidden curriculum in medical education: 

loss of idealism, adoption of a “ritualized” professional identity, emotional neutralization, change 

of ethical integrity, acceptance of hierarchy, and the learning of less formal aspects of “good 

doctoring.” These processes assist medical students to understand the predominant culture of 

the clinical setting and facilitate the development of a dysfunctional professional identity  

(Lempp, 2004). 

There are studies suggesting that through the course of medical training medical students’ own 

professional attitudes and behaviors decline as an exposure to  the hidden curriculum of clinical 
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practice (Johnston, McGlade, & Keith Steele, 2011; Reddy et al., 2007). In addition, interaction 

with negative role models can contribute to the erosion of professional conduct and the increase 

of cynicism (Billings, Lazarus, Wenrich, Curtis, & Engelberg, 2011; Neumann et al., 2011) 

Medical students besides the formal lectures and courses about ethics and professionalism need 

to witness appropriate professional behavior modeled by their faculty, teachers, and residents. 

Role models have been consistently reported as the most important source of education 

regarding professionalism for medical students (Byszewski, Hendelman, McGuinty, & Moineau, 

2012; Scott Wright, Wong, & Newill, 1997).  

Physicians and teachers do not only provide medical students with knowledge and skills but also 

with norms and values. Among the attributes characterizing the excellent role models, medical 

students mentioned personality, clinical skills, competence, teaching ability, emphasis on the 

importance of the doctor-patient relationship and the psychosocial aspects of medicine (Wright, 

1996; Wright, Kern, Kolodner, Howard, & Brancati, 1998; Wright et al., 1997). 

In addition, critical problems and unprofessional behaviors that continuously pervade the 

profession such as, cynicism, not reporting medical errors or inappropriate self- medication have 

their roots in medical school and by the time medical students become residents or attending 

physicians those behaviors have been deeply embedded in their professional identity and it is 

very difficult to change them (Montgomery, Bradley, Rochfort, & Panagopoulou, 2011; West, 

2006; West & Shanafelt, 2007).  

Thus, it becomes apparent that the hidden curriculum  can influence medical students 

professionalism, and cannot be ignored (Stern, 1998; Stern & Papadakis, 2006). Therefore, it is 

important to reframe the medical culture and what represents the norm early in medical 

education (Montgomery, 2014). 

 
Hidden curriculum and emotional development  

Only a few studies have explored the impact of the hidden curriculum on medical students’ well- 

being and emotional development. However, this is particularly important because,  as 

mentioned earlier, medical students during the course of their studies face a series of challenging 
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and emotionally intense experiences such as  caring for critically ill or dying patients, receiving 

feedback, witnessing unprofessional behavior, experiencing personal problems, and dealing with 

the increased responsibility and workload (Gaufberg, Batalden, Sands, & Bell, 2010; Karnieli-

Miller et al., 2011). 

The culture of medicine itself may impede personal and professional development. Haidet and 

Stein, (2006) reported some of the assumptions that stem from the hidden curriculum: doctors 

do not make mistakes; you can know everything if you try hard enough; it is OK to be rude if you 

are doing something really important, and leaving the hospital (to eat or sleep) is a sign of 

weakness.  

Those assumptions create unrealistic expectations that students fail to meet and in combination 

with negative clinical experiences affect their well-being. Dyrbye et al. (2005) reported that the 

perception of being taken advantage of or abused is common (50–85%) among medical students 

and is a significant source of stress. Another study, explored stressful clerkship events occurring 

during an academic year in third-year medical students. Many students reported exposure to 

trauma as well as personal mistreatment and poor role modeling by superiors. Exposure to other 

stressful events was positively associated with endpoint levels of depression and other stress 

symptoms indicating that unprofessional behavior by resident and attending physicians can have 

adverse effects on the well-being of students (Haglund et al., 2009).  

 

Overview of medical education in Greece 

There are seven medical schools in Greece (in Athens, Thessaloniki, Ionnina, Crete, Patras, 

Alexandroupoli and Larissa). Medical undergraduate studies take 6 years to complete and they 

are divided into a preclinical and a clinical component. During the first three years, preclinical 

courses, mainly basic sciences, are taught. During the last three years the clinical and practice 

components are taught. The practical/ clinical part of the studies takes place in several, affiliated, 

teaching hospitals. Students are required to attend the classes of all courses that are considered 

obligatory and pass the relevant examinations. Teaching methods include lectures and practical 

sessions in the laboratory. Information technology knowledge and skills are widespread in 
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undergraduate courses and the use of electronic resources and equipment is encouraged. Clinical 

practice takes place in accredited departments or hospitals and provides clinical exposure in the 

core disciplines such as general medicine, surgery, pediatrics, obstetrics & gynecology, etc 

(Georgantopoulou, 2009). 

Today, medical curricula are dominated by an emphasis on evidence based medicine, problem 

solving and clinical skills. However, when exploring the medical curriculum, not only the provision 

of medical knowledge is considered important. Dimoliatis, Vasilaki, Anastassopoulos, Ioannidis, 

and Roff, (2010) conducted a study aimed at evaluating the learning environment across medical 

schools in Greece using the validated questionnaire Dundee Ready Education Environment 

Measure (DREEM). The most important weaknesses perceived by medical students included: the 

lack of support for stressed students, boring classes, stress outweighing enjoyment, 

overemphasis on factual learning, no constructive criticism, cheating, and poor development of 

problem solving skills. Favorable aspects revealed by students were: Pleasant accommodation, 

good friends, good social life, knowledgeable teachers, relaxed atmosphere, not being 

disappointed with the experience, and relevance to their career. 

Bazoukis and colleagues (2010) asked medical students from all medical schools in Greece the 

following open question: “If you could change three things in your school, what would they be?” 

A total of 1.393 changes were proposed, related mainly to the curriculum and teachers and fewer 

to other elements of the educational environment. The suggestions included: increase in 

practical exercises and clinical experience, introduction of practical subjects, exclusion of highly 

specialized subjects, changes in the timetable, the way of teaching, the method of student 

assessment, and the attitude and selection of the teachers. Only a few suggested changes were 

related to students' issues and the administration of their school. 

The majority of suggestions of the medical graduates recommended curriculum reform and a 

student-centered attitude from the teachers.  

The results of the abovementioned studies confirm the finding in the international literature that 

medical students want a learning environment that is engaging, student- centered and 
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supportive towards their well being and promotes the development of a holistic professional 

identity. 

 Batistatou, Doulis, Tiniakos, Anogiannaki, and Charalabopoulos, (2010) suggested the 

introduction of medical humanities course in undergraduate curriculum which can serve as a 

zone of creative relaxation, where medical students can develop imagination, creativity, self-

awareness and empathy. For the moment no medical school in Greece has a mandatory course 

related to Medical Humanities, Communication skills etc. In cases that such a lesson exists (e.g. 

Medical School of Thessaloniki) it is provided as an elective course so not all students are 

attending it.  

The Medical School of Ioannina offers an elective course on empathy. Medical humanities 

provide insight into human conditions, illness and suffering, perception of oneself, as well as into 

professionalism and responsibilities to self and others; colleagues and patients. Future doctors 

should not only develop clinical skills and knowledge but also observational skills, analytical 

reasoning, empathy and self-reflection.  

Taking into account that medical Schools in Greece do not address issues related to humanities 

and professionalism as part of the formal curriculum, we anticipate that the hidden curriculum 

manifests as a way of students to socialize in the medical culture. Thus, exploring the hidden 

curriculum of Medical Schools is important in order to explore which experiences medical 

students use as a guide to their professional development and to inform the current state and 

future changes. 

 

Aim of the thesis 

This thesis will explore features of the hidden curriculum that influence the professional 

development of medical students.  Particular attention will be given to emotional and reflective 

processes that students use when exposed to the hidden curriculum during medical training. 

Given that most medical curricula do not teach medical students how to process and regulate 

their emotions through the formal curriculum, the hidden curriculum shapes to a  great extent 

the way students learn to reflect on their experiences, process their emotions and deal with 

them.  
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More specifically the following research questions were formulated: 

1) Which are the core features of the hidden curriculum? 

2)  How do features of the hidden curriculum affect medical students’ emotional and professional 

development?  

3) What type of daily incidents occurring in medical school or the hospital do medical students 

consider important? 

4) Which aspects of the daily incidents facilitate or inhibit learning? 

5) Which types of experiences do students consider the most memorable? 

6) Which are the emotions and the emotion regulation processes that medical students report 

when experiencing memorable incidents? 

7) Which are the reflection processes students use to evaluate memorable incidents and their 

professional learning? 

 

Overview of the thesis 

Given that a systematic review of the literature with regard to the core aspects of the hidden 

curriculum is lacking, Chapter 2 provides a systematic synthesis of the qualitative studies that 

have explored features of the hidden curriculum and their association with medical students’ 

professionalism. Most of the studies of the hidden curriculum are qualitative and their synthesis 

can explain which are the core aspects of the hidden curriculum and how do they influence 

medical students emotional and professional development (Research Questions 1 and 2). 

In Chapter 3 we explored the types of daily incidents occurring in medical school and/or the 

hospital that medical students consider interesting learning experiences. Given that Greek 

medical Schools do not address professionalism issues and aspects of the hidden curriculum as 

part of the formal curriculum, we anticipate that in everyday learning experiences, aspects of the 

hidden curriculum will manifestWe used a diary study methodology where students shared one 

interesting experience from medical school or hospital every day for a week. The methodology 

aimed to reveal what comprises powerful learning during a week in medical school or hospital. 

After analyzing students’ narratives we explored which factors either facilitate or inhibit learning 
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in these experiences and the reflections of students with regard to the learning outcomes of 

those experiences (Research Questions 3 and 4). 

In addition, we conducted two focus groups with the same cohort of medical students aimed at 

analyzing in depth the perceptions of the hidden curriculum and the challenges it poses for the 

professional and emotional development of medical students (Research Question 2). 

After exploring, daily learning experiences, we were interested to explore also memorable 

incidents that medical students consider important in their professional development. Critical 

incidents have been traditionally used in the literature as methodology to explore aspect of the 

hidden curriculum in medical school, as well as professionalism attitudes in medical students. 

However, we were not only interested in the type of incidents medical students consider 

memorable. We were also interested in emotions occurring from such experiences, the way they 

processed these emotions, the reflective ability to evaluate and learn from such an experience as 

well as the learning messages related to professionalism. Chapters 4-6 are based on a large 

interview study we conducted with medical students across all years of medical school exploring 

critical incidents.  

Chapter 4 focuses on one particular type of critical incidents shared by medical students, those 

describing disruptive behaviors observed or experienced, since this type of incidents represents 

an important aspect of the hidden curriculum. The aim of the study was to analyze the 

characteristics of those incidents and analyse the reactions of medical students at an emotional, 

cognitive and behavioral level (Research Question 5 and 6). 

Chapter 5 focuses on memorable incidents and the type of emotions medical students’ 

experience, as well as, the type of emotion regulation they used to deal with the emotions they 

experienced (Research Questions 5 and 6). 

Chapter 6 focused only on students in clinical years and explored the level of reflection medical 

students engage in the face of the memorable incidents and the learning outcomes associated 

with professionalism (Research Question 5 and 7) 

Chapter 7 is the general discussion where all results from the thesis will be discussed.  
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Research Methodology 

All studies conducted in the context of the present thesis are in accordance with the Declaration 

of Helsinki as well as International Medical Research 2006. Participants in all studies provided 

written or oral informed for participating in the study. Participants were informed in detail of the 

purpose and the process of each study and were informed that their participation was voluntary 

and they were free to withdraw at any time.  

All studies used a qualitative study design as the most appropriate way to explore medical 

students’ real experiences of professional development. The strength of qualitative research is its 

ability to provide complex textual descriptions of how people experience a given research topic. 

It provides information about the “human” side of an issue that is, the often contradictory 

behaviors, beliefs, opinions, emotions, and relationships of individuals (Anderson, 2010; Bearman 

& Dawson, 2013; Murphy & Dingwall, 2003). 

Among the strengths of qualitative research is that it can examine issues in detail and in depth. 

Data based on human experience are powerful and more compelling than quantitative data. Even 

though data cannot be generalized to a larger population, findings can be transferable to various 

settings (Anderson, 2010). 

Given that professional development is influenced by the hidden curriculum which includes 

several implicit messages regarding values, attitudes and behaviors important to the organization, 

several types of qualitative studies were employed. Those included focus groups, interviews and 

diary study.  

Although the terms reliability and validity traditionally have been associated with quantitative 

research, qualitative research can also be rigorous and valid. Validity relates to the honesty and 

genuineness of the research data, while reliability relates to the reproducibility and stability of 

the data (Anderson, 2010). 

Validity can be ensured using techniques such as triangulation and constant comparison. 

Triangulation refers to the use of two or more methods to study the same phenomenon. The use 

of constant comparison means that one piece of data (for example, an interview) is compared 
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with previous data and not considered on its own, enabling researchers to treat the data as a 

whole rather than fragmenting it. Constant comparison also enables the researcher to identify 

emerging/unanticipated themes within the research project (Anderson, 2010). 

Table 1 presents the research objectives of every study presented in each chapter as well as the 

methodology employed. Each chapter provides specific details related to study design, data 

collection and analysis.  
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Table 1. Research objectives in each chapter and the associated methodology 

used 

Chapter Objective  Type of study 

2 To identify elements of the 

Hidden Curriculum 

Review of the literature 

3 To explore the everyday 

learning experiences of  medical 

students 

Diary study 

Focus groups 

4 To explore medical students' 

experiences of disruptive 

behaviors and the associated 

emotional, cognitive, and 

behavioral reactions.   

Interview study 

5 To explore emotions and 

emotional regulation strategies 

adopted by medical students 

Interview study 

6 To explore critical incidents, 

level of reflection and learning 

associated with it 

Interview study 
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ABSTRACT 

Introduction The hidden curriculum has been extensively studied for its influence on medical 

students’ professionalism. Even though the hidden curriculum is an accepted phenomenon in the 

literature, a review of the literature is lacking. The aim of the study is to synthesize knowledge 

from previous studies to reveal the hidden messages communicated to students at the clinical 

stage. 

Methods the approach in this study was descriptive phenomenology and more specifically 

Colaizzi’s framework. Nineteen studies fulfilled the inclusion criteria and were further analyzed. 

Using the original excerpts as a unit of data we identified the hidden messages. 

Results Two major areas where the hidden curriculum manifests were identified namely, a) 

patient care b) learning and socialization. In both areas implicit and/or explicit hierarchies 

defined the values, expectations and rules of interactions between doctors and patients, teachers 

and medical students. Hidden messages were communicated by senior doctors acting as role 

models 

Discussion The review collates and reveals the impact of the hidden curriculum across the 

literature. In particular, it highlights the importance of hierarchy and the crucial effect of role 

modeling in the formation of medical students’ professionalism.  Suggestions as how to integrate 

the hidden curriculum as a tool to teach professionalism are provided. 
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Introduction 

The importance of transmitting to medical students values related to patient-centered care and 

professional behavior has been a high priority for medical school curricula during the last decades 

(Ainsworth & Szauter, 2006; Gale-Grant, Gatter, & Abel, 2013). Medical schools’ mission is to 

instill positive attitudes in students about the practice of medicine. Professionalism has emerged 

as an important issue within medical education (AMEE Working Group on Professionalism, 2010). 

One definition of medical professionalism is ‘‘the habitual and judicious use of communication, 

knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice 

for the benefit of the individual and community being served’’(Epstein & Hundert, 2002, p.277).  

However, several behaviors can challenge or diminish the importance of professionalism as 

identified and promoted through the formal curriculum of medical education. Those behaviors 

include: abuse of power, arrogance, greed, misrepresentation, impairment, lack of 

conscientiousness, and conflict of interest (acceptance of gifts, collaboration with industry) 

(ABIM, 1995). These behaviors represent the hidden curriculum of medical education, which was 

defined by (Hafferty, 1998) as ‘‘a set of influences that functions at the level of organizational 

structure and culture.’’    

In medicine, the hidden curriculum is transmitted through everyday habits and interactions that 

powerfully shape individual attitudes and behaviors. This learning is considered more influential 

than learning during lectures, seminars and other activities described in the formal curriculum 

(Arnold, 2007). As medical students enter the clinical stage of their training and while they 

interact with mentors, peers, and patients they encounter the hidden curriculum of medical 

education (Cruess, Cruess, & Steinert, 2008).  

Exposure to the hidden curriculum starts early in medical education however the impact of the 

hidden curriculum becomes stronger in the clinical learning environment (Hojat et al., 2009). The 

hidden curriculum exposes medical students to the predominant culture and under this view; it is 

a potent socialization process (Cribb & Bignold, 1999; Hafferty, Cruess, & Cruess, 2014; Pitkala & 

Mantyranta, 2003).  
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Several researchers have explored the influence of the hidden curriculum on medical students’ 

professionalism based on narratives and reflections of memorable experiences during training or 

professionalism dilemmas. Professional dilemmas are described as common events for students 

whereby they witness or engage in something they believe was unethical, immoral or wrong 

(Christakis and Feudtner 1993). Studies exploring medical students’ professional dilemmas have 

repeatedly reported that exposure to behaviors such hierarchy, abuse, patient dehumanization 

can have a detrimental effect on medical students’ professionalism (Brainard & Brislen, 2007; 

Gaufberg et al., 2010).  

When encountering professional dilemmas students frequently choose not to speak out because 

of fear of receiving poor evaluation or jeopardizing future career prospects (Feudtner, Christakis, 

& Christakis, 1994; Ginsburg, Regehr, & Lingard, 2003; Karnieli-Miller et al., 2010; Wiggleton et 

al., 2010). Another reason for non-reacting is medical students’ need to fit in the medical culture 

even if existing systems and practices are at odds with previously idealized notions of “good 

doctoring” (Monrouxe, 2010). However facing and conforming to professionalism dilemmas can 

entail intense negative emotions such as anger, resentment and guilt (Christakis and Feudtner 

1993; Feudtner et al. 1994). Given that medical students are being socialized to become 

physicians, the exposure to the hidden curriculum can contribute to the erosion of professional 

conduct and the increase of cynicism (Bombeke et al., 2010; Neumann et al., 2011). 

The hidden curriculum has mainly beien explored using qualitative methodologies that analyze 

medical students’ reflections and narratives of professionalism lapses. Few quantitative studies 

that explored the connections between hidden curriculum and professionalism or medical 

students’ well-being were found, however, the limited number of them, the heterogeneous ways 

of measuring the hidden curriculum and the other examined variables, make the comparisons 

difficult (Arora et al., 2010; Haglund et al., 2009; Johnson, Cowin, Wilson, & Young, 2012; Krupat 

et al., 2009; Reddy et al., 2007; Wiggleton et al., 2010) (see Appendix 1 for a systematic review of 

quantitative studies exploring the effect of the hidden curriculum on professionalism and well- 

being of medical students and residents). On the other hand, qualitative studies are important 

due to of their in-depth focus within particular contexts; they provide invaluable information that 
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contributes towards our understanding of professional dilemmas and framing of educational 

decisions (Bearman & Dawson, 2013). 

However, a synthesis of the findings from the qualitative literature is lacking. A synthesis of the 

existing literature has the potential to illuminate underlying hidden messages that medical 

students face and delineate how curricula can change to better appreciate the inherent 

challenges in developing educational experiences that equally valorize competence and 

professionalism.  

The aim of the present literature review is to synthesize the knowledge from qualitative studies 

exploring how the hidden curriculum manifests and how it can affect professionalism. 

METHODS 

In this study we investigate how the hidden curriculum manifests itself with regard to 

professionalism by synthesizing the findings of existing qualitative studies on the topic. 

We searched among the electronic databases PubMed/MEDLINE and EMBASE. The key words we 

used included: “medical students”, “medical education”, “hidden curriculum”, “informal 

curriculum”, “implicit learning”,  “professional identity”, “professional behavior”, 

“professionalism”. Appendix 2 provides a detailed description of the search strategy. 

The inclusion criteria for the review were:  papers written in English; papers written between 

2000 and 2015. The examined population in the studies had to be medical students (pre-clinical 

and clinical students).  

 Studies were included that; explored the hidden curriculum and associated professional values, 

dilemmas and incidents using a qualitative methodology (e.g. written essays and reflections, 

interviews or focus groups).  

We were interested in synthesizing medical students’ personal experiences of hidden curriculum 

and professionalism as a way to identify the essence of the hidden curriculum. 

We were interested in the original excerpts provided by participants in each study, in order to 

use them as primary data in our analysis. Thus, papers, which were relevant to the review 
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objectives but did not provide excerpts of the original studies, were not included. Figure 1 shows 

the flow chart of the paper selection. 

 

Figure 1. Flow chart of review process 

 

  

Total number of articles identified:  
711 

Duplicates among databases:  
230 

Unique across databases: 
481 

After title screening:  
160 papers selected for abstract 

review 

After review of abstracts:  
40 selected for full text review 

21 papers not included because: 
• Study participants were not 

medical students 
• Not empirical studies 
• Not qualitative studies 
• Not including original excerpts 

Finally included in the review:  
19 qualitative studies  



Decoding the hidden messages of medical professionalism 

47 
 

Data analysis 

To explore the hidden messages that students encounter during their medical training we 

adopted a phenomenological approach. Phenomenology is a discipline that investigates people's 

experiences to reveal what lies 'hidden' in them (Matua & Van Der Wal, 2015). Studies use a 

'descriptive approach' to illuminate poorly understood aspects of participants’ experiences. In 

contrast, an 'interpretive/hermeneutic approach' is adopted when the aim of the study is to 

examine the contextual features of an experience in relation to other influences such as culture, 

gender, employment or wellbeing of people (Matua & Van Der Wal, 2015). 

 To analyze the data in this review we used a descriptive phenomenology approach based on 

Colaizzi's framework (1978). Colaizzi’s framework consists of seven stages (presented in Table 1). 

Colaizzi’s framework is a descriptive technique aimed to the true meaning of the phenomenon 

under investigation.   

Descriptive phenomenology using Colaizzi’s framework has been adopted successfully by other 

researchers who studies phenomena in healthcare (e.g. spiritual care) (Kociszewski, 2004; 

Sanders, 2003) and reviews of organizational phenomena such as teamwork (Xyrichis & Lowton, 

2008). 

For this study we used the framework developed Colaizzi (1978) to analyze the original excerpts 

provided in the included studies. In Table 1 next to Colaizzi’s original framework we provide 

information about the process followed in this review.  The first two stages in Colaizzi’s 

framework require reading all subjects’ descriptions and extracting the significant statements for 

further analysis. In our case we used the original excerpts provided in the studies, and given that 

they had been selected by the authors as the most representative of their original data sets - we 

considered them all significant statements. Based on the significant statements we created the 

formulated meanings- in our case- hidden messages.  Then the hidden messages were clustered 

in themes.  KD was responsible for gathering all significant statements provided by the qualitative 

studies and identifying formulated meanings which then were translated to hidden messages. 

Two research collaborators reviewed all the stages of analysis and provided feedback with regard 

to the content of hidden messages. 
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Table 1. Data  analysis approach based on Colaizzi’s framework 

Colaizzi's seven-stage framework Our approach based on Colaizzi’s 

framework 

1. Read all of the subjects’ descriptions in order to 

acquire a feeling of them 

2. Return to each protocol and extract significant 

statements 

3. Spell out the meaning of each significant 

statement, known as formulating meanings 

4. Organize the formulated meanings into clusters of 

themes 

5. Refer to these clusters of themes back to the 

original protocols in order to validate them 

6. Formulate the exhaustive description of the 

investigated phenomenon in as unequivocal a 

statement of identification as possible 

7. Improve validity by returning to each subject 

asking about the findings so far 

1. Read original excerpts from each 

study 

2. All excerpts of the included studies 

were considered significant statements. 

3. Formulated meanings in our study 

were called hidden messages 

4. Organize the hidden messages in 

themes 

5. We read back the original studies to 

see whether themes of hidden messages 

were validated  

6. Formulate a description of Hidden 

curriculum  

7. Not applied in our review 
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RESULTS 

Description of the studies 

Nineteen studies were included in the review. All of them were qualitative studies that aimed to 

explore and understand medical students’ perceptions of the hidden curriculum through 

professional dilemmas encountered in clinical practice. The studies explored medical students’ 

perceptions by means of written reflections and narratives, focus groups and individual 

interviews.. Quality appraisal of studies included in quantitative reviews is mandatory. However, 

a critical appraisal of qualitative studies included in a qualitative review is still a controversial 

topic. Carroll and Booth (2015) suggests that researchers should pose some a priori critical 

appraisal criteria, We evaluated the quality of studies depending on the accordance between 

study aims and methodology employed implemented  as well as the reporting of results. In total, 

the quality of the studies was defined as adequate. Even in cases that a study was considered 

weaker it was not excluded in the present review, if their findings were similar to other studies of 

better quality. Garside (2014) supports and reasonates such an approach indicatingthat if findings 

are similar between studies of varying quality, there might be no reason to exclude those 

apparently weaker studies. So in our literature synthesis, we set a priory criteria with regard to 

study aims and methodology as well as the need of reporting the original excerpts associated 

with the themes presented in each study. 

Fourteen of the studies were conducted within a single institution, whereas the rest included 

multiple institutions from different countries. The number of participants in each study varied 

significantly from 10 medical students to 680. In addition, some studies focused on the hidden 

curriculum of certain departments (e.g., Emergency Department or Internal Medicine) or 

specialties (e.g., surgery, psychiatry) and others focused on general professionalism dilemmas 

showing the overall hidden curriculum medical students are exposed to during their training. 

Table 2 provides the characteristics of the studies included in the review. 
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Table 2. Description of the studies included in the review 

Authors Study aims Methods Setting Sample Results  

Gaufberg, 
Batalden, 
Sands, & 
Bell, (2010) 

To probe medical students' 
narrative essays as a rich 
source of data on the hidden 
curriculum, a powerful 
influence shaping the values, 
roles, and identity of medical 
trainees. 

Grounded 
Theory for 
thematic 
analysis of 
students written 
reflections 

Medical 
School 

30 medical 
students  

Main themes identified 
 Medicine as culture, 
 Haphazard interactions 
 Role modeling 
 Tension between the reality of clinical 
medicine and previously held idealized 
notions 
Eight definitional elements of the concept of 
the hidden curriculum  
 Power–hierarchy issues in training and 
patient care;  
 Patient dehumanization;  
 “hidden assessment” of medical students’ 
performance;  
 Suppression of normal emotional 
responses;  
 Struggling with the limits of medicine;  
 Accountability in medical training;  
 Search for personal/professional balance ;  
 “faking it” as a young doctor; positive 
power of human connection 

Bernard, 
Malone, 
Kman, 
Caterino, & 
Khandelwal

To better understand this 
experiential learning in the 
setting of the Emergency 
Department (ED). 
Secondarily, the study aimed 

A thematic 
analysis was 
conducted on 
377 
professionalism 

Medical 
School 

 404 fourth year 
medical students 
rotating at 13 
different central 
Ohio emergency 

Main themes identified within medical-
clinical interactions domain 
 Manifesting respect or disrespect in clinical 
interactions with patients, families, 
colleagues, and coworkers 
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, (2011) to explore differences in the 
informal curriculum 
between Emergency 
Medicine (EM) and Internal 
Medicine (IM) clerkships. 

narratives from 
medical 
students  

departments  Managing communication challenges with 
patients and families 
 Demonstrating responsibility, pride, 
knowledge, and thoroughness 
 Spending time taking care of patients, 
patients' education, and understanding 
 Going above and beyond, caring, and 
altruism 
 Communicating and working in teams 
Main themes identified within teaching- 
learning interaction domain 
 Creating an (un)welcoming environment 
 Capitalizing on teaching opportunities 
 Learning from peers 
 Dealing with attending/staff or self-
expectations 
 Paying attention to students' needs 
 Having space to conduct private 
conversations 
 Demonstrating honesty and integrity 
 

Karnieli-
Miller, Vu, 
Holtman, 
Clyman, & 
Inui, (2010) 

To use medical students' 
critical incident narratives to 
deepen understanding of 
the informal and hidden 
curricula. 

Thematic 
analysis of 272 
stories of events 
recorded by 135 
third-year 
medical 
students that 

Indiana 
University 
School of 
Medicine 

135 third-year 
medical students 

Main themes identified within medical-
clinical interactions domain 
 Manifesting respect or disrespect in clinical 
interactions with patients, families, 
colleagues, and coworkers 
 Managing communication challenges with 
patients and families 
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“taught them 
something 
about 
professionalism 
and professional 
values.” 
Students wrote 
these narratives 
in a 
“professionalis
m journal” 
during their 
internal 
medicine 
clerkships  

 Demonstrating responsibility, pride, 
knowledge, and thoroughness 
 Spending time taking care of patients, 
patients' education, and understanding 
 Going above and beyond, caring, and 
altruism 
 Communicating and working in teams 
Main themes identified  within teaching- 
learning interaction domain 
 Creating an (un)welcoming environment 
 Capitalizing on teaching opportunities 
 Learning from peers 
 Dealing with attending/staff or self-
expectations 
 Paying attention to students' needs 
 Having space to conduct private 
conversations 
 Demonstrating honesty and integrity 
 

Rees, 
Monrouxe, 
& 
McDonald, 
(2013) 

To explore the what’s and 
how’s of written narratives 
of most memorable 
professionalism dilemmas: 
what types of dilemma are 
most memorable? When 
and where do they take 
place? How do students act? 
What characteristics relate 
to these dilemmas? How are 

Quantitative 
thematic and 
discourse 
analysis of all 
written 
narratives using 
Linguistic 
Inquiry Word 
Count software 
(LIWC) and 

29 medical 
schools 

680 students  Main themes identified 
 Patient care dilemmas relating to the 
actions of healthcare professionals: this 
theme covers the compromising by 
healthcare professionals of patient dignity 
and patient safety  
 Student abuse receiving or witnessing 
covert, status-related abuse, verbal abuse, 
physical abuse, and ⁄ or harassment or 
discrimination  
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dilemmas narrated? conducted a 
narrative 
analysis of one 
exemplar 

 Patient care dilemmas around student 
action: students’ compromising of patient 
dignity or patient safety  
 Consent: students witnessing healthcare 
professionals conducting examinations or 
procedures without valid consent, and 
students themselves watching or 
participating in examinations or procedures 
with no consent or with invalid patient 
consent  
 Intimate examination: students learning 
intimate examinations on patients without 
patient consent or with invalid patient 
consent 

Monrouxe, 
Rees, & Hu, 
(2011) 

The overall aim of the 
research was to understand 
students’ experiences of 
professionalism dilemmas 
through listening to their 
personal incident narratives 

32 group and 22 
individual 
interviews. Data 
were analyzed 
thematically 
(Framework 
Analysis), for 
negative 
emotional 
content 
(Linguistic 
Inquiry and 
Word Count) 
and a narrative 

3 medical 
schools 
(England,Wal
es, Australia) 

200 medical 
students 

Main themes identified 
 Consent dilemmas  
 Patient safety and dignity breaches by 
medical students  
 Patient safety and dignity breaches by 
healthcare professionals  
 Students’ identity dilemmas  
 Abuse dilemmas  
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analysis of one 
exemplar 
narrative was 
also conducted.  

Lempp & 
Seale, 
(2004)  

To study medical students' 
views about the quality of 
the teaching they receive 
during their undergraduate 
training, especially in terms 
of the hidden curriculum. 
 

Semi structured 
interviews with 
individual 
students 

One medical 
School 

36 undergraduate 
medical students, 
across all stages 
of their training 

Main themes identified 
 Personal encouragement, 
 Haphazard teaching  
 The importance of hierarchy 
 Getting ahead by being competitive. 

Lamiani, 
Leone, 
Meyer, & 
Moja, 
(2011) 

To explore the messages 
conveyed by the hidden 
curriculum as perceived by 
third-year students of the 
Milan School of Medicine, 
Italy, following their first 
clinical internship. 

Three group 
interviews were 
conducted 
 
verbatim 
transcripts of 
the group 
interviews were 
analyzed 
through content 
analysis  

Milan School 
of Medicine 

57 students Main themes identified 
 Physicians reassure and protect patients  
 Power differential between physicians and 
patients  
 Variable respect for patients  
 Disease-centered medicine  
 Respect for hierarchies  
 Delegation of patients’ emotional needs to 
nurses 

Hicks, Lin, 
Robertson, 
Robinson, 
& 
Woodrow, 
(2001) 

To explore the prevalence 
and the nature of medical 
students’ ethical dilemmas  

Four focus 
groups  

University of 
Toronto 

20 medical 
students 

Main themes identified 
 Conflict between medical education and 
patient care    
 Responsibility exceeding student’s 
capabilities  
 Involvement in care perceived to be 
substandard  
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Bandini, 
Mitchell, 
Epstein-
Peterson, 
Amobi 
Cahill, 
Peteet, 
Balboni and 
Balboni, 
(2015) 

The purpose of this 
qualitative study was to 
examine medical faculty and 
students’ perceptions of 
psychological, moral, and 
spiritual challenges during 
medical training in caring for 
critically ill patients.  
 

Focus groups Harvard 
medical 
school 

25 medical 
students 

Main themes identified 
 The hierarchy of medicine 
 Behavioral modeling 
 Research versus clinical work 
 The importance of the hidden curriculum 
 

Doja et al., 
2016 

To assess the knowledge and 
perceptions of the hidden 
and informal curricula across 
the continuum of learning at 
a single institution. 

 5 Focus groups One medical 
school 

Five preclerkship 
students (1 
group), five 
clerkship 
students (2 
separate groups), 
seven residents 
(1 group) and 
eight staff/faculty 
members (1 
group). 

Main themes identified 
 ‘‘Superiority’’ of some specialties over 
others  
 The reinforcement of hierarchies within 
medicine and between medical practitioners 
(i.e., between doctors and nurse)  
 Culture of tolerance towards 
unprofessional  
 Role modeling  
 Perceptions of emotional 
neutralization/loss of idealism  
 Cultural and contextual norms 
 The need to learn new ‘‘rules’’ in different 
circumstances/situations 

Wear & 
Skillicorn, 
2009 

To examine perceptions of 
the formal, informal, and 
hidden curricula in 
psychiatry  

6 focus groups 
-attending 
physicians 
-residents 

One medical 
school 

60 third year 
medical students 

Main themes identified 
 The hidden informal curriculum as role 
modeling 
 The hidden informal curriculum as a 
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-medical 
students 

function of time 
 (Most believed that both teaching and 
patient care are related to time, and often 
there isn’t enough time for either) 
 The hidden informal curriculum as 
experience/intuition versus textbook learning 

Adkoli, Al-
Umran, Al-
Sheikh, 
Deepak, & 
Al-Rubaish, 
(2011) 

To elicit the views of final 
year medical students, 
interns, and residents to 
explore what 
professionalism meant to 
them, what problems they 
encountered, and what can 
be done to promote 
professionalism 

10 focus groups One medical 
school Saudi 
Arabia 

Final year medical 
students, interns 
and residents 

Main themes identified related to Faculty 
issues  
 Lack of role-model  
 Absenteeism without notice  
 Ill-treating or scolding students  
 Importance attached to trivial matters  
 Lack of teacher–student bondage  
 Unfairness in applying rules Incorporate 
narrative-based professionalism, portfolio 
approach  
Main themes identified related to 
organizational issues  
 Lack of reward/incentive for professional 
excellence  
 Organizational culture 

Phillips & 
Clarke, 
(2012) 

To examine how teachers' 
egalitarian or discriminatory 
behaviours and values at 
odds with those of the 
individual learner or the 
institution are perceived and 
absorbed by students, and 
how this hidden 

Electronic 
qualitative study 
(written essays) 

3 Canadian 
medical 
schools 

76 medical 
students  

Main themes identified  
 Discriminations towards specific patients 
(e.g obese, mentally ill) 
 Teachers’ values affect practice 
 Stereotyping by group affiliation 
 Disrespect for colleagues and for female 
doctors 
 Patient-centeredness 
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curriculum shapes the 
doctors students become. 

Ozolins, 
Hall, & 
Peterson, 
(2008) 

To explore student views of 
the nature, role and impact 
of the informal and hidden 
curriculum and to establish 
the importance of this 
curriculum for students 

2 focus groups University of 
Queensland 

12 students Main themes identified  
 The informal and hidden curriculum could 
be seen as the difference between a high 
achieving student and an average performer, 
and adds a bonus or benefit to their learning. 
 Learning how to behave like a doctor, 
learning the core or essence of being a 
doctor. 
 The informal curriculum as relating to the 
ontological nature of medicine. 

Shorey, 
(2013) 

To explore the hidden 
curriculum and the learning 
environment for 
professionalism during 
Internal Medicine and 
Psychiatry clerkships. 

online journal  

201 entries 

University of 
Arkansas for 
Medical 
Sciences 
(UAMS) 

131 students Main themes identified  
 Manifesting respect or disrespect in clinical 
interactions with patients, families, 
colleagues, and coworkers 
 Managing communication challenges with 
patients and families 
 Demonstrating responsibility, pride, 
knowledge, and thoroughness 
 Spending time taking care of patients, 
patients' education, and understanding 
 Going above and beyond, caring, and 
altruism 
 Communicating and working in teams 
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Kittmer, 
Hoogenes, 
Pemberton, 
& Cameron, 
(2013) 

To characterize what clerks 
saw as challenges in 
professionalism, ethics, and 
communication, thereby 
establishing the groundwork 
for a more explicit and 
relevant professional 
competencies curriculum in 
clerkship. 

500-word 
reflective 
writing 
assignment 

McMaster 
University 

149 medical 
students 

Main themes identified related to clerk-
patient communication 
  Cultural competency 
  Health literacy 
  Breaking bad news 
  Disclosure of adverse event 
  The difficult patient 
 Clerk-patient ethical decision making 
  Patient autonomy 
  Patient dignity 
  Confidentiality 
  Patient-centered care 
  Provider bias 
  Do not resuscitate and code status 
  End-of-life issues 
  Informed consent 
  Substitute decision makers 
Main themes identified related to clerk-
team interaction 
  Interprofessional communication 
  Team communication 
  Hierarchy 
  Level of responsibility 
  Bullying 
  Learning 
Main themes identified related  to clerk-
system interaction 
  Resource management, allocation 
  Medical error 
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  Patient advocacy 
  Safety 
Main themes identified related  to clerk-self 
  Stress and emotions 
  Responding to suffering 
  Resolving ambiguity 

Hill, 
Bowman, 
Stalmeijer, 
& Hart, 
(2014) 

To establish, first, whether a 
specialty-specific hidden 
curriculum existed for 
students, and second, how 
students encountered and 
negotiated surgical career 
options 

Using a 
constructivist 
grounded 
theory 
approach, 
students’ 
thoughts, 
beliefs and 
experiences 
regarding career 
decisions and 
surgery were 
explored 

Medical 
School 
University of 
Manchester  

12 students Main themes identified  
 Building a network 
 Enacting the hidden curriculum  
 Fitting in as a future surgeon 
 Gaining participation in the surgical world 
 Participation in theatre was a key event 

Meiboom, 
Diedrich, 
Vries, 
Hertogh, & 
Scheele, 
(2015) 

To study this hidden 
curriculum in medical 
education in relation to 
medical care of elderly 
patients 

explorative 
qualitative 
approach, 
combining 
participant 
observation 
with informal 
interviews 

Teaching 
hospital 

3 students 
2 residents 

Main themes identified  
 medical problems of elderly patients are 
not challenging,  
 elderly patients are stereotyped,  
 elderly patients frustrate the system. 
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Santen & 
Hemphill, 
(2011) 

To deepen understanding of 
professionalism in the 
emergency department (ED), 
including the ideals that 
students wish to model and 
the lapses they hope to 
avoid. 

2 narrative 
reflections 
during 
the training in 
ED were 
required from 
each student 

Emergency 
Department 
in one 
hospital 

150 students  
61 students’’ 
narratives 
containing 
professionalism 
issues 

Main themes identified  
Positive behaviors  
 Compassion 
 Tension between respecting diversity and 
respecting other core values 
 Balance between patient-centered care and 
effective care 
 Commitment to excellent medical care and 
ethical principles.  
Unprofessional behaviors 
 The absence of compassion 
 Physicians lying 
 Lack of teamwork  
 Struggle with how to deal with patients 
who might be “drug seekers” and when to 
prescribe narcotics.  
 Concern about the balance of compassion 
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Synthesizing the results 

The synthesis of the studies yield interesting finding. First of all, all studies made explicit and/or 

implicit references to the hierarchy structures as the core of all interactions describing the hidden 

curriculum. Power dynamics in interactions between patients and doctors or students and 

teachers  were the underlying theme across all studies.  

Secondly, attending physicians in the role of caregiver or teacher were the main figures in 

students’ narratives, underscoring the importance of role models in the study of the hidden 

curriculum and professionalism. Exhibited behaviors by senior doctors acting as role models, 

transmitted several messages related to the values of medical culture, expectations of doctors 

and medical students and rules of interactions between doctors and patients or teachers and 

students. Two clusters of hidden messages were revealed in the review and they were related to 

a) patient care and b) learning and socialization 

Table 3 summarizes the hidden messages revealed in the review together with exemplary 

excerpts from the original studies. Within the text all hidden messages are identified by bold and 

italic font. 
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Table 3. Identified themes and hidden messages based on the original excerpts 

Themes  Hidden Messages identified in 
the review 
 

Excerpts from original studies 

Hidden messages-   
patient care 

It is important to treat patients 
with respect 

I have been impressed during each one of my shifts how respectful the 
attending remains when faced with patients who have made poor choices or 
who are presenting to the ED when they really should be going to a family 
physician or staying home.   Although they might be annoyed, the attending  
patiently works up the patient, explains the disease  process, and discharges 
the patient home with clear  instructions [original excerpt from: Bernard, et 
al., (2011)].  
   

It is important to respect 
patients’ autonomy 

A patient was in need of a rectal exam to test for occult blood due to a 
recent history of black stools.  The physician explained the need for the test.  
The patient refused the rectal exam.  The physician offered to have a male 
physician come in to do the exam in case the male patient would be more 
comfortable.  The patient also refused this.  The physician did not push the 
patient and respected his  decision without showing anger or  frustration 
[original excerpt from: Karnieli-Miller, Vu, Holtman, Clyman, & Inui, (2010)]    
 

It is important to give space in 
diversity  

Behaved with humility, respect and empathy, and did not assume 
heterosexuality, such as by instructing students to: ‘...ask patients if they are 
sexually active with men, with women, with both.’ [original excerpt from: 
Phillips, (2013)] 
 

 It is important to spend time 
listening and addressing 
patients’ concerns. 

An attitude I saw is that physicians tend always to calm patients down. When 
it’s possible, you say that everything is going fine. You have to pacify the 
patient. GI 3  
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 A doctor’s job is to treat the 
body and not the emotions or 
other aspects of patients’ life. 

Going to a patient and calming him/her too much is a stupid thing . . . finally 
s (he) has comes to me [the physician] because s (he) has a problem. S (he) 
hasn’t come to me to be calmed down. So if I don’t label things with the 
right name, and the patient doesn’t, who’s gonna do it? Nobody does it. 
[original excerpt from: Lamiani, Leone, Meyer, & Moja, (2011)]    
 

There are worthy and unworthy 
patients. Some of them deserve 
their disease. 

I had a preceptor who thought that people from lower socio-economic 
classes deserved the sequelae and complications of their chronic diseases 
because they didn’t care enough in the first place. [original excerpt 
from:Adkoli, Al-Umran, Al-Sheikh, Deepak, & Al-Rubaish, 2011]    
 

A patient that goes against the 
doctor’s will, is  a difficult 
patient 

‘Felt coerced into performing a neurological exam on a patient who was 
incapable of consent as was clearly in pain because they kept pulling my 
hand away. Stated I felt uncomfortable proceeding but the doctor insisted as 
‘‘One day you will have to perform an exam in A&E on a difficult patient like 
this’’[original excerpt from: Rees, Monrouxe, & McDonald, (2013)]    
 

Medical students are allowed to 
do unpleasant things to 
patients for their own learning. 

I am standing before an anxious, supine woman, holding a gleaming large 
metallic object that I am about to place into her vagina. Right now only two 
things stand between me and an unpleasant encounter with law 
enforcement. One is the remarkable prerogative bestowed upon medical 
professionals to do such strange things. The other is my patient’s 
halfhearted consent. “You’re letting the novice do it?” the patient groans to 
my intern. “I’ve done a couple of these already,” I offer her in the way of 
feeble reassurance. But really, I can only sympathize with her—I wouldn’t 
want me doing my pelvic exam either. [original excerpt from: Gaufberg, et 
al., (2010)]    
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 Doctors are expected to 
sacrifice their own health for 
their job.  

My friends who have already had children and pumped [breast milk] while 
working their nonmedical jobs have heard my description of the clerkships 
and advised early weaning as my only option  It would be sad if working in 
the medical profession kept me from doing the medically recommended 
thing for my kid  [original excerpt from: Gaufberg, et al., (2010)] 

 Complaining about the 
workload might indicate a lack 
of commitment and it should be 
avoided. 

Physicians, however, may never, under  any circumstances, complain about 
the  number of hours they work  To do so  would be an egregious expression 
of a  lack of commitment to the profession   While this rule applies to all 
physicians,  lapses in adherence to it are particularly  frowned upon in young 
doctors and  female doctors  [Physicians] are  encouraged to complain about 
insurance  companies’ lack of appropriate  reimbursement for any aspect of 
patient  care and may complain about their  patients, especially patients who 
keep  returning with unmet needs   [original excerpt from: Gaufberg, et al., 
(2010)]    
 

 Experiencing emotions can be 
an obstacle to efficiency or 
unbiased judgment  

I don’t think medical school does (produce emotional neutralization), I think 
clerkship and residency and. . Being a staff does. Because in medical school, 
like you’re not really seeing patients that much and you can learn about all 
these things and you’re still like ‘‘oh, that’s so sad. All these people are dying 
from cancer.’’ Because. . .but I think once you get. . .when you’re practicing I 
think you just can’t. . .or it’s more difficult to continue functioning if you’re 
always emotionally on. [original excerpt from: Doja et al., (2016)]    

 A doctor should always show 
confidence and certainty in his 
interactions with patients. 

I remember the first visit we did in ambulatory. We hadn’t heard a lung 
murmur before and the physician asked ‘What is this sound?’ and I said 
‘Well, to me it seems like crackling,’ and he said ‘It seems?! It’s either one or 
the other!’ And so it’s right like that. If I haven’t a diagnosis I will try to 
explain to the patient that I will do some additional clinical examination, but 
I won’t show the slightest doubt because to me it will certainly convey a lot 
of insecurity. [original excerpt from:Lamiani et al., 2011] 
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 If a doctor is too approachable 

he might lose his professional 
status in the eyes of the 
patient. 
 

I have doubts that maybe it’s unprofessional giving too much confidence [to 
the patient] because maybe I look more like a friend than a doctor. [original 
excerpt from:Lamiani et al., 2011] 

 Being committed to clinical 
goals exculpate any lack of 
respect and uncivil behavior 
exhibited     

“I fight as hard for the elderly patients as I do for  the younger ones. I make a 
joke now and then, but never around the patient  or in the corridor” [original 
excerpt from: Meiboom, Diedrich, Vries, Hertogh, & Scheele, 2015] 

Hidden messages- 
learning and 
socialization 

Lying or changing the truth as a 
student is a way to get further 
chances and experience 

‘Do you have a lot of experience sewing facial lacerations?’ ‘Yes, Sir—I do!’ I 
responded to my attending. . . . The truth was I did not have a lot of 
experience sewing lacerations—I had only done a few facial lacerations, but I 
did not want to turn the chance down.” [original excerpt from:Santen & 
Hemphill, 2011]    
 

Teaching students is not as 
important as clinical work 

I mean we’ve had so many days where we’ve had, sort of, five different 
sessions scheduled—and no one turns up! You just think, you know, why 
bother coming in? So that’s irritating. It does happen a lot to everyone. I 
mean, obviously the people who are teaching have another job—it’s not 
their only job to teach you—but it’s when you turn up and they don’t get 
somebody else to do it, or they don’t even let you know that they haven’t 
turned up. [original excerpt from Lempp & Seale, (2004)]    
 

 Humiliation as a teaching tool I’ve found my first rotation was very stressful, humiliating, I worked and read 
because of  fear, because of being targeted—and that was just miserable . . . 
One time, the consultant came in when I was examining the patient—his 
registrar was there, his SHO was there and just started asking me questions . 
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. . I just went blank and didn’t know the answers to his questions—and then 
he got angrier . . . after things like that . . . you don’t even have the 
confidence to take blood or anything. (Year 3 student) [original excerpt from 
Lempp & Seale, (2004)]    
 

Withstanding the criticism is as 
important as doing a good 
clinical job. 

What a bizarre experience. I felt like a complete failure while harassed 
throughout the procedure. Contrast that to the near high I felt after I was 
congratulated at the end…. I felt as if I had survived some kind of 
psychological test. I now know that it really didn’t matter what I did with the 
scope. It was more important that I didn’t fold under the criticism, and that I 
didn’t quit. [original excerpt from: Gaufberg, et al., (2010)]    
 

You’re the only one responsible 
for your learning and 
development 

I spent a good part of the beginning of this educational sojourn waiting for 
someone to clue me in on how I would best be able to learn the things that I 
needed to. The advice never came… what changed was me. The month of 
November was an awakening to the fact that the learning was only going to 
come if I sought it out myself [original excerpt from: Gaufberg, et al., (2010)]    
 

You learn the real insider 
insights from older peers 

I think you just really have to inform yourself about [a career in surgery] . . . 
speaking to people who are doing it. . . I really like speaking to erm, SHOs 
who are doing it because they really have a, I guess, realistic opinion about 
what it’s like. . .  In terms of information or anything about surgery, I think 
most of my surgical hints and tips have come from other students that are 
interested in surgery. [original excerpt from: Hill et al., (2014)]    
 

Suppressing personal values to 
fit in a group is acceptable 

I think it’s hard if . . . how you think of yourself really and what you decide to 
portray in an interview are complete diametric opposites . . . for example. . . 
I don’t like doing the bloke banter  stuff and they were a panel of four men, I 
would  do that. . . not obviously make sexist jokes or  whatever but I don’t 
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know a different tone to the way  you speak. . . [original excerpt from: Hill et 
al., (2014)]    
 

If a student wants to fit in a 
certain group, they have to 
follow the rules of the group 
 

If you can be as much like the surgeons you know as possible, then you’re 
probably more likely to do well. [original excerpt from: Hill et al., (2014)]    

Defending the patient and 
confronting a doctor is not 
facilitating the socialization in 
the medical group 

I think it’s hard if . . . how you think of yourself really and what you decide to 
portray in an interview are complete diametric opposites . . . for example. . . 
I don’t like doing the blokey banter  stuff and they were a panel of four men, 
I would  do that. . . not obviously make sexist jokes or  whatever but I dunno 
a different tone to the way  you speak. . . [original excerpt from: Hill et al., 
(2014)]    
 

The higher members in the 
hierarchy have the right to 
humiliate the lower members of 
it 
 

Watching a consultant shout and swear loudly in the middle of the ward at 
one of his juniors’ [original excerpt from: Doja et al., (2016)] 

People higher in the hierarchy 
are considered untouchables 

Almost everyone in the room smirked, knowing this attending was not using 
his best clinical judgment; however, no one said a word to him because of 
his rank as an attending…. Because of the hierarchical structure of academic 
medicine, it is often assumed that the person at the top of the chain has the 
most knowledge and is, in essence, untouchable. [original excerpt from: 
Gaufberg, et al., (2010)] 
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Hidden messages related to patient care 

A hierarchy gap between the doctor and the patient defined the type of hidden messages 

transmitted to medical students related to patient care. In this theme we identified values 

related to patient care as well as rules and expected behaviors in the interaction between 

doctors and patients. On the one hand, hidden messages supported patient centered care and on 

the other it encouraged a focus on the disease and not the patient as a person.  

For example positive hidden messages such as it is important to treat patients with respect;  it is 

important to respect patients’ autonomy were communicated to students through exhibited 

behaviors by senior doctors showing respect towards patients and patients’ choices with regard 

to disease management. Those doctors enacted the formal curriculum that teaches medical 

students the importance of an equal interaction between doctors and patients  

On the other hand, hidden messages such as patient that goes against doctor’s will, is a difficult 

patient indicated doctors’ preference for a limited patient autonomy that does not questions 

doctors’ decisions. In cases where a patient’s opinion, preference and priorities were not in 

accordance with doctor’s decision this patient easily was characterized as difficult and thus 

his/her opinion was devaluated. 

Conflicting hidden messages were transmitted also with regard to the time and quality of 

interactions with the patient. On one hand, the positive hidden message of It is important to 

spend time listening and addressing patients’ concerns underscored the importance of devoting 

time beyond the physical examination to address patients’ questions and emphasized the  

importance of communication in patient doctor interaction, accompanied by compassion and 

empathy. 

On the other hand, students were often exposed to hidden messages encouraging a paternalistic 

approach in patient care where the moderator of the patient - doctor interaction was the doctor 

who had all the necessary skills to deal with the patient’s clinical condition without emphasizing 

the establishment of rapport between them.  
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Hidden messages such as the emotional and social consequences of disease are not relevant 

were often encountered. Several professional dilemmas involved observing doctors focusing only 

on the medical aspects of the patients’ condition and ignoring the emotional and social aspects of 

it. These behaviors transmitted the message that the focus of the doctor’s job is only on the 

clinical problem ignoring how the disease could affect the patient emotionally or socially, and 

encouraging dissociation between empathy and efficiency as two incompatible behaviors in 

clinical practice.  

This hidden message was often accompanied or explained by another hidden message with 

regard to the role of emotion in clinical practice. Experiencing emotions can be an obstacle to 

efficiency or unbiased judgment was a hidden message indicating that emotions are 

incompatible with clinical practice, thus the doctor should abstain from experiencing them or 

suppressing them if they arise.  

Other hidden messages related to patient doctor interaction included, a doctor should always 

show confidence and certainty in their interactions with patients indicating an intolerance of 

uncertainty in clinical practice. Showing insecurity and doubt in front of a patient was not 

considered appropriate behavior for a doctor or a medical student. Finally, keeping a distance 

from a patient to protect oneself and professional status was also considered appropriate 

practice transmitted in the hidden messages if a doctor is too approachable he might lose his 

professional status in the eyes of the patient.  

Conflicting hidden messages were also revealed with regard to the view of patients. On one 

hand, positive hidden messages such as it is important to respect diversity stressed the 

importance to treat all patients equally and not make assumptions based on stereotypes.  On the 

other hand, students were often exposed to the opposite negative hidden message: There are 

worthy and unworthy patients. Some of them deserve their disease. Several vulnerable groups 

of patients seemed to be easy targets for disrespectful treatment observed by medical students. 

Patients with dementia, obese people or those with low socio economic status were often 

treated as unworthy patients or even considered that they deserve their disease thus spending 

time with those patient groups was considered boring and not challenging. 
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In addition, two expectations related to patient care were identified. Those included doctors are 

expected to sacrifice their own health for their job and complaining about the workload as a 

doctor might indicate a lack of commitment and it should be avoided. These expectations 

communicated to students that neglecting their own needs and health as well as not complaining 

were positive indicators of commitment and dedication to the profession. 

Finally, when students encountered unprofessional behaviors involving patient dehumanization, 

lack of respect towards patients exhibited by role models the hidden message communicated 

was that being committed to clinical goals exculpates them with regard to showing disrespect 

and uncivil behavior. This hidden message was transmitted often in combination with the 

message that if a doctor is competent, the others should tolerate his rude behavior indicating 

that competence was more important that professional behavior. In addition, it suggested that 

certain behaviors are beyond scrutiny, and reinforces the paternal role of the physician.  Hidden 

messages related to learning and socialization 

Medical students during their training in the clinical environment received various hidden 

messages with regard to learning, their position and role in the clinical environment, as well as 

rules of socialization in medical culture.   

In terms of medical students learning three hidden messages were revealed. First of all, medical 

students felt that they are solely responsible for their own learning indicating that the clinical 

environment does not provide enough knowledge and learning opportunities unless students 

exhibit commitment, engagement and curiosity. Secondly, lying or changing the truth is an 

acceptable way   to further one’s chances and experience indicating that performance was 

valorized above ethics.  Thirdly, medical students, despite their level of experience, are allowed 

to do unpleasant things to patients for their own learning revealed that medical students 

despite their stage of training are permitted to submit patients to uncomfortable procedures for 

learning purposes, suggesting that in the power and hierarchy scales, students’ learning has 

priority over patient’s preferences . 

 At the same time, a hidden message communicated to students by senior role models was that 

teaching students is not as important as clinical work. Incidents of haphazard teaching often 
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caused students to question the importance that a doctor assigns to their teaching duties again 

creating confusion to medical students with regard to their role in patient care and the behavior 

exhibited towards patients. 

In terms of teaching and assessment two more messages were revealed: Humiliation as a 

teaching tool where students exposed medical students to unprofessional behaviors and 

withstanding the criticism is as important as doing a good job. Medical students often had to 

identify the rules of assessment and evaluation. Within this context, passing the exam was 

considered by the students the only purpose of the clinical training. 

The hidden curriculum transmitted also hidden messages related to the power structure of the 

clinical practice. One hidden message was that you learn the real insider insights from older 

peers recognizing the role of older peers in the socialization of medical students. Another 

important hidden message was that suppressing personal values to fit in a group is acceptable. 

In order to fit in the culture of a certain specialty of context students often chose to suppress 

their emotions and camouflage personal values just because agreeing with their supervisors 

would allow them to fit into the group. In terms of fitting the group another hidden message was 

that if a student wants to fit in a certain group, they have to follow the rules of the group. For 

example, students who expressed their willingness to follow a certain specialty thought that it 

was important to exhibit relevant attitudes and behaviors in order to be considered one of them. 

In terms of power hierarchy, as mentioned in section 1. Patients were recipients of 

unprofessional behavior. However, the hidden message defending the patient and confronting a 

doctor is not facilitating the socialization in the medical group seemed to indicate that 

ingratiating oneself with the group was at the expense of a patient who was the recipient of 

unprofessional behavior. In this way, medical students avoided confrontation with senior 

members.   

Hierarchy and power imbalance as a perpetrator of unprofessional behavior 

Hidden messages related to patient care and students’ learning and socialization were revealed 

through narratives describing unprofessional behaviors exhibited mainly by senior doctors 

towards patients and students. Those narratives of unprofessional behaviors transmitted two 
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hidden messages. The first hidden message was higher members of the hierarchy have the right 

to humiliate lower members demonstrating that senior people were potent role models of 

unprofessional behaviors. 

The second hidden message was that people higher in hierarchy are considered untouchable.  

Within this context the issue of confrontation was quite prominent. Students experienced 

powerlessness to confront a senior member in terms of hierarchy for his/her behavior because 

that person was either considered untouchable” or he/she was considered impossible to change. 

Confronting senior doctors for unprofessional behavior was rarely the cases in the studies 

included in the review with main reason relating to the personal cost for students. 

DISCUSSION 

The present review synthesizes a large body of literature concerning the hidden curriculum and 

its effect on medical students’ professionalism. The studies included students’ narratives and 

reflections of memorable incidents or professional lapses and dilemmas often encountered in 

clinical practice. 

Summary of findings 

The major finding across studies was that medical culture is based on implicit or explicit 

hierarchies. Those hierarchies define the values, expectations and rules of interactions that 

synthesize the hidden curriculum of every organization which is mainly communicated by role 

models. Two major clusters of hidden messages were identified namely, a) patient care b) 

learning and socialization. 

The first category described hidden messages related to patient care, and more specifically 

values, expectations and rules of interaction between doctors and patients. Within this area, role 

models were the main agents communicating values related to patient or disease centered care 

and exhibiting related behaviors. Medical students were often exposed to negative views of 

patients based on stereotypes, and unprofessional behaviors exhibited by senior doctors who 

focus on the importance of clinical competence as the core medicine, neglecting the importance 

of patient autonomy or compassion and empathy in doctor- patient interaction. Within this 
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context students were exposed to implicit messages of the power imbalance between doctor and 

patients, and the overriding message was that doctors should exhibit certainty and decisiveness 

in clinical interactions and not allow emotions to be a barrier in their clinical judgment. In 

addition, hidden messages indicated that doctors’ unprofessional behavior could be 

counterbalanced by commitment to care and clinical competence. 

The second major area of the hidden curriculum was the area of learning and socialization where 

the hidden messages were related to the values, expectations and rules concerning the medical 

students’ and doctors’ role in the organizations and the interaction with each other. Students 

were often exposed to a ‘rite of passage’ whereby unprofessional behaviors in the form of 

humiliation as a teaching method and stressful situations were used as methods to assess their 

resilience to be a doctor. They were also hidden messages indicating that people high in the 

medical hierarchy are untouchable and that medical students need to mimic such behaviors to fit 

in and belong.  

Hidden curriculum in context 

Our review emphasizes the importance of the context within medical culture, where power and 

hierarchy structures shape the hidden curriculum.  Medical schools are extremely complex 

organizations where many social actors, such as faculty, students, administration, staff, patients, 

and other health care workers, are all engaged in complex sets of interactions around different 

objectives (Hafferty, Gaufberg, & O’Donnell, 2015). On one hand the objective of medical 

education is the learning of medicine and on the other hand, the objective of doctoring is the care 

of patients. Within this complex environment tension between official statements and the actual 

practice are likely to happen (Hafferty, Gaufberg, & O’Donnell, 2015) 

However, the role of medical students is not passive in this multidimensional and complex 

environment.  Medical students when entering a new environment are able to notice all the 

nuances of the new environment together with the inconsistencies between theory and practice 

(Monrouxe, 2010). As Hafferty and colleagues (2015) observed of medical students, “they act as 

hypersensitive readers that try to make sense of things” (Hafferty et al., 2014). 
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Indeed, several studies included in the review acknowledged that medical students were 

particularly reflective, observing and critical in their narratives regarding hidden curriculum and 

professionalism (for example, Bernard, Malone, Kman, Caterino, & Khandelwal, 2011; Gaufberg 

et al., 2010; Karnieli-Miller et al., 2010; Lamiani, Leone, Meyer, & Moja, 2011). Medical students 

are active learners who observe, interact and evaluate all the behaviors exhibited in their 

environment. Most importantly they do not only observe what is taught within the formal 

instructions but they observe what is actually going on behind the scenes or what is actually 

communicated behind the actual words as a way to understand and fit better in the organization 

(Hafferty et al., 2014). 

The synthesis of studies in this review revealed that it is not merely the exposure to 

unprofessional behaviors that affect students’ professionalism. People at the top of the hierarchy 

have the dual privilege of defining “professionalism” and evaluating students on the basis of 

these definitions. Often, student professionalism is simply equated with obedience and 

acceptance of “professional behaviors” as they defined and exhibited within the hierarchy 

(Hafferty et al., 2015).  

In that sense, what affects medical students’ professionalism is a) the gradual desensitization in 

the hidden curriculum and b) the perceived powerlessness to act upon it. 

First of all, as trainees move deeper into the medical culture they accept and become 

desensitized to the nuances and inconsistencies that once caught their attention (Hafferty et al., 

2014; Hafferty et al., 2015). For example, Reddy et al found that student participation in 

unprofessional behaviors increased during clerkships and that this participation was associated 

with a perception that such behaviors were acceptable (Reddy et al., 2007). 

Secondly, medical students feel powerless to act upon their environment. People at the top of 

the hierarchy are considered untouchable so any attempt to confront them might have negative 

consequences for the professional development of the student (Wiggleton et al., 2010).    

However, the gradual desensitization and powerlessness to address the hidden curriculum can 

entail serious consequences for medical students’ well- being, including depression, anxiety, 
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cynicism and reduced empathy (Billings, Lazarus, Wenrich, Curtis, & Engelberg, 2011b; Dyrbye et 

al., 2009; Dyrbye, Thomas, & Shanafelt, 2006; Neumann et al., 2011). 

Thus, it is important in order to address the hidden curriculum to focus on imbuing professional 

values and behaviors in medical students and provide them with opportunities to reflect but also 

challenge unprofessional behaviors (Brady, Corbie-Smith, & Branch, 2002; Kittmer, Hoogenes, 

Pemberton, & Cameron, 2013; Stern & Papadakis, 2006). 

Moving forward- recommendations for practice and research 

All studies referred to power and hierarchy inequalities that were acting as a barrier in the 

communication between doctors and patients or students and their teachers. Within the context 

of rigid hierarchies, unprofessional behaviors such as lack of respect for students and patients 

were common, confirming Brainard & Brislen's (2007) assertion that power and hierarchy may 

serve to maintain and reinforce unprofessional behavior. Previous research has show that 

healthcare professionals are reluctant to challenge a hierarchy even if failure to confront it 

entails risks for patient care (Bould, Sutherland, Sydor, Naik, & Friedman, 2015). 

Within the context of hierarchy, the influential function of role models was highlighted. Several 

studies have reported  on the importance of role modeling in instilling professional attitudes in 

medical students (Byszewski et al., 2012). According to Cruess, Cruess, and Steinert, (2008) role 

modeling is the “most powerful teaching strategy” and the authors have summarized  

characteristics of positive role models which include the following;   clinical competence,  which 

encompasses knowledge and skills, communication with patients and staff, and sound clinical 

reasoning and decision making; teaching skills , which entails a student centered approach 

incorporating effective communication, feedback, and opportunities for reflection is and personal 

qualities, which entails attributes that promote healing, such as compassion, honesty, and 

integrity. Effective interpersonal relationships, enthusiasm for practice and teaching, and striving 

for excellence are equally important qualities for a role model.  

Our review indicated that doctors acting as role models focused on clinical competence and often 

neglected important teaching and personal qualities. Thus, enhancing educator professionalism is 
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a critical issue in educational reform, increasing accountability for meeting student needs 

(Glicken & Merenstein, 2007).  

In addition, it is important to focus on educating educators so they can be made aware of the 

impact of their modeling (both positive and negative), protecting time to facilitate reflection and 

debriefing, making conscious efforts to articulate what they are modeling, and to make the 

implicit explicit important in order to address the hidden curriculum to focus on instilling 

professional values and behaviors in medical students and provide them with opportunities to 

reflect but also challenge unprofessionalism (Cruess, Cruess, & Steinert, 2008; Cruess et al., 

2008). 

Several initiatives could align the messages of the hidden curriculum with the formal curriculum 

and mitigate the effect of hierarchy on professionalism. A way to deal with the lack of respect for 

patients and medical students is to promote learning experiences in which patients’ voices are 

upheld and medical students are considered as equal status learners with high-ranking   

physicians (Browning, Meyer, Truog, & Solomon, 2007). Other suggestions includes the provision 

of cross training  with clinicians of different levels of experience as a way to foster mutual 

interdisciplinary respect  (Browning et al., 2007; Lamiani, Leone, Meyer, & Moja, 2011). Crew 

Resource Management (CRM) training has been used in other sectors, such as the airline 

industry, as a way to improve teamwork and communication between sub- groups. CRM training 

could be used also within healthcare as way to question authority and promote teamwork among 

healthcare professionals from different disciplines and hierarchy levels (Ford, Henderson, & 

O’Hare, 2014). 

Limitations and strengths of the study 

This review has limitations. Literature reviews carry the risk of missing studies due to the “file-

drawer” problem. The file-drawer problem refers to the fact that important data has been missed 

due to it being unpublished. The choice 2000-2015 as an inclusion criterion for the review was an 

arbitrary one that represented a need to draw a boundary around the scope of the review.  
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In addition, the synthesis of data was based on qualitative studies and the primary unit of data 

analysis was the quotes provided from the original studies. Thus, our primary data were limited 

to the ones provided by the researchers as exemplary of their identified themes and categories.  

In addition, in a qualitative synthesis of studies the interpretations of researchers can play an 

important role. To overcome subjectivity bias, the researchers reported their stance by providing 

a rationale for the choice of qualitative synthesis methodology, situated within the framework of 

phenomenology. A clearly described framework enables the readers to make a critical 

assessment of the work, using their own expertise, drawn from their own contexts (Bearman & 

Dawson, 2013).  

Among the strengths of the study was the use of phenomenology as a theoretical background 

and guide for data analysis. Phenomenology is a suitable approach when exploring personal 

experiences and trying to identify underlying meanings (Sadala & Adorno, 2002).  

In addition, the researchers provided details with regard to the framework of data analysis they 

used in an attempt to provide transparency of the process followed. Colaizzi’s framework is 

useful and easy to follow process of identifying the hidden messages of a particular phenomenon 

(Sanders, 2003). 

CONCLUSIONS  

The present review synthesized results from qualitative studies exploring the hidden curriculum 

and its effect on medical students’ professionalism. The results of the review indicated that the 

most common hidden messages of medical education were related to patient care and students’ 

learning and socialization within medical culture. Power and hierarchy imbalances seemed to 

define relationships between patients and doctors, students and teachers. Senior doctors acting 

as role models were the ones transmitting the hidden messages and the ones perpetrating the 

power imbalance. Our review suggests that it is not just the witnessing of unprofessional 

behavior that has negative effects on medical students’ professionalism, but the gradual 

desensitization to the hidden curriculum that makes students eventually accept hidden messages 

as the norm of medical practice and their perceived powerlessness to act upon them.  Finally, our 

fine grained analysis reveals a more fundamental problem (not restricted to medicine) whereby 



Chapter 2 

78 
 

educated individuals recognize certain behaviors as inappropriate and suffer some form of moral 

distress, but gradually adopt and internalize the behavior. 
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ABSTRACT 

Introduction Medical education exposes students to positive, negative and unethical 

experiences. Studies concerning the hidden curriculum have tended to overemphasize the 

negative. The aim of the present study is to utilize a diary methodology to record the 

experiences and reflections of medical students in the preclinical and clinical years for one 

week.  

Methods Fifteen medical students completed a diary resulting in a total of 79 narratives 

collected. In addition, two focus groups with preclinical and clinical students were 

conducted. Thematic analysis was used to delinate the incidents into categories and then 

explore the learning associated with those experiences.   

Results Teaching and learning experiences were the main themes of the narratives, followed 

by observed interactions between doctors and patients, students and patients.   Incidents of 

mistreatment towards medical students, residents and patients initiated by more senior 

doctors were also revealed.  

Discussion The present study showed that in a week the average student is interacting with 

several senior doctors, colleagues and patients and is actively involved in teaching and 

learning opportunities. Both positive and negative role modeled behavior emerged from the 

narratives. At a practical level, studies exploring the holistic experience of medical students 

during their training can help identify positive and negative learning experiences, which 

medical teachers can utilize in professional development programs as levers for change.   
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INTRODUCTION 

During the course of medical school students are exposed to a variety of learning experiences. 

The ultimate aim of medical education is to provide medical students with appropriate skills, 

knowledge, values and ethics related to medical practice (Hafler et al., 2011) 

Medical students learn what means to be a doctor via the informal learning that takes place 

outside the lecture rooms and acts in parallel with the formal curriculum, the so called “hidden 

curriculum” (Hafferty, 1998). The hidden curriculum is the space where students are socialized 

into medical culture, where students learn through observation and exposure to role modeling 

what it really means to be a doctor in practice, including attitudes towards work, colleagues and 

patients (Lempp & Seale, 2004).  

Although educators have used a variety of terms to differentiate between the formal learning 

(e.g., explicit, written) that takes place in lecture rooms and the informal aspects of medical 

learning (e.g., hidden, implicit, unwritten, latent, tacit), the reality is that learning is a complex 

procedure where formal rules interact with informal norms, stereotypes and social practices 

(Bernard et al., 2011; Hafler et al., 2011).  

When does hidden curriculum manifest for the first time? 

A point of debate is when the hidden curriculum starts to manifest itself. Clinical years are 

considered by many researchers the years that students are mainly exposed to the hidden 

curriculum due to their exposure to  clinical practice (Hojat et al., 2009c). Thus the vast majority 

of studies have focused on students in the clinical years (Bernard et al., 2011; Gaufberg, 

Batalden, Sands, & Bell, 2010; Karnieli-Miller et al., 2010). However, even in preclinical years, 

students can experience aspects of the hidden curriculum. Preclinical years are rich in informal 

learning. This is when students learn to interact with the faculty, teachers and peers and often 

premises of the hidden curriculum prevalent in clinical practice are communicated through 

teaching and learning in preclinical years (Haidet & Stein, 2006). Attitudes of teachers with regard 

to patient care, the importance of hierarchy, an encouragement of emotional neutralization and 

favoring of clinical reasoning occur already in preclinical years (Hafferty, 1998; Haidet & Stein, 

2006)  
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Is hidden curriculum predominately negative? 

The majority of studies exploring medical students’ critical incidents and narratives report an 

abundance of negative events. 

For example, in the study by Gaufberg, Batalden, Sands and Bell (2010)  power and hierarchy 

struggles were the most prevalent themes. Several reflections of medical students showed 

hierarchical relations of power as well as dehumanization of patients and hidden assessment of 

learners, suggesting that power and hierarchy may serve to maintain and reinforce 

unprofessional behavior.  

Other studies have shown that hierarchy struggles, conflicts between students’  own learning and 

patient care, emotional suppression and a need to “fake it” as a young doctor  comprise few of 

the unintended lessons of medical education (Gaufberg et al., 2010; Rees, Monrouxe, & 

McDonald, 2013; Rees et al., 2013).  

Such research highlights the fact that students are frequently exposed to compromised patient 

safety, breaches of patient dignity as well as personal experiences of abuse, coercion and 

mistreatment by more senior doctors. Thus, there is a tendency to view the hidden curriculum as 

predominately negative. Moreover, the research exploring professionalism dilemmas and 

incidents of the hidden curriculum in medical students have linked these experiences with 

anxiety, stress and compromised professionalism attitudes (Gaufberg et al., 2010; Karnieli-Miller, 

Vu, Holtman, Clyman, & Inui, 2010; 2011). Thus, both professionalism and well being can be 

compromised.  

Early experiences can have a profound impact on the future professional development of medical 

students (Feudtner, Christakis, & Christakis, 1994; Monrouxe, Rees, & Hu, 2011; Rees et al., 

2013). 

However, it should be noted that a hidden curriculum can contradict the formal curriculum, 

revealing inconsistencies between a school’s stated mission, values, and convictions and what 

students actually experience and learn while they are in school but it can also reinforce the 

lessons of the formal curriculum (Tsai, Ho, Hirsh, & Kern, 2012). 
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Medical students are able to distinguish and be imbued with positive examples of 

professionalism (Bernard et al., 2011; Helmich, Bolhuis, Prins, Laan, & Koopmans, 2011; Karnieli-

Milleret al., 2010) Karnielli Miller et al. (2010) and Bernard et al. (2011) reported more positive 

events about professionalism compared to negative ones. Thus, it is also important to explore or 

acknowledge all the positive experiences that medical students are exposed to during their 

training because such experiences can also influence their professional development (Helmich et 

al., 2011). Therefore, the assessment of the hidden curriculum needs to be more holistic, by 

capturing the negative and positive.  

How the hidden curriculum has been assessed? 

Most of the studies exploring aspects of the hidden curriculum have used qualitative 

methodology that prompts students to focus on memorable events (usually negative). The use of 

focus groups, individual interviews and written narratives (Benbassat, 2012; D’Eon, Lear, Turner, 

& Jones, 2007) have provided rich information but can skew the respondent towards particular 

episodes. Moreover, the majority of studies examine it retrospectively, by asking individuals to 

report on incidents of the hidden curriculum that have happened in the recent past. Daily diaries 

provide an opportunity to capture a more dynamic picture of students’ experiences. The use of 

diary studies help to reduce some of the problems associated with retrospective bias by 

prompting individuals to reflect daily. Therefore, the aim of the study is to explore aspects of the 

hidden curriculum manifesting across the span of medical training and coexisting with the 

activities of the formal curriculum. For this reason we asked medical students at both the 

preclinical and clinical level to keep a diary for a week and write down at least one experience 

that occurred each day and they thought was interesting.  By collecting students’ experiences 

using a diary, we aimed to take a closer look at the learning experiences of both preclinical and 

clinical students and answer the following questions: 

a) What type of daily incidents occurring in medical school or the hospital do medical students 

consider interesting? 

b) Which aspects of the incidents facilitate or inhibit learning? 

c) How do these incidents influence students’ attitudes and behaviors towards learning? 

d)  
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METHODS 

Participants and data collection 

For the present study we used a convenience sample of medical students. Medical students in 

both preclinical and clinical years attending a communication skills course in a medical school in 

the North of Greece were invited to participate in the study. The course was chosen because it is 

an elective available for students from all years of the medical school. The participation in the 

study was voluntary and all students who were interested in participating, after a detailed 

explanation of the study aims and procedure, signed a consent form. Students were given a diary 

in the form of a small booklet, which they were asked to fill in every day and write at least one 

event that occurred during that day in the medical school or in the hospital that represented an 

interesting learning experience for them. The first page of the diary prompted students to record 

the day and the time they completed the diary.  

After writing each event, students were asked to answer the question “what did you learn from 

this incident?”  

A week after giving them the diary, students returned the diaries at a predefined day and time 

where they could also meet with one of the study researchers. 

In addition, two focus groups were conducted with the same group of medical students. The 

focus groups aimed to discuss and validate the themes identified in the diary study and also to 

explore medical students’ perceptions of their learning environment with an emphasis on the 

hidden curriculum of medical education. Students were asked to reflect on experiences from 

medical school and issues related to professionalism. Based on the themes of the incidents 

identified in the diary study, the focus group discussion explored in detail the interaction 

between students and educators, interactions with patients, perception of teaching and learning 

environment, perceptions of professionalism and examples of professional and unprofessional 

behaviors. The studies were in accordance with the Declaration of Helsinki as well as 

International Medical Research 2006. Appendix 3 provides details with regard to the structure of 

the diary study and Appendix 4 provides information regarding the interview guide of the focus 

groups. 
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Data analysis 

The two focus groups were transcribed and analyzed thematically. All diaries were anonymized, 

transcribed and archived electronically in a database to which only the researchers had access. 

Each reflection was given a single code. Two researchers independently read and coded the 

narratives. A content analysis using a constant comparative approach was used to provide a basis 

from which a conceptual framework could emerge in relation to our research questions (Strauss 

& Corbin, 1990). Codes were merged into sub-themes and then condensed into themes. The two 

first authors independently categorized the narratives under the themes that emerged and then 

they compared their coding. The level of accordance was high (>85%), and in cases of 

disagreement the authors read again the narrative and discussed in which theme it should be 

assigned to, until a consensus was reached. The same procedure was also followed for the 

themes emerging from the medical students’ narratives on the learning emerging form 

experiencing those incidents. 

After identifying the initial themes presented in students’ experiences, we adopted a more 

interpretive approach, trying to identify underlying themes connecting the experiences of 

medical students. More specifically after identifying which incidents resulted in positive 

reflections and which in negative or neutral reflections we explored which aspects of the 

incidents may have resulted in the different perceptions of them. The two first authors discussed 

several times on the themes identified. 

RESULTS 

Diary study 

Fifteen students participated in the study out of the 50 students enrolled in the course. Eight 

preclinical students (1st-3rd year) with mean age of 22.12 years and 7 clinical students (4th -6th 

year) with mean age of 24.14 years participated in the study. Ten out of 15 medical students 

were female. All students completed the diary for the five working days that they spent in the 

medical school or hospital setting. Students were asked to complete the diary on a daily basis and 

record the time of the completion. The majority of the students completed their diary either at 

lunch time after the morning classes or at the end of the day.  
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Types of incidents 

In total, 79 incidents were described by the students during a week. Ten incidents provided by 

the medical students were not included in the analysis as they represented unique incidents that 

did not fit in any other category. The excluded incidents concerned the following; studying or 

preparing for an exam, relationships with other students, minor incidents that happened during 

the day in the medical school.  

The remaining 69 incidents described a) interactions and relationships between teachers and 

students during formal learning activities either at preclinical or clinical stage, b) observed 

interactions between doctors and patients in the hospital, c) interactions between students and 

patients d) observed interactions between healthcare professionals in hospital settings.  

In total 37 narratives had to do with teaching and learning experiences from the medical school 

or hospital. Attending interesting lectures about clinical cases, performing simple clinical 

procedures, practicing clinical skills on each other or on patients were mentioned as incidents 

happening during a typical week in the medical school or hospital. 

Ten incidents focused on the observed doctor- patient relationships where students were 

observed both in positive and negative interactions. Personal contact with patients was 

mentioned 9 times, and all events were reported by clinical students. Thirteen incidents 

described rude or uncivil behavior towards patients, students or residents.  

In total, 31 out of the 69 incidents were evaluated as having a positive learning impact, 23 as 

negative and 15 incidents were a hybrid, meaning that they were neither negative nor positive. 

Table 1 provides an overview of the types of incidents reported by medical students and their 

impact. 
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Table 1. Types of incidents reported by medical students and their impact on them 

Type of incidents Number of 

incidents 

Impact on students 

(range 1-5)* 

Teaching and Learning experiences 37 3.5 

Observed doctor- patient interaction 10 3.4 

Student- patient interaction 9 3.8 

Incidents of mistreatment or incivility 13 1.5 

*Note: 1= very negative, 2= negative, 3= neither negative nor positive, 4= positive, 5= very 

positive  

 

Learning associated with narratives 

After asking students to describe an incident, free space was provided for students to reflect on 

what had they learnt from this event. Medical students’ reflections of both positive and negative 

incidents were in the following categories: medical teachers as role models, professionalism and 

qualities of a good teacher/doctor and the importance of building a trusting and respectful 

relationship with patients. 

Decoding students’ experiences 

After analyzing students’ experiences and their reflections about them, we combined the results 

with the thematic analysis from the focus groups.  We explored which underlying factors could 

have contributed to the different reflections of students. We identified organizational, relational 

and individual aspects of the hidden curriculum accountable for the different perceptions. 

Relational aspects included: the direction of relationships between teachers and students, 

doctors and patients, students and patients. Organizational aspects included: a) an environment 

that values learning b) an environment of respect for its members. At an individual level, 

students referred to their motivation, competence and professional attitudes as interacting with 

the abovementioned organizational and relational aspect of their learning environment. Short 

excerpts of medical students’ experiences are presented in Table 2. 
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Table 2. Short excerpts of students ’experiences referring to the different aspects of Hidden curriculum   

Relational 

aspects 

One way interactions 

between students and 

teachers (teacher centered 

learning) 

“In the course of pathological anatomy every week we have a different instructor. This week 

the instructor did not show any interest to introduce herself. She just read from power points 

whatever she had to teach and she left without allowing time for clinical practice. Even 

though at the beginning I thought she knew this topic very well, she didn’t try to engage us” 

(female student, 2nd year). 

One way interactions 

between doctors/students 

and patients (doctor centered 

care) 

“During a medical examination, a patient (female) seemed reluctant to be examined in front 

of 12 students. The doctor was rude with her explaining that she is in a teaching hospital and 

students should learn. I thought that we should always inform the patients for the procedure 

beforehand and ask for their consent” (female student, 4th year). 

Two way interactions 

between students and 

teachers (student centered 

learning) 

“Learning is an interactive process, at the beginning the class was boring but the professor 

was asking interesting questions and then the students started to act more positive” (male 

student, 2nd year). 

“Today I was really impressed by an honorary professor of 75 who gave us a lecture. He was 

so motivated while lecturing and he even spent 45 minutes after the lecture to answer 

questions. The amphitheater was full and the lecture brilliant. The true teacher is the one who 

truly loves his job” (male student, 4th year). 

Two way interactions 

between doctors/ students 

and patients (patient 

“Today the doctor gave such a good impression to me. He was so polite with the patient. He 

was asking his consent before performing any procedure on him. The doctor even apologized 

to the patient for the fact that many medical students were examining him. The patient, 
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centered care) surprisingly, agreed to continue practicing on him. Both the behavior of the doctor and the 

patient were impressive. There was an excellent relationship between them and I believe that 

the doctor was responsible for this very positive outcome” (female student, 4th year). 

 “Today I saw a patient that was very scared. I tried to encourage him and I asked him some 

questions about his life to make him feel more comfortable with me. I realized that the doctor 

should be human first of all in order to make the patients to feel comfortable and trust him” 

(female student, 4th year). 

Organizational aspects Feeling valued as a 

learner 

“Some teachers are so bored to teach, that I feel they don’t respect all the effort and the time 

we have spent to enter the Medical School” (male student, 1st year). 

Feeling respected as 

an individual 

“Today I witnessed a conflict between two senior doctors. The first doctor asked the second 

to perform a medical procedure because he was more familiar with it. The second said in 

front of us, “you are lucky I exist in this department and I always help you out of the difficult 

situations, what would you do without me?” and he continued saying this in front of us to his 

colleague that if he doesn’t t know how to perform this procedure, it would be better to go 

home and open a book. Professionalism and good collaboration with colleagues is a great 

value in the professional life of a doctor. We should appreciate the effort of our colleagues 

and not belittle them just to show off” (male student, 4th year). 

Individual aspects Motivation “Today in the last class of Microbiology, we discussed clinical cases and we had to think, which 

medical exams we should perform for a complete diagnosis. It was great. For the first time I 
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felt like a doctor. I realized how important is medical knowledge, that studying just to pass the 

exams should not be the aim- and that I want to learn more and more. I already love this 

profession and I will do everything in order to succeed” (female student, 3rd year). 

Competence “Our last course in Microbiology was the most interesting of all; two pediatricians presented 

us two very interesting clinical cases related to microbes- that we had learnt about in previous 

lectures. After these presentations, I remember all the important information regarding the 

microbes and their characteristics. When a teacher combines theory with a practical example, 

we can remember both better”(female students, 3rd year)  

 Professional attitudes “Today our professor devoted quality time to us and he explained for us in practice all the 

stages for history taking. He was very polite with the patient and in every stage he was 

explaining everything in detail. At the end of the lecture, I felt I had learnt something useful. 

What I learnt was that if someone loves his job, he can be a great role model and example for 

the students. This doctor had an exemplary behavior not only towards the patient but also 

towards the students. He was real example of professionalism towards the patient” (female 

student, 6th year). 
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Relational aspects 

The direction of relationships 

Students at both the preclinical and clinical level reported in their diaries mainly personal or 

observed interactions with teachers, doctors in the hospital and patients. All described 

interactions could be distinguished into: one way and two way interactions.  

In one way interactions- people participating did not have equal or active roles in the interaction. 

With regard to teaching, one way interactions were considered the teacher- centered 

approaches in teaching (at both preclinical and clinical level). When the interaction concerned 

doctor and patient relationships, then the relationship was characterized as doctor- centered.  

On the other hand two way interactions included student-centered approaches in teaching as 

well as patient-centered approaches in patient care. In these interactions all members felt 

included and equal. 

One way interactions in teaching  

In this category students described learning taking place in the classroom, laboratories and 

lecture rooms. Several interactions with teachers and clinical educators were considered teacher 

centered. Students described experiences where they simply attended the class but they did not 

have any actual interaction with the teacher. They felt that the teacher was there to transmit just 

context related information without making an effort to engage the students and promote their 

critical thinking and active engagement in the learning process. In their diaries medical students 

expressed the notion that the teacher was responsible for making the class interesting and 

inspiring. Teachers who seemed unprepared for the classroom, who were using technology (e.g. 

power point) but seemed to just read the slides- were considered bad instructors and their 

classes were reported as boring and uninspiring. In this context the students experienced their 

role as rather passive. 
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Two way interactions in teaching  

Students reported teaching experiences as student centered when they felt included in the 

learning process. In such experiences the teacher seemed enthusiastic, motivated to include 

students in the process of learning. One example of a students’ centered approach was the prior 

assessment by the teacher of students’ knowledge on a topic and the adaptation of the teaching 

content to their level.  

In addition teachers who shared experiences from their professional career and connected 

theoretical knowledge with practical examples were evaluated positively by medical students 

because they encouraged them to approach learning through more pragmatic lenses. Creating an 

interactive environment by challenging students and inviting them to explore several dimensions 

of the topic was considered the optimum way for students to learn more actively.  

One way interactions in patient care 

One way interactions in patient care were observed when patients were passive during the 

communication with doctors. With regard to bedside teaching experiences, teachers kept 

patients in a passive role without encouraging them or the student to interact. On several 

occasions students felt that they were learning on patients and from patients- indicating a 

dehumanized and objectifying approach in the teaching of patient care. In these cases, the 

doctor- who seemed to dominate and set the rules of communication across all members 

exhibited a doctor centered approach- keeping patients in a passive role. In such incidents where 

patient student interactions were task focused, the students’ focus was to carry out a task, 

without trying to engage the patient into an interaction or communication. Accordingly patients 

were responding reluctantly to students only sharing information related to their clinical 

situation, without further interest to ask questions or clarifications.  

In these incidents the communication between students and patients was influenced by the 

attitude of the supervising doctor or resident and there were incidents where students did not 

establish the appropriate communication and rapport because the supervisor advised them to 

“move on” to the next patient. 
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Two way interactions in patient care 

Two ways interactions in patient care were described as particularly positive learning 

experiences. Those interactions included a mutual and respectful interaction between patient 

and doctor where the patient had an active role. The patients were invited to share experiences 

from their life; the doctor emphasized the importance of approaching the patient as a unique 

individual instead of a disease category. Students felt engaged in the communication between 

patient and doctor. 

In cases where there was interaction between patients and students, students reported that 

those interactions were participative. They invited patients to talk about themselves beyond their 

clinical situation and patients asked students about their studies and their experiences.  

Organizational aspects 

An environment that values learning  

The theme of value of teaching (or the absence of it) was prevalent in the students’ experiences 

at both preclinical and clinical level. Students felt that when teachers and clinical educators were 

not trying actively to engage them in learning and seemed bored, that was an indication that 

teaching had low priority for them.  In several incidents students doubted the value assigned to 

teaching especially when they experienced incidents of haphazard teaching or incidents of 

mistreatment and incivility towards themselves or other peers and residents. As part of those 

teaching and learning experiences, preclinical and clinical students reported also incidents of 

haphazard teaching, where medical professors were either late for the lecture, or they did not 

even appear, or they were not adequately prepared. Students reported feelings of disrespect and 

they felt frustrated that they do not receive adequate training for the upcoming clinical years. In 

addition, clinical students reported that doctors did not consider teaching students as important 

as dealing with their patients and they often felt a burden within the doctor-patient relationship 

of their instructors.  

On the other hand, teachers’ enthusiasm, engagement while teaching and approachability 

facilitated the two way interaction between students and teachers. Knowing students’ names, 
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showing genuine interest for them and their lives beyond the teaching context- resulted in 

students feeling included and valued. Other characteristics of the instructors like coming very 

well prepared for the lecture, or combining theory with clinical cases, transmitted the message 

that the teachers were valuing education and they were preparing students for the future clinical 

practice more adequately. 

Respectful environment  

Incidents of rude or uncivil behavior towards students/ residents or doctors initiated by more 

senior colleagues were the 23.2% of the total number of incidents included in the analysis (13 

incidents). The incidents involved senior doctors being rude and disrespectful towards patients, 

students or residents. The vast majority of incidents (10 out 13) of incivility were reported by 

clinical students. Rude behavior towards the patient had mainly to do with not addressing patient 

questions, such as ignoring patient dissatisfaction from being examined by a group of students.  

Medical students and residents were also recipients of rude behavior usually initiated by a senior 

doctor or a senior nurse and it had mainly to do with their medical knowledge and skills.  

Students reflected that the respectful relationship should be in the heart of teaching and caring 

relationships and a respectful learning environment facilitates learning as well as professional 

attitudes. 

Individual factors 

Students’ motivation, competence and professional values 

Students’ motivation to learn and have an active role in their interaction with teachers and 

patients seemed to influence the direction of interactions. On one hand, students’ motivation to 

learn to motivate teachers to adopt a more student- centered approach. For example a student 

reported that initially attending a class was very boring because the teacher did not seem very 

engaged, but as soon as students showed some interest and started asking questions,   he also 

responded positively and became more engaged in teaching. 

On the other hand, when students perceived themselves as passive learners, they did not feel 

valued in teaching and not respected as individuals. In these occasions students reported 
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negative feelings, anger, and frustration and were judgmental towards their role models and 

reported decreased motivation with regard to learning. Students who felt valued and respected 

regarded their teachers as positive role models examples, and those experiences increased their 

motivation to study and develop clinical knowledge as well as following participative interaction 

with their future colleagues and patients. 

With regard to competences- students who felt included and engaged in the learning process 

reported remembering and understanding better the taught material and feeling more confident 

to perform the taught skills in the future.  

Observing positive role models exhibiting empathy and genuine interest towards the students 

and their patients- inspired medical students and encouraged them to adopt professional 

attitudes and behaviors themselves.  Even in cases where students experienced a negative role 

model, they were still actively reflecting, indicating that this experience was still a valuable lesson 

for the future. 

Evaluation of the diary 

Overall, the use of the diary was rated positively by the   medical students. Only two students 

reported it was hard to complete it every day for a week due to a lack of time and one more 

reported it was difficult because s/he could not find anything worthy to mention every day. 

However the majority of the students thought it was helpful as a reflection tool and that it helped 

them recognize the importance of “soft and implicit skills”.   

 “I found the diary a very nice opportunity to reflect all the things I learn during the day. I realized 

that apart from the clinical skills I learn at hospital, there are always other things and skills I learn, 

such as how to deal with a “difficult patient”, how to approach and establish a relationship with 

the patient, which at the time I experience them, I don’t consider them important but they are 

actually an important aspect of doctoring” (female student, 5th year). 

Some students found the following question very helpful “what did you learn from this incident”. 

According to one student, “even in negative events, it gave a positive framing to the experience, 
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focused on learning, which allowed me to recognize the behavior, reflect on it and in cases that 

was negative to think of alternatives” (female student, 4th year). 

Focus Groups 

During the two focus groups students shared similar incidents with the diary study; however, 

they tended to overemphasize the negative aspects of their learning environment.  

The more in depth discussion resulted from the focus group related to professionalism and 

hidden curriculum revealed three main problems as relevant to the hidden curriculum of medical 

education: 

a) Lack of orientation of newcomers to the clinical environment 

b) A climate of competition among medical students 

c) Professional behavior is taught entirely through hidden curriculum. 

First of all, students entering for the first time, the clinical environment reported that they were 

“feeling shocked” because no one gave them information beforehand, regarding the function of 

each department in the hospital, their role and their responsibilities during the clerkships. Many 

students said that they felt lost and useless during clinical practice. In their narratives, medical 

students described the hospital as a busy place, where many times they reported feelings of not 

belonging and being a burden for the other healthcare professionals.  The narratives of medical 

students focused on the observed patient- doctor relationship, their personal relationship with 

patients and the behavior of senior healthcare professionals’ and doctors towards them and the 

residents. In their narratives, students perceived themselves as active learners evaluating the 

messages of the hidden curriculum and accepting or rejecting accordingly the professional 

behaviors exhibited   

The first time I entered in the hospital it was not what I expected. I learnt the day before where 

my clerkship would take place but I did not know where to go, and who is doing what there. It 

takes time to learn these things; no one is there to orientate you (male student, FG) 



One week in medical school: medical students’ learning experiences  

103 
 

In addition, they reported a sense of competition among medical students, initiated or 

maintained by senior doctors. Favoritism towards certain students was an example of how senior 

doctor were discriminating towards particular students, and resulting in fueling competition 

among them. 

One of the things I would like to change is this climate of competitiveness among the students. 

Actually, it is not only among students, there is competition among all levels, between residents, 

senior doctors, and different specialties. It is a hierarchical place and very competitive (female 

student, FG) 

Regarding professional values and behavior, medical students learning was based entirely on the 

hidden curriculum, since there were very few cases of senior doctor explaining to them how to 

approach patients during clinical interactions and what comprises professional behavior. 

Students observed a wide range of behaviors towards patients and several incidents of rude 

behavior were reported as examples of lack of professionalism. 

When students were asked to reflect on unprofessional behaviors, they tended to attribute them 

to lack of time, workload and pressure experienced by the doctors. Even though they did not 

underestimate the importance of professionalism, they tended to focus their attention on how 

this unprofessional behavior actually works in the given environment, making the interaction 

with patients shorter and more focused on the clinical problem. 

Doctors react to the system, they work in. This behavior (unprofessional) is something that works, 

that is why they do it. Most likely, exactly the same doctors in a different medical system, a more 

organized one, without too much pressure, would behave differently (male student, FG) 

DISCUSSION 

The present study collected students’ experiences from a week in medical school and working in 

a hospital setting. Studies assessing the hidden curriculum underscore the importance of medical 

students’ interaction with role models and patients (Karnieli-Miller, Vu, Holtman, Clyman, & Inui, 

2011).  
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The experiences of medical students are focused on personal and observed interactions between 

themselves, teachers and patients, indicating that interactions and relationships play a crucial 

role in students’ professional development and socialization (Cruess et al., 2015).  

This was the case for the participants in this study. This study highlights the importance of active 

and student centered learning, feeling valued as a learner and respected as an individual as core 

characteristics of the experiences students encounter in their daily training. Those themes were 

observed in both pre-clinical and clinical students’ experiences, making clear that informal, 

implicit or hidden aspects of curriculum coexist with formal learning activities. 

In this study instead of exploring memorable incidents, we tried to identify hidden aspects of the 

curriculum in everyday experiences encountered by all medical students. We found that the 

perception of these experiences and their interplay with medical students’ motivation, 

competence and professional development depended on their positive or negative answer in 

their following questions: is learning valued? Are people in this environment respected as 

individuals? Is my participation in learning active? Is patients’ participation in care active? 

In our study the positive experiences recorded from medical students within a week were more 

than the negative ones. Preclinical students’ experiences mainly focused on their interaction with 

teachers whereas clinical students’ learnt valuable lessons from their encounters also with 

patients. Observed behaviors towards patients and other colleagues, as well as communication 

with patients provides a lot of stimuli for medical students’ professional development and 

identity formation (Gaufberg et al., 2010; Monrouxe, 2010; Vågan, 2009) 

We realized that aspects of the environment and implicit messages with regard to whether 

learners are valued and patients, students and doctors are respected as individuals shape the 

learning of students and evaluation of those experiences. Feeling valued, respected, feeling like 

an active participant in the learning process were elements identified in both preclinical and 

clinical students’ experiences. 

According to Bernard et al. (2011) powerful learning takes plays in social activities distinguished 

in: (1) social activities formally structured and intended, (2) social activities that are more 
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informal, unplanned, and unscripted, and (3) influences, such as organizational culture and place, 

that are more invisible and ethereal in their presence and impact.  

This is in accordance with socio-cultural learning theories that consider the participation of 

medical students in ‘communities of practice’, a process of professional identity formation where 

the identity of medical students is constructed in interaction with other individuals within a given 

social context (Monrouxe, 2010; Monrouxe & Poole, 2013). 

Our study also confirms that students’ learning occurs through social interactions and that 

implicit, informal aspects of learning such as the direction of relationships, the perception of the 

environment as appreciative towards learning and respectful towards individuals can be found at 

both the preclinical and clinical stage of training- shaping students’ motivation to learn, 

development and acquisition the appropriate clinical competences and professional attitudes.  

Limitations 

This study has limitations. First of all, the sample was a small group of students from one single 

institution. The diary study was employed to reduce the impact of retrospective bias, but we did 

not have a mechanism to audit the degree to which the participants filled in the diaries on a daily 

basis. In addition students were recruited from an elective course in communication skills, and 

thus it is possible that such students are already quite sensitive to topics related to professional 

ways of communicating. The low response rate of students willing to keep a diary for a week 

shows the practical difficulties in conducting this type of research.  

Implications for medical practice and future directions 

Interactions with teachers play a predominant role in students’ experiences (Haidet & Stein, 

2006). Typically, doctors are not trained to be effective teachers, and this gap in their skill-set 

obviously impacts the way they behave towards the students. In cases where medical students 

felt that they did not receive enough attention and respect, they reported feelings of frustration 

and disappointment.  

On the other hand, positive participative interactions characterized by respect and appreciation, 

made students feel valued and motivated to develop further. Teachers should be sensitized to 
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the existence and impact of such unseen and unrecognized messages that they may transmit to 

students. Awareness of the transmission of hidden messages is important because such 

knowledge provides the foundation for leveraging positive messages and minimizing negative 

messages and their unintended outcomes (D’Eon et al., 2007; Haidet & Stein, 2006). 

We also observed that students’ motivation to learn and interact with their environment can 

influence their relationships with teachers and patients towards a more participative approach 

both in learning and care. More research is needed with regard to the way students can initiate 

and encourage these types of mutual relationships by playing an active role in shaping their 

learning environment instead of simply reacting to it (Dale, Leland, & Dale, 2013). 

In addition, we saw that medical students tried to identify a positive lesson out of even negative 

experiences. However, due to their disempowered position in the hospital hierarchy, one can 

only speculate as to the long term effect of the exposure to negative role models. It is quite likely 

that medical students gradually habituate to these behaviors and recycle them (Arora et al., 

2010).  

 It is important to explore how exposure to negative learning can affect in the long term students’ 

professional identity formation and wellbeing, and thus assist medical students to deal effectively 

with those experiences.  

Negative experiences can turn into learning opportunities by deciding how not to act in similar 

situations (Monrouxe, 2010). Identifying strategies to support medical students should be aimed 

at enhancing their resilience and critical reflection of negative incidents (Dobie, 2007; Kittmer, 

Hoogenes, Pemberton, & Cameron, 2013). Promoting reflection activities can be beneficial for 

students’ learning, clinical performance and professional development (Blatt et al., 2007; 

Mamede, Schmidt, & Penaforte, 2008; Toy et al., 2009). 

Finally, another important implication is the involvement of patients in students’ learning. When 

students and patients work together they also engage in a meaning making process that results 

in transformative learning and knowledge construction. Future studies and curricula should 

encourage early patient student interaction (Dornan & Bundy, 2004; Helmich, Bolhuis, Dornan, 

Laan, & Koopmans, 2012) 
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CONCLUSIONS 

Student narratives provide rich data to understand the formal, informal and hidden curriculum 

that medical students encounter during a typical week in medical school. Issues related to 

teaching, doctor patient communication, positive and negatives behaviors observed were 

reported by the medical students. Learning and developing an identity as a doctor is connected 

with reflections on the positive and negative role models that students encounter. It is important 

to understand which aspects of the learning environment can affect negatively the professional 

development of medical students and address them accordingly and at the same time recognize 

all the good role models and positive learning experiences that medical students are exposed to 

and encourage them.  At a practical level, studies exploring the holistic experience of medical 

students during their training can help identify positive and negative learning experiences, which 

medical teachers can utilize in professional development programs as levers for change.   
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ABSTRACT 

Introduction Medical students are often witnesses or recipients of uncivil behavior in clinical 

settings. Such experiences are associated with intense emotions as well as a gradual erosion of 

professional attitudes and empathy. The aim of the present study is to explore the incidents of 

disruptive behavior reported by medical students.  

Methods This study is part of a larger project exploring the emotions and learning that arise from 

critical incidents in medical school. Out of 104 reported incidents, 37 incidents reporting 

disruptive behavior were included in the present analysis.  

Results All incidents of disruptive behavior were characterized by a doctor who acted as the 

perpetrator and patients, students or colleagues lower in hierarchy were the recipients of this 

behavior. Incidents included a range of behaviors from uncivil to aggressive and abusive 

behaviors. The majority of students sharing an incident of disruptive behavior were females, 

whereas the perpetrators were mostly males. Reported feelings associated with the exposure to 

a negative incident included: shock, surprise, shame, feelings of unease, sadness or pity. Inaction 

was the most common reported reaction in the face of such a behavior.  

Discussion Observation or experiences of uncivil behavior are quite common for medical 

students. Those experiences can have detrimental effect on their personal and professional 

development. 
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INTRODUCTION 

For most medical students their first experience with "real medicine" comes with their first 

clinical rotation where they get to observe healthcare professionals, and interact with real 

patients.  During these clinical rotations, students also get exposed to several unprofessional 

behaviors including compromised patient care, abusive behavior by healthcare professionals, 

breaches of patient dignity, or students’ abuse (Gaufberg et al, 2009; Rees et al, 2008; Wiggleton 

et al., 2010).  

Confronting the above mentioned experiences can be detrimental not only at a professional level 

but also at an emotional one.  These experiences may elicit feelings of fear, incompetence, 

helplessness, anger or guilt, and are associated with psychological distress and a higher incidence 

of depression (Dyrbye, Thomas, Huntington, et al., 2006; Dyrbye et al., 2005).  Existing studies 

indicate that distress in medical students can result in a loss of empathy and cynicism (Dyrbye, 

2010; Wear et al., 2006; West et al., 2006; West & Shanafelt, 2007). 

The above incidents of unprofessional behavior experienced by medical students can be studied 

within the context of workplace disruptive behaviors such as incivility, aggression and violence. 

Disruptive behaviors occur along a continuum of levels of intensity, from low (incivility) to 

moderate (psychological aggression) to high (violence) (Walrath et al., 2012 Dang et al., 2014). 

Workplace incivility can be defined as low-intensity deviant behavior that violates workplace 

norms of mutual respect: It may or may not be intended to harm the target, it does not physically 

threaten the target, and it does not necessarily reflect the organizational hierarchy (Pearson and 

Porath, 2005). Uncivil behaviors are characteristically rude, discourteous, displaying a lack of 

respect for others (Anderson & Pearson 1999). Psychological aggression consists of active or 

passive behavior that intentionally inflicts psychological injury upon its target (Anderson & 

Pearson 1999). Violence comprises of active and more direct forms of harmful behavior (physical 

or psychological) with a significant impact for the recipient (Wlwarth et al., 2010). Implicit in this 

categorization is the assumption that the cumulative effects of lower-intensity behaviors can 

escalate to higher-intensity behaviors over time. 



Chapter 4 

114 
 

Even low intensity disruptive behaviors can have tremendous consequences. For example, 

incivility research suggests that when individuals experience uncivil incidents at work, they may 

reciprocate with harmful and destructive actions toward other organizational members or the 

organization itself (Pearson et al., 2005; Penney & Spector, 2005). Pearson and Porath (2005) 

found that employees who experienced uncivil behaviors at work intentionally reduced their 

work efforts and the quality of their work, thereby diminishing overall unit effectiveness. Cortina 

et al. (2001) also linked workplace incivility to decreased job performance and job dissatisfaction. 

Lim et al. (2008) found significant relationships between incivility and employee health and 

wellbeing as well as turnover intentions. Within the healthcare sector several studies have 

focused on the experience of disruptive behaviors reported by nurses and the effects on their 

well-being and patient care. Dion (2006) found that perceptions of workplace incivility within 

hospitals were significantly related to feeling unsupported by their supervisor and positively 

related to feelings of occupational stress and turnover intentions.  Rosenstein (2013) indicated 

that disruptive behavior affects team work and performance by inhibiting communication flow 

and inducing lowered responsibility for tasks. In these ways, disruptive behavior directly affects 

medical errors, patient mortality, and patient satisfaction. Rosenstein and O’Daniel (2008) found 

that disruptive behaviors between health care providers led to adverse events with a higher risk 

for compromised patient safety. 

However, very little is known about disruptive behaviors within the context of medical education. 

The aim of the present study was to explore incidents of disruptive behaviors observed or 

experienced by medical students and the associated emotional, cognitive, and behavioral 

reactions.   

METHODS 

Sample and procedure 

A convenience sampling approach was used to recruit medical students to share a memorable 

incident occurred during medical training. The entire medical student body from a Medical school 

in Northern Greece was eligible to participate in the present study. Medical students of both 

preclinical and clinical years were invited to participate via announcements in the university 
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online platforms. Interested students contacted the research team to arrange an appointment 

for the interview.  

The study was in accordance with the Declaration of Helsinki (2001). According to the Aristotle 

University Research Ethics Board, ethical approval for medical education research, involving 

medical students, where no intervention is applied, is not required. When interested students 

contacted the research team, the purpose of the study was explained to them in detail, 

anonymity and confidentiality were guaranteed. Participation in the study was voluntary and no 

incentive was given for participation.  

Critical incidents 

For the present study, the methodology used was based on critical incidents reports provided by 

medical students. Critical incident reports are short narrative accounts used in medical 

education. They represent short narratives of incidents that medical students judge to be 

important learning experiences. They present us with a “window” into the formal and informal 

messages transmitted via healthcare. Critical and/or memorable incidents represent the point at 

which an organization reveals important information as to what attitudes and behaviors are 

valorized (Brady et al., 2002). 

Training the interviewers- Peer interviewing 

Our previous experience with qualitative studies with medical students suggested that medical 

students might be reluctant to share a critical or memorable incident with someone outside of 

the medical school or someone involved in the formal medical curriculum. For this reason, we 

decided that engaging other medical students to act as interviewers would be less 

confrontational for participants, and would enable them to share possible disturbing emotions 

and experiences (Byrne et al., 2015).    

Medical students participating in an elective course of Communication skills were invited to act 

as interviewers. Participation in the study as interviewers was completely voluntary and was not 

associated with any incentive. EP, an experienced researcher and professor in communication 

skills provided the interviewers with a training workshop (1 hour 30 minutes) where the students 
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practiced with each other and then reflected on the process. They were also introduced to the 

ethics of interviewing and were given relevant reading material. In total 50 (from a class of 93) 

students volunteered to be interviewers and received the training.  Every student was asked to 

do a minimum of two interviews. Appendix 5 provides the interview guide used by the peer 

interviewers. 

Data collection 

In every interview participants were asked to describe a memorable incident that occurred 

during their studies, without suggesting whether it had to be a positive or a negative one. The 

initial prompt was to ask students to “describe a memorable incident that occurred during their 

studies”. Interviewers were trained to ask extra questions regarding the setting (e.g., where did 

the incident take place? who was involved? if the student was not mentioning this information in 

his/her narrative). In order to assess emotions and emotional regulation, interviewers asked 

students about their reactions after encountering the incidents as well as the reactions of others. 

Students were not asked directly about emotions and regulation strategies but the more generic 

questions, such as: how did you react after seeing this? And did you do anything/ did anybody do 

something? Finally students were asked to reflect back on this event as a total experience and 

make a reflection about thoughts and emotions associated with the event; “Looking back on the 

event, what are your thoughts, emotions, about it”. This final prompt taps into any emotions and 

associated emotion regulation that have not been reported yet.  All answers were audio 

recorded.  

In total 104 students consented to be audio recorded.  Interviewers assigned a special code to 

each audio file, which contained the interview. After completing the interview, the peer 

interviewers gave the recorded audio file to a researcher (KD). 

Data analysis 

The first author, who does not work in the medical school and has sole access to the audio 

recordings, transcribed verbatim all interviews and together with the two coauthors analyzed the 

data. For the present analysis only incidents describing the occurrence of uncivil behavior were 

further analyzed. 



Medical students' observations of disruptive behaviors in medical school 

117 
 

Two researchers independently analyzed and coded the data using an inductive thematic analysis 

(Braun and Clarke, 2013). The independently generated themes were reviewed by the three 

authors and final agreement was reached. Interater reliability was high reaching 85%. 

Disagreements were resolved by the input of a third researcher.   

Incidents were firstly coded based on whether they included a disruptive behavior. Then the 

behaviors were categorized into a) uncivil b) aggressive and c) abusive behaviors. Any incident 

referring to displaying arrogance or lack of respect toward students, patients or healthcare 

workers by a senior educator (e.g. arriving late for class) was defined as uncivil. Incidents 

including making condescending and belittling remarks, direct or indirect threats of harm or 

injury, attempting to intimidate the recipient of the behavior were categorized as aggressive, 

while incidents including extensive verbal abuse (e.g. prolonged shouting), or systematic verbal 

abuse, or behaviors significantly endangering the health or safety of others were defined as 

abusive. 

Reactions to disruptive behaviors were categorized based on whether they included explicit 

reference to emotions (emotional), or to cognitive attempts to understand process, assign 

meaning or reflect upon the experience (cognitive), or any reaction at a behavioral level aiming at 

changing or containing the effects of the disruptive behavior (behavioral).  

RESULTS  

The incidents presented by the students fitted in three categories: a) observed interactions 

between doctors and patients b) personal interactions between students and doctors c) personal 

interactions between students and patients.  Thirty seven out of 104 incidents described the 

occurrence of a disruptive behavior taking place in the medical school or a clinical setting, were 

included in the present analysis representing the 35.57% of the total number of incidents shared 

from medical students. Those 37 incidents were described by 35 students (2 students reported 

incidents were a disruptive behavior was targeting at the same time in both patients and 

students/residents). Among those 35 students, 26 were females and 9 of them males.  
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Types of incidents 

Among the reported incidents, 16 of them included uncivil behavior, 13 of them aggressive 

behavior and 6 of them were describing aggressive behavior. Table 1 includes of examples of the 

disruptive behaviors reported by medical students. 

Table 1. Description of disruptive behaviors reported by medical students 

Perpetrator Recipient 
of 
behavior 

Type of 
behavior 

Frequency 
 

Example of behaviors 

Medical 
educator/doctor 

Student/ 
resident 

Uncivil 
 
 

6  Favoritism towards a 
student/more learning 
opportunities 
 Haphazard teaching (arriving late 
to class or unprepared without 
giving any explanation)  

Aggressive 4  Talking disrespectfully to a student 
or resident 
 Direct or indirect threats 
 Intimidation 

  Abusive 2  Verbal abuse (prolonged shouting 
and student or resident in front of 
others) 
 Purposeful embarrassment and 
humiliation 

Medical 
educator/doctor 

Patient Uncivil 10  Ignoring patient’s questions 
 Ignoring or minimizing patient’s 
suffering 

Aggressive 9  Talking disrespectfully or rudely to 
a patient 
 Direct or indirect threats 
 Intimidation 

  Abusive 4  Verbal harassment  (Prolonged 
shouting, name calling or insults to a 
patient) 
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Perpetrator and recipients of uncivil and abusive behavior 

Incidents of disruptive behavior had as a perpetrator always a doctor and as a recipient of the 

behavior; a patient, a student or a colleague lower in hierarchy. In total, patients were recipients 

of uncivil or abusive behavior in 23 incidents and students or residents in 14 cases.  

Incivility towards patients 

Incidents of uncivil behavior towards patients included calling the patients with the name of their 

diseases and not with their name, ignoring patient’s questions, not addressing their concerns or 

minimizing their pain and suffering.  

I was spending my summer training in a primary care centre and I remember a child of 9-10 years 

old waiting with his mother in the corridor and crying because he had a fracture. When a resident 

passed in front of them and the mother asked him to look after his son, he answered “I don’t have 

time for this now” and he left while the mother was obviously shocked by this behavior (male 

student, 3rd year) 

Aggressive behaviors towards patients 

Incidents of aggressive behaviors towards patients included doctors talking or interacting with a 

patient in a rude and derogatory manner. 

For example a student remembered 

During a lesson in the ward we were discussing regarding a patient who had undergone surgery 

and was connected to a urine collector. The professor- who apart from that was a very good 

professor and his class was really interesting- was kicking the urine collector with his foot like it 

was a football….I don’t know this created a bad impression to me because it showed lack of 

respect towards the patient (male student, 4th year) 

Another student describes an incident where the doctor made a racist attribution in front of the 

patient. 

We were visiting a patient who was a Roma. When finishing with the history taking the doctor 

asked us questions. Then he added that we should have asked further questions as patients like 
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him (Roma) have low socio educational status and they have several diseases that they don’t 

reveal…I felt really embarrassed that the doctor made such a comment in front of the 

patient…(female student, 4th year) 

Abusive behavior towards patients  

Four incidents of abusive behavior exhibited by a doctor towards a patient or a relative of the 

patient were reported. The behavior included prolonged shouting and an aggressive tone 

towards the patient or the relative. Below there are two examples of verbal abuse towards 

patients:  

It was a day that we would do our lesson in the ward and…um… the professor asked all patients’ 

relative to go out of the room. At this moment, his relative was gathering patient’s stuff because 

the patient would go away the same day. The professor said once more to the relative to leave 

the room, and repeated it once more and then he started shouting in a very rude manner…in my 

opinion the way he talked was really aggressive…umm…and I think he exaggerated and this 

behavior of the doctor in general…umm…it surprised me (female student, 5th year) 

I remember an incident where the doctor- professor- director of the clinic behaved really badly to 

a patient because she was late 5 minutes in their appointment. Actually she talked to a patient- 

who was a patient in a critical condition- suffering from an autoimmune disease, especially 

aggressively, rudely and very disrespectfully (male students, 6th year) 

Incivility towards students  

In almost 1/3 of the reported incidents of incivility or abuse, the recipient was a medical student 

or resident and the perpetrator his/her supervisor in clerkship or his/her tutor during lectures. 

Incidents that characterized uncivil behavior included favoritism, for example, a doctor providing 

more learning opportunities to one student compared to others or incidents of haphazard 

teaching where the doctors came unprepared for lectures or did not come at all. 
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A student reported: 

I went with my colleague (male) to attend an operation. The doctor showed more motivation to 

explain everything to my male colleague, he was asking him questions and he was not paying any 

attention to me, even though I was showing real interest and motivation. Actually, he even asked 

him to swap positions with me so he could stand closer and see better the procedure. I felt 

disappointment and slightly angry with him… (female student, 4th year). 

Another student described an incident of haphazard teaching:  

For one more time, we came to the ward and after waiting 45 minutes our instructor appeared 

telling us that he forgot that he had a class today and that he was so busy with patient care 

(female student, 4th year) 

Aggressive behavior towards students  

Aggressive behaviors towards students exhibited by senior doctors included intimidating 

behaviors, implicit or explicit threats aimed to intimidate them in case they were disagreeing 

with them. 

I was the last of a group of 13 students who had to repeatedly perform physical examination to a 

patient. The patient seemed exhausted, embarrassed and reluctant to continue. I said to my 

supervisor that I was not comfortable examining the patient because he looked tired. The doctor 

told me that I do not have another option, if I do not do it, I will fail his class (female student, 6th 

year). 

Verbal abuse towards students or residents 

Verbal abuse and public shaming of students reported by several students who reported that 

their supervisor shamed them in front of their colleagues and patients for being unable to answer 

questions or perform accurately a clinical task. 

During an exam my supervisor asked me to perform a procedure…when I started explaining what 

I was planning to do, he interrupted me and asked me to start over…then when I tried again he 
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was looking at me sarcastically and he was even commenting with a patient about me… he was 

even wondering loudly why I chose to study medicine.. When I asked him to repeat what he 

wanted me to do he started shouting in front of everybody and he left the room saying “ I am not 

gonna spend my time today with you…and he left me there standing petrified in front of the 

patients…(female student, 5th year) 

Another student reported an incident where the doctor humiliated the resident in front of all the 

students. 

The supervisor left the room and a resident took over…she was explaining to us several things and 

I think that she did a pretty good job…when the supervisor returned he started correcting her and 

saying that she does not know anything and presenting us a really bad role model telling us that 

we should not be as ignorant as her when we will be residents. We were all feeling really 

awkward and the girl…the resident seemed really uncomfortable with all this… (male student, 5th 

year) 

Emotions and emotional regulation in the face of critical incidents 

Twenty out of 37 students reported emotions with regard to the experienced incidents. Students 

reported predominantly negative feelings such as feeling ashamed or feeling uncomfortable with 

the observed situation, feeling socked, sad or angry. More specifically feelings of embarrassment, 

feelings of unease or being uncomfortable were reported 5 times, feelings of shock, surprise and 

bewilderment were reported 10 times, feelings of sadness or pity 5 times, feelings of anger were 

reported 5 times. 

Reaction to uncivil behavior and regulation of emotions 

With regard to their reactions in the face of uncivil/abusive behavior in 10 incidents students did 

not report the way they reacted. In terms of emotional regulation three students reported that 

they tried actively to suppress their emotions. Four students reported a type of cognitive 

regulation such as denial, reappraisal, such as justifying doctor’s behavior; or trying cognitively to 

distance themselves from the situation by redirecting their attention. In terms of behavioral 

response, the majority of students reported inability to do or say something in the face of the 

disruptive behavior, whereas few of them tried to comfort the recipient of the disruptive 
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behaviors, challenge the situation. In addition, three students pretended to focus on a task to 

avoid being involved in the critical incident. Table 2 provides more details about the frequency 

and the types of emotion regulation. 
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Table 2. Emotion Regulation in the face of disruptive behavior 

Level  Type of reaction Frequency Percentage 

Not reported  10 27,1% 

Emotional   Suppression of emotions  3 8.1% 

Cognitive   Denial  1 2.7% 

 Reappraisal  2 5.4% 

 Distancing oneself from the situation  1 2.7% 

Behavioral  Inaction (doing/saying nothing)  12 32.4% 

 Trying to comfort the patient  2 5.4% 

 Challenging/trying to change the situation  3 8.1% 

 Focusing on a task  3 8.1% 

Total   37 100% 
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DISCUSSION 

The aim of this study was to use the critical incidents methodology to explore the uncivil and 

abusive experiences medical students were exposed to during their clinical rotation. 

Interestingly, among the 104 incidents reported by medical students almost 35% of them were 

related to an uncivil or abusive behavior exhibited by a senior doctor towards either a patient or 

a student or a more junior doctor. This raises several questions regarding the implicit learning 

that medical students are exposed to and is related to the values of professional behavior and 

patient centered care. In addition, the incidents of disruptive behavior were mostly presented by 

female students, whereas the perpetrators were mostly male doctors. Female students were also 

the ones sharing most emotions related with the critical incidents.  

The effect of exposure to unprofessional behavior and the impact on personal and professional 

aspects of development has been reported in several studies. Perceived mistreatment 

experienced by medical students can have detrimental effects on their emotional well-being and 

attitudes, potentially eroding the values and competencies, such as professionalism. For example, 

Johnston et al. (2010) who explores exposure to unprofessional behavior and professionalism in 

first, third and fifth year medical students, found a pattern of gradual degradation. Specifically, 

mistreatment both affects mental health, with students exhibiting the symptoms of 

posttraumatic stress, and results in lower career satisfaction (Haglund et al., 2009; Heru et al, 

2009). In addition in the long term mistreatment can lead to burnout (Dyrbye, et al., 2005). Apart 

from the personal consequences incivility in the hospital can affect negatively the working 

environment and patient outcomes. Physicians' and nurses' disruptive behavior leads to working 

relationships impaired by stress, frustration, a loss of focus, poor communication, and hostility 

(Rosenthein, 2002a; 2002b). Rosenstein (2013) has indicated that disruptive behavior weakens 

relationships among staff by blocking communication flow and inducing lowered responsibility 

for tasks, ultimately affecting team collaboration. In these ways, disruptive behavior directly 

affects medical errors, patient mortality, and patient satisfaction. Rosenstein and O’Daniel (2008) 

found that uncivil interactions between health care providers led to adverse events with a higher 

risk for compromised patient safety. In addition, in a recent study by Laschinger (2014) bullying 

and incivility from nurses, physicians, and supervisors had significant direct and indirect effects 
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on nurse-assessed adverse events and perceptions of patient care quality, primarily through 

perceptions of increased patient safety risk. 

Reasons for inaction and ways of coping 

Despite students reporting intense negative feelings generated by experiencing or observing an 

uncivil or abusive behavior (shock, sadness, anger) the vast majority of them chose not to react.  

Frequent explanations for not reporting or reacting to observed unprofessional behaviors were 

reported by Wiggleton (2010) and included: the subordinate role of medical students in the 

team, feelings that concerns were due to incomplete knowledge and judgment, unwillingness to 

be disrespectful towards superiors, fear of negative evaluation, preservation of relationships with 

superiors and willingness to be perceived a team player.  So given the reluctance of medical 

students and residents to respond to observed breaches of professionalism due to their lower 

position in the hierarchy, they need to solve the dissonance between their values and the clinical 

reality (Wear, Aultman, Varley, & Zarconi, 2006).  

Ginsburg et al. (2003) have categorized a number of ways that students respond and reason 

through such professional lapses, including by dissociation, engagement, and the development of 

narratives that essentially justify inaction.  

Michalec (2012) showed that in order for medical students to move forward in the profession 

they distance themselves from non-medical friends and associates and become less empathetic. 

Literature on emotional regulation also can offer a potential mechanism to explain how exposure 

to lapses of professionalism can lead to the adoption of unprofessional behaviors. Emotional 

regulation allows the individual to response in flexible ways to the situational. However, selecting 

a way to respond is not a one- shot process (Boekaerts, 2011). Medical students attempt to find 

the best emotion regulation strategy while taking into account short- term and long- term goals. 

When experiencing a stressful situation a students may experience a conflict between their 

immediate need to feel better and decrease the negative arousal (distracting oneself, walking 

away) and the need to focus on the source of the problem (confronting the doctor). However, 

medical students have also to weigh short- term benefits with long term costs. For example a 

student might feel the need to confront a doctor showing disrespect to a patient, but s/he also 
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evaluates the possible negative consequences for his own professional development if it 

challenges directly someone in a higher position and finally chooses a more subtle way to react.  

The aforementioned is consistent our findings because despite facing emotionally intense 

experiences leading to negative emotion the vast majority of students chose not to react. Several 

studies have reported that in the face of professional dilemmas, students avoid addressing 

directly the situation and they prefer more subtle ways to express their disagreement (Rees et al. 

2013) 

When students chose to react, it happens mainly by providing support to the recipient of the 

negative behavior (in our case, the patients) as an act of expressing their disagreement. Few of 

them chose to question the doctor’s behaviors or decisions but even in those cases, medical 

students did not really insist in their reaction when they realized that the doctor was not really 

changing his behavior or attitude. The reasons for inaction, as   explained by the medical 

students, related to their low position in the hierarchy and in a few cases they reported that they 

lacked the appropriate skills to disagree with their superiors.   

Medical culture often emphasizes the hierarchical structure which does not allow lower members 

in the hierarchy question or challenge the behavior of the perpetrator. This distance between 

personal values and values exhibited by colleagues has been explored by researchers as moral 

distress (Wiggleton, 2010). Students in our study chose not to act in several situations even 

though their personal values were in contrast with the attitude or behavior exhibited by the 

doctor. A low position in the hierarchy and a fear to challenge a senior colleague has been 

reported as reasons for inaction in students feeling moral distress (Wiggleton, 2010). 

Limitations 

This study has several limitations. Our study included a convenience sample of students sharing 

memorable incidents occurred during medical training. All students were from the same Medical 

School so all of them were exposed to similar learning experiences. In addition, given that the 

match between participants and interviewers occurred based on the time availability of both 

sides we cannot know whether other factors such as gender and stage of training influenced their 
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interactions. Our findings are heavily skewed towards negative incidents; however, it is likely that 

incidents involving shock, embarrassment or sadness are easier to recall and do not necessarily 

represent the majority of medical students’ incidents.  

Conclusions  

This was the first study to explore unprofessional behaviors experienced by medical students 

within the context of workplace incivility and workplace aggression. The Liaison Committee in 

Medical education has stated that “medical schools must ensure that the learning environment 

for medical students promotes the development of explicit and appropriate attributes” (LCME, 

2007). It is important for medical schools to assess explicitly the exposure to uncivil, abusive, or 

aggressive behaviors, which can potentially shape the attitudes and determine the behaviors of 

future doctors. 
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Chapter 5 

(How) do medical students regulate their emotions? 
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Abstract 

Introduction Medical training can be a challenging and emotionally intense period for medical 

students. However the emotions experienced by medical students in the face of challenging 

situations and the emotion regulation strategies they use remains relatively unexplored. The aim 

of the present study was to explore the emotions elicited by memorable incidents reported by 

medical students and the associated emotion regulation strategies. 

Methods Peer interviewing was used to collect medical students’ memorable incidents. Medical 

students at both preclinical and clinical stage of medical school were eligible to participate. In 

total 104 medical students provided memorable incidents. Only 54 narratives included references 

to emotions and emotion regulation and thus were further analyzed. 

Results The narratives of 47 clinical and 7 preclinical students were further analyzed for their 

references to emotions and emotion regulation strategies. Forty seven out of 54 incidents 

described a negative incident associated with negative emotions. The most frequently mentioned 

emotion was shock and surprise followed by feelings of embarrassment, sadness, anger and 

tension or anxiety. The most frequent reaction was inaction often associated with emotion 

regulation strategies such as distraction, focusing on a task, suppression of emotions and 

reappraisal.  

Conclusions The present study sheds light on the strategies medical students use to deal with 

intense negative emotions. The vast majority reported inaction in the face of a challenging 

situation and the use of more subtle strategies to deal with the emotional impact of the incident. 
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INTRODUCTION 

Emotions elicited by clinical practice 

Medical students are exposed to emotionally intense incidents that can be either negative (i.e. 

patient suffering, death, breaches of patient safety) or positive (i.e., positive role models 

exhibiting compassion, empathy, patient-centered behaviors)(Branchet al., 2001; Feudtner, 

Christakis, & Christakis, 1994; Haglund et al., 2009; Monrouxe, Rees, Endacott, & Ternan, 2014; 

Rees, Monrouxe, & McDonald, 2013, 2015). 

During medical education, students report emotional problems such as anxiety, depression, 

burnout or even symptoms resembling post-traumatic stress disorder (Dyrbye, Thomas, 

Huntington, et al., 2006; Rosenthal & Okie, 2005; Tschernig, Schlaud, & Pabst, 2000). Previous 

studies have also shown that students experience a decline in empathy and an increase in 

cynicism during the course of medical school, leading to compromised patient care and safety as 

well as increased dropout rates from medical school  (Hojat et al., 2004; Thomas et al., 2007).  

However relatively few studies have focused on how medical students’ regulate their emotions in 

response to emotional incidents (Monrouxe, Rees, Dennis, & Wells, 2015b). It is crucial to 

understand the strategies medical students employ to regulate the emotions they experience 

during training. 

Emotion regulation 

Emotion regulation (ER) includes a variety of strategies that a person can adopt in order to 

manage a certain emotion.  Gross outlines five emotion regulatory processes, which can each 

encompass a multitude of distinct regulatory strategies: situation selection (taking action and 

actively selecting a situation, where preferred emotions will be most likely to occur), situation 

modification (modifying a situation to alter its emotional impact), attention deployment 

(redirecting attention within a given situation), cognitive change (after the occurrence of a 

situation, changing the appraisals regarding it, in a way that alters its emotional significance), and 

response modulation (influencing and modifying physiological, emotional or behavioral 

responses directly)(Gross & John, 2003;Gross & Thompson, 2007; Gross, 1998a; 1998).  
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Successful emotion regulation has been shown to contribute to healthcare workers’ performance 

and well-being; influencing time spent in listening to patients, reducing burnout and increasing 

pleasurable emotions (Zammuner, Lotto, & Galli, 2003). 

Successful emotion regulation can also have an impact on the level of empathy that medical 

students will experience. If a patient’s distress causes negative emotions in a healthcare worker 

that she cannot regulate, that carer will have difficulty experiencing empathy for the patient 

(Decety, Yang, & Cheng, 2010; Gleichgerrcht & Decety, 2014). 

Taking all this into account, the aim of the present study was to explore the emotions elicited by 

critical incidents reported by medical students and the associated emotion regulation strategies. 

Critical incident reports are short narrative accounts used in medical education. They represent 

short narratives of incidents that medical students judge to be important learning experiences. 

They present us with a “window” into the formal and informal messages transmitted via 

healthcare. Critical and/or memorable incidents represent the point at which an organization 

reveals important information as to what attitudes and behaviors are valorized (Brady et al., 

2002) 

METHODS 

Sample and procedure 

A convenience sampling was used to recruit medical students to share a memorable incidents 

occurred during medical training. The entire medical student body from a Medical school in 

Northern Greece was eligible to participate in the present study. Medical students of both 

preclinical and clinical years were invited to participate via announcements in the university 

online platforms. Interested students contacted the research team to arrange an appointment 

for the interview.  

The study was in accordance with the Declaration of Helsinki (2001).  According to the Aristotle 

University Research Ethics Board, ethical approval for medical education research, involving 

medical students, where no intervention is applied, is not required. When interested students 

contacted the research team, the purpose of the study was explained to them in detail, 
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anonymity and confidentiality were guaranteed. Participation in the study was voluntary and no 

incentive was given for participation.  

Training the interviewers- Peer interviewing 

Our previous experience with qualitative studies with medical students suggested that medical 

students might be reluctant to share a critical or memorable incident to someone outside of the 

medical school or someone involved in the formal medical curriculum, especially if the incident 

was regarded as negative. For this reason, we decided that engaging other medical students to 

act as interviewers would be less confrontational for participants, enabling them to share 

possible disturbing emotions and experiences (Byrne, Brugha, Clarke, Lavelle, & McGarvey, 

2015).  

Medical students participating in an elective course of Communication skills were invited to act 

as interviewers. The course is an elective for both pre- clinical and clinical students. Participation 

in the study as interviewer was voluntary and it was not associated with any incentive. EP, an 

experienced researcher and professor in communication skills, provided the interviewers with a 

training workshop (1 hour 30 minutes) including theoretical and practical elements of qualitative 

interviewing for research purposes, where the students practiced with each other, received 

feedback from their peers and then reflected on the process. In this workshop they were 

introduced to the principles of qualitative interviewing as well as ethics in research and they were 

provided with relevant reading material.  

In total 50 (from a class of 93) students volunteered to be interviewers and received the training. 

Among the interviewers 35 were female students and 15 were male students; 13 were preclinical 

students and 37 were clinical students. Taking into account the number of participants included 

in the study every interviewer conducted approximately two interviews. The assignment of 

interviewers and students was quasi-random and availability of time of both parties was a factor 

in matching the interviewers and students.  

Data collection 
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An interview guide was developed to facilitate the peer interviewers in the process of data 

collection (Appendix 5). In every interview participants were asked to describe a memorable 

incident that occurred during their studies, without suggesting whether it had to be a positive or 

a negative one. The initial prompt was to ask students to “describe a memorable incident that 

occurred during their studies”. Interviewers were trained to ask extra questions regarding the 

setting (e.g., where did the incident take place? who was involved? if the student was not 

mentioning this information in his/her narrative). In order to assess emotions and emotion 

regulation, interviewers asked students about their reactions after encountering the incidents as 

well as the reactions of others. Students were not asked directly about emotions and regulation 

strategies but the more generic questions, such as: how did you react after seeing this? And did 

you do anything/ did anybody do something? Finally students were asked to reflect back on this 

event as a total experience and make a reflection about thoughts and emotions associated with 

the event; “Looking back on the event, what are your thoughts, emotions, about it”. This final 

prompt taps into any emotions and associated emotion regulation that have not been reported 

yet. All answers were audio recorded.  

In total 104 students consented to be audio recorded.  Interviewers assigned a special code to 

each audio file, which contained the interview. After completing the interview, the peer 

interviewers gave the recorded audio file to the study researcher. 

Data analysis 

The study researcher, who does not work in the medical school and has sole access to the audio 

recordings, transcribed verbatim all interviews and together with another research collaborator 

analyzed the data. All narratives were initially coded based on whether they included explicit or 

implicit reference to an emotion. Explicit reference to an emotion was made through the use of 

words referring to emotions (e.g. I felt sad, shocked, angry, happy etc), while implicit reference 

concerned cases where the students did not describe explicitly the associated emotion but it was 

implied by nonverbal cues (e.g. tone of voice, crying). Field notes were not gathered by the 

interviewers. Emotions were then firstly categorized broadly into two large categories, positives 

and negatives and subsequently negatives were further divided in more categories. Then, 

narratives were coded for any reference to strategies aimed at regulating the associated emotion 
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during or after the incident. We followed the categories based on Gross’ model of Emotional 

Regulation; however, we developed our own themes with regard to specific ER strategies 

identified in each category. After reading independently the first 20 incidents, saturation of 

themes had already emerged. The two first researchers rated independently all incidents and 

then compared their coding. Interater reliability was 95%.  Disagreements were resolved by the 

input of a third researcher and after rereading carefully the transcripts a consensus was reached.   

RESULTS 

Demographic characteristics of participants  

The sample included 54 medical students’ memorable incidents. Among those students, 35 were 

female and 19 were male. Seven students were preclinical, 2 of them in the 2nd year of studies 

and 5 in the 3rd year. Forty seven students were in clinical years and among them 34 were in the 

4th year, 9 of them were in the 5th year and 5 of them were in the 6th year of medical school.  

Types of incidents, emotions and emotion regulation strategies 

52.9% of the total sample of memorable incidents included references to emotional incidents 

(n=54) and only those narratives that included references to emotions were included in the 

analysis.  

In total 66 references to emotions and 47 references to ER strategies were identified in the 

memorable incidents. Table 1, provides a synopsis of the themes identified in the incidents as 

well as the categories of emotions and ER strategies. 
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Table 1. Synopsis of findings  

Stage 1 Stage 2 

104 medical students provided 

memorable incidents 

54  out of 104 medical students provided experiences with emotions and/ or ER strategies  

Themes identified:  Themes identified  Emotions identified Emotion regulation 

strategies 

1. First contact with:  

a patient suffering  

a patient with a terminal disease 

a patient dying  

2. Interactions  

interactions D-P1 

interactions D-S1 

interactions D-S1 

interactions D-D1 

3. Clinical incidents 

performing a  clinical task  

see an interesting clinical 

case 

1. First contact with:  

a patient suffering  

a patient with a terminal disease 

a patient dying  

2. Interactions  

interactions D-P 

interactions D-S 

interactions D-S 

interactions D-D 

3. Clinical incidents 

performing a  clinical task  

see an interesting clinical 

case 

Positive emotions 

 Happiness 

 Joy 

 Admiration 

Negative emotions 

 Shock, bewilderment and surprise  

 Embarrassment, shame, feeling unease 

or uncomfortable 

 Anger  

 Stress, tension  

 Sadness or pity  

 Implied 

 Inaction (doing/saying 

nothing) 

 Trying to comfort the 

patient 

 Challenging/trying to 

change the situation 

 Focusing on task 

 Denial  

 Reappraisal 

 Distancing oneself from 

the situation  

 Suppression 

1Interactions between doctors and patients (D-P); students and patients (S-P), doctors and students (D-S), doctors with doctors (D-D) 
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The incidents narrated by the medical students fitted into three broad categories; a) first contact 

with patients; b) interactions with patients and doctors, and c) clinical incidents (performing a 

clinical task or see a new interesting case).  The same categories were identified in both incidents 

including references to emotions and those without emotional references which were not 

included in the present study. 

Table 2 summarizes the type of incidents associated with emotions as explained in detail below. 

Emotions reported by medical students 

Table 3 provides examples of excerpts associated with emotions, presented by medical students. 

Positive emotions associated with reported incidents 

Positive emotions were reported in 7 cases. Four incidents had to do with feelings such as 

happiness and gratitude and 3 incidents evoked feelings of admiration for someone else 

(attending physician or resident). Feelings of happiness resulted from an emergent situation 

where the doctors successfully helped the patient encounter end well. Words such as “happy”, 

“satisfied”, “blessed”, “grateful” were used by medical students to describe their emotions 

related to the incidents. 

Negative emotions associated with reported incidents 

Negative emotions were reported in 45 cases. Those negative emotions were divided in the 

following categories: (1) shock, bewilderment and surprise; (2) feeling embarrassment, shame, 

unease or uncomfortable; (3) feeling sadness or pity; (4) feeling stress, tension and (5) feeling 

anger. 

Multiple escalating or coexisting emotions 

In 42 out of 54 incidents reported by the participants, there was one predominant emotion 

reported throughout the incident. However, in 8 incidents we found either escalation of emotion 

belonging in the same category of emotions (for example, initial feelings of bewilderment 

followed by feelings of shock) or multiple coexisting emotions belonging in different categories 

arising from the same incident. In these incidents, the sequences of emotions reported were: 
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feeling unease followed by feeling sad; feeling shocked, feeling sad and finally feeling angry; 

feeling embarrassed and feeling shocked, feeling shocked followed by sadness; feeling shocked 

followed by feeling angry; feeling surprised followed by feeling gratitude. 

Shock, bewilderment and surprise  

Feelings of shock, bewilderment and surprise were reported in 25 incidents. Students reported 

shock when it was the first time encountering a behavior or a clinical case for which they were 

not emotionally prepared. Incidents of uncivil, rude behavior towards patients initiated by 

healthcare professional were also related to feelings of shock.  

Embarrassment, shame, feeling unease or uncomfortable  

Personal incidents of humiliation in front of patients or colleagues were reported and provoked 

negative emotions to students who felt powerless to defend themselves and thus they felt 

exposed and embarrassed in front of others. Incidents of breaches of patient dignity were also 

associated with feelings of discomfort and shame reported by students. 

Sadness or pity  

Incidents that had to do with personal contact with patients or observed patient doctor 

interactions elicited feelings of sadness and pity.  

Stress, tension  

Many students described the hospital as a very busy place where everything happens fast. They 

also reported observing healthcare professionals to be "in a permanent state of emergency". 

Students also reported a feeling of urgency to do things in a rushed way. 

Anger   

Reported feelings of anger had to do with observed interaction between doctor and patients and 

were reported in cases of observing the compromise of patient dignity. 
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Table 2. Types of incidents associated with emotions  

Types of 

incidents 

Emotions 

Total Embarrassment, 

shame, unease 

Shock 

surprise 
admiration 

Sadness 

pity 
stress implied anger positive 

First contact with patient 

dying 
0 5 0 0 0 0 0 1 6 

First contact with patient 

suffering 
1 2 0 2 0 0 0 0 5 

First contact with patient 

with terminal disease 
0 1 0 0 0 0 0 0 1 

Interaction D-P1 2 6 1 4 2 8 1 2 26 

Interaction S-P1 0 3 0 0 0 1 0 0 4 

Interaction D-S1 0 2 1 0 0 2 1 0 6 

Interaction D-D1 1 0 0 0 1 0 0 0 2 

Performing a clinical task 0 0 0 0 1 0 1 0 2 

Interesting clinical case 0 1 0 1 0 0 0 0 2 

1Interactions between doctors and patients (D-P); students and patients (S-P), doctors and students (D-S), doctors with doctors (D-D) 
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Table 3. Types of emotions found in students’ memorable incidents and some exemplary excerpts 

Emotion  Excerpt  

Happiness  When the doctor succeeded to reanimate the patient and she [the patient] opened her eyes, I felt so 

much happiness and gratitude I had seen this (101, female student, 4th year) 

Admiration  The doctor despite the urgent situation did not lose his composure and he seemed very confident. I 

admired his attitude at that moment. (101, female student, 4th year) 

Shock, bewilderment and surprise I was shocked of course because it was the first time I saw a decapitated leg which was bleeding (021, 

female student, 4th year) 

 I was shocked, the man [the patient] had a green color, his wife was shouting and crying, the doctors 

were trying to reanimate him and I was just standing there as a statue, unable to believe that I was 

seeing a person dying in front of me (104, female students, 4th year) 

Embarrassment, shame, feeling 

unease or uncomfortable 

I felt really embarrassed, she [the professor] humiliated me in front of my colleagues and the patients 

making me look like a completely ignorant (014, female student, 3rd year) 

The professor asked me in front of my colleagues and four patients a question and because I asked him 

to repeat it, he started shouting and wondering how I managed to enter the Medical School. He 

humiliated me in front of so many people and then he left me standing there. I felt really embarrassed 

(085, female student, 5th year) 

Sadness or pity  It was the first time seeing a patient in such a critical condition and that made me feel sad about him. 

How unexpected life can be for some people (004, female student, 6th year) 

The doctor at the beginning of the consultation was quite polite with the patient and her husband…but 
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at some point the husband was asking so many questions and the doctor seemed to be in a hurry and 

he made a sarcastic comment about him. The husband immediately stopped asking and he was 

obviously embarrassed. I did not like this behavior I felt sad and sorry for the man (017, female student, 

3rd year) 

Stress, tension or being in hurry  I have learned that we have to introduce ourselves and say hello to the patient but the attending 

physician told me, Let’s see if you succeed to complete your entire history taking if you continue 

socializing with the patients. These things are nice but also a luxury when the time is short. I felt weird 

with this comment, I felt stressed to do things in a way that was superficial (011, female student, 3rd 

year) 

One night in the emergency room they brought a person after a serious car accident. Everybody was in 

panic and I was also very stressed because it was the first time I encountered such an incident (047, 

female student, 4th year) 

Anger  That event still makes me angry, because I let a patient be humiliated in front of me (009, female 

student, 4th year) 

The doctor during the surgery was quite rude towards the residents, using really bad language, and I 

could not understand why he was behaving like this…initially I felt sad but at the same time I was also 

angry (020, female student, 4th year) 
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Emotion Regulation strategies 

With regard to negative emotions, following the model of Gross [13], regulation strategies were 

categorized into: (1) situation modification strategies, (2) attention deployment strategies, (3) 

cognitive change strategies and (4) response modulation strategies. Table 4 summarizes all types 

of ER strategies identified in each category. All types of ER strategies are analyzed in detail below. 

Table 5 provides short excerpts associated with each type of ER. 

Situation modification 

When students experienced an intense negative emotion which was directed either to them, a 

fellow student or a patient, medical students had the option either to remain passive and inactive 

or actively try to change the situation. 

Inaction  

Inaction or perceived inability to react was the most frequent response when medical students 

were facing a negative emotion directed either to them or to a patient.  Their perceived inaction 

was most often associated with suppression of emotions. Medical students chose inaction for 

two main reasons:  perceived lack of knowledge and/or skills and due to low position in 

hierarchy.  

Trying to comfort the patient  

When a patient was the victim or recipient of an uncivil behavior, medical students felt unable to 

defend the patient and challenge the doctor. Instead, as a way of regulating emotions, they 

showed increased affection to the patient. 

Challenging the situation 

On a number of occasions students actively challenged a situation that was generating negative 

emotions. For example in two cases the student questioned the approach or the behavior of the 

doctor towards the patient.  
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Attention Deployment 

Attention deployment involves directing one's attention towards or away from an emotional 

situation. In this category of ER strategies, only one type of this regulation was identified, shifting 

attention from the emotion to a task to be accomplished. 

Focusing on a task as a way to avoid the emotion 

Some students in the face of a challenging situation tried to focus their attention on the task they 

had to accomplish. In that way they tried to avoid regulating the emotion.  

Cognitive change 

Cognitive change involves changing how one appraises a situation so as to alter its emotional 

meaning. Three types of cognitive change were identified: denial and two types of reappraisal. 

Denial  

Some students in the face of an intense incident denied that the doctor was intentionally 

exhibiting unprofessional behavior. Denial was always associated either with an effort to justify 

doctor’s behavior by emphasizing clinical competencies. 

Reappraisal: Justifying unprofessional behavior  

In cases where students encountered an unprofessional behavior exhibited by a doctor, they 

tried to justify his/ her behavior but attributing the unprofessional behavior to external 

circumstances, such as workload, fatigue or time pressure.  

Reappraisal: Putting emphasis on clinical competencies of a doctor 

In the face of unprofessional behaviors exhibited by a senior doctor some students tried to 

emphasize other competencies (e.g., good clinical diagnosis skills) as a way to justify the rude 

behavior. 
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Response modulation  

Suppression 

Expressive suppression is an example of response modulation and involves inhibiting emotional 

expressions. There were cases where the student despite feeling emotional had to suppress the 

feeling as a way to be more efficient in the task that they had to perform. Medical students 

realized that when encountering patients or other healthcare professionals negative feelings may 

arise but it is necessary to control them in order to complete successfully the requested clinical 

tasks.  

Suppression was frequently associated with inaction in the face of a challenging situation; 

respondents not only remained passive but they actively tried to hide their emotions.  

Discussing with peers  

Discussing with peers was also reported as a way to find explanations and reflect on the meaning 

of the behaviors that resulted in intense emotions.  

The aftermath of emotion regulation 

In cases where ER included suppression some students reported the impact of the regulation. 

Some students reported engaging in ruminative thinking or regretting not taking action to defend 

the patient or themselves. Some students reported that after encountering a stressful incident 

they chose to leave the clinic and make an effort not to be informed about the patient anymore.  

Finally, some students commented on the need to dissociate from feelings in order to be able 

either to take better decisions or avoid being affected by the human pain encountered in clinical 

practice.  
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Table 4. ER strategies used by medical students following Gross taxonomy 

Emotion Situation  

modification 

Attention  

Deployment 

Cognitive  

change 

Response  

Modulation 

Shock, 

bewilderment, 

surprise 

Shame, 

embarrassment 

Sadness, pity 

Anger  

Anxiety, stress, 

tension 

 

 Inaction (doing/saying 

nothing) 

 Trying to comfort the 

patient 

 Challenging/trying to 

change the situation 

 

 

 Focusing on a 

task   

 

 Denial  

 Reappraisal: 

Putting emphasis 

in clinical 

competencies of 

doctor 

 Reappraisal: 

Justifying 

doctor’s  

behavior 

 Suppression of 

emotions  

 Discussing with 

peers 
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Table 5. ER strategies and excerpts from participants’ narratives of incidents 

Inaction A mother and her son arrived in the emergency department and the boy had a fracture in his arm. He was 

in pain and he was crying. I tried to ask a resident to look after the boy but the answer was “I have more 

serious things now, they can wait”. I was shocked for the answer but I couldn’t do anything more (065, 

male student, 3rd year) 

Trying to comfort the 

patient  

 

The doctor was explaining the use of an external pacemaker- which was supporting a patient after the 

surgery- While the patient was conscious and could listen to what the doctor was explaining to us- the 

doctor removed the battery of the external pacemaker for a few seconds- making a joke that the battery is 

crucial for the survival of the patient. Then he left the patient uncovered and as a result the patient 

started trembling from cold. I was shocked from the behavior of this doctor who was irresponsible and 

inhuman. They only thing we could do was to cover the patient in order for her not to feel cold” (037, 

female student, 4th year) 

Challenging the 

situation 

 

[while a doctor was trying to convince a patient to undergo the same medical procedure for teaching 

purposes and the patient looked really uncomfortable]…We were all feeling awkward so my colleague 

asked directly the doctor: do you think what you do is appropriate? (010, male student, 4th year) 

Focusing on a task as a 

way to avoid the 

emotion 

 

The doctor had an argument with the wife of the patient but it happened that I was also there to take the 

history. I was listening to the argument and I was feeling really uncomfortable being there and seeing how 

sad the patient was but I had to complete my task and leave (036, female student, 4th year) 
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Denial I didn't want to believe that the doctor was listening to the patient screaming from pain, and he was 

ignoring her and continuing the lesson (061, female student, 4th year) 

I could not believe the doctor made such an inappropriate comment for the patient, I pretend I did not 

hear it 

(032, female student, 4th year) 

Reappraisal: Justifying 

unprofessional behavior  

I thought that the doctor was tired or stressed or maybe something had happened before between the 

patient and himself and that it why he behaved like this (006, female student 4th year) 

Reappraisal:  

Putting emphasis on 

clinical competencies of 

a doctor 

I was very shocked with his [consultant] behavior towards the patient, because he is very good at his job 

(086, female student, 5th year) 

 

Suppression 

 

I remembered a time when I had to take history from a patient, who was in a quite serious condition. 

When I approached her, I introduced myself and I explained the reason I was there and I asked her the 

reason she was in the hospital. She answered to me: “what do you want to know? I tried to commit 

suicide” I remembered I was shocked, I did not know what to say. I tried to remain calm, to be emotionally 

neutral and not show my bewilderment. I continued the history taking as usual but I continued thinking of 

it (057, male student, 4th year) 

Discussing with peers When the incident happened, I did not do anything, but I know all my fellow students thought the same as 

me and we commented on the doctor’s behavior after the lesson (001, female student, 4th year) 
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DISCUSSION 

The present study explored medical students’ emotions elicited by memorable incidents and the 

associated emotion regulation strategies. Medical students’ incidents provided an insight in the 

type of incidents they consider memorable as well as, the emotions associated with them and the 

regulation strategies used to mitigate the effect of emotions. Students engage in a variety of ER 

strategies when experience a challenging situation and the way they decide to handle their 

emotions can have a significant impact on their personal and professional development 

(Monrouxe et al., 2015; Wiggleton et al., 2010).  

Overall, our students chose to describe emotionally intense negative incidents. Issues related to 

suboptimal patient care, hierarchy, respect, mistreatment were identified and were in 

accordance with previous studies (Gaufberg et al., 2010; O. Karnieli-Miller et al., 2010; Monrouxe 

et al., 2015; Rees et al., 2015).  

Even though exposure to unprofessional behaviors has been studied before, emotions related to 

those incidents remain a relatively unexplored topic. In the present study, only 53% of the 

medical students’ incidents included references to emotions. Among the 54 incidents including 

emotions, the majority of them (87.28%) referred to negative emotions. The most prevalent 

emotion in the narratives was shock in the face of unexpected situations such as a patient in a 

serious condition or observing breaches of patient dignity. Previous studies exploring emotions in 

the face of professionalism dilemmas or students written reflections about professionalism 

reported mixed results. For example, Karnieli-Miller and colleagues (2010) identified few 

emotions expressed in written narratives about professionalism whereas a series of studies by 

Rees, Monrouxe and colleagues (2014; 2015) using oral narratives revealed the existence of many 

negative emotions associated with the students’ narratives. The latter research, with more 

expressed emotion, is due to the fact that students narrated their incidents instead of writing 

about them. Even though in the present study students narrated their incidents instead of writing 

about them, we found emotions only in about half of the incidents. 

One possible explanation can be the one suggested by Karnielli- Miller et al. (2010) and concerns 

the norms in medical education, which are against acknowledging or displaying emotions. 
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Gaufberg and colleagues (2007) in their study regarding the hidden curriculum of medical 

education, reported that medical students in their reflections described the need to actively 

suppress emotions in response to the powerful incidents of hospital life; other students wrote of 

distracting or disassociating oneself from “normal” emotional responses to suffering and death, 

and still other students wondered about their own lack of emotions.  

In this study, we don’t know whether the students not reporting any emotions did not actually 

experience them, suppress them or whether they had actually successfully regulated them and 

thus, there was no emotional residual to report.  

Emotion Regulation strategies 

Students in our study chose not to act in several situations even though their personal values 

were into contrast with the attitude or behavior exhibited by the doctor. A low position in the 

hierarchy and a fear to challenge a senior colleague have been reported as reasons for inaction in 

students feeling moral distress (Wiggleton et al., 2010). Medical culture often emphasizes the 

hierarchical structure which does not allow lower members in the hierarchy question or 

challenge the behavior of the perpetrator.  

Several studies have reported that in the face of professional dilemmas, students avoid 

addressing directly the situation and they prefer more subtle ways to express their disagreement 

(Rees et al., 2013). 

In our study, when students chose to react, it happened by providing support to the recipient of 

the negative behavior (i.e., patients) as an act of expressing their disagreement. Few of them 

chose to question doctor’s behaviors or decision but even in those cases, medical students did 

not really insist in their reaction when they realized that the doctor was not really changing his 

behavior or attitude.  

Suppression has been identified as a common yet maladaptive ER strategy in several demanding 

professions such as military officers, police officers and judges (Maroney, 2011; Tull, Barrett, 

McMillan, & Roemer, 2007; van Gelderen, Bakker, Konijn, & Demerouti, 2011; van Gelderen et 

al., 2011). In the present study, suppression of emotion was often explained by the students as 
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the selected regulation because emotions were hampering effectiveness in performing a task. It 

is true that emotions consume cognitive resources by focusing the attention of the person on the 

object of emotion instead of the task (Ellis & Ashbrook, 1988). This implies that emotions are 

requiring part of the cognitive resources aimed for task accomplishment, impacting negatively 

the performance of the student (Meinhardt & Pekrun, 2003). In this sense, suppression of 

emotion might lead to a short term regulation of intense emotion so the student will not lose the 

control and accomplish successfully the task. 

 In medical culture, suppression of emotion is a pragmatic short-term survival strategy, the long-

term consequences—for doctors, for patients, and for the wider health care system— are 

potentially grave. Multiple studies demonstrate the increase of depersonalization and burnout as 

well as the erosion of empathy over the course of medical training possibly, distancing from self 

leads to distancing from patients (Dyrbye, Thomas, Huntington, et al., 2006;Hojat et al., 2004; 

Neumann et al., 2011;. Thomas, 2004).  

Another regulation employed by medical students was a reappraisal of the stressful situation by 

justifying bad behavior and focusing on the positive competencies of a doctor. Students tended 

to reduce the emotional intensity of the incident by reappraising the situation and putting 

emphasis on external circumstances that could be influencing the bad behavior. There is a 

tendency for medical students to engage in cognitive dissonance – meaning s/he is a ‘good’ 

doctor just having a bad day. Such attributions are supported by a culture were clinical skills are 

judged to be more important than interpersonal skills.  Thus, the clinical outcome is more 

important than the ‘bed-side’ manner.   

With regard to the impact associated with ER strategies employed, suppressed emotion was 

related to more intrusive or ruminating thoughts related to the incident and feelings of guilt. Two 

of them reported that they actively tried to avoid places reminding them of the incident or 

avoiding the patient who created the intense emotions. The importance of such ruminative and 

persistent thoughts relate to how they affect ability to recover from work properly (Fritz & 

Sonnentag, 2006). Dissociation of emotions can help medical students, in the short term, to cope 

with their intense emotions but in the long term it can lead to decreased empathy and cynicism.  
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Even though the importance of successful emotion regulation in the face of intense negative 

events has been recognized in the field of healthcare as well as other demanding professions, 

research with regard to interventions or training for emotion regulation strategies remains 

limited. Berking, Meier  and Wupperman, (2010) developed and piloted a manualized emotion-

regulation training (Integrative Training of Emotional Competencies; iTEC) aimed at improving the 

emotion-regulation skills of police officers. Police officers often encounter challenging situations 

associated with intense negative emotions and they are likely to use emotion-regulation 

strategies such as denial, suppression, and overall avoidance of negative emotions [35].  iTEC 

involves training police officers in several skills involved in emotion regulation such as (a) muscle 

relaxation; (b) breathing relaxation; (c) nonjudgmental perception of emotions; (d) acceptance 

and tolerance of emotions; (e) compassionate self-support; (f) identification of the causes of 

one's emotional reaction, and (g) active modification of emotions. Berking et al. (2010) piloted 

iTEC in a small sample of police officers and they reported that the training significantly enhanced 

successful skill application, especially some skills with which officers reported difficulty applying 

compared to the control group. Intervention and training programs regarding adaptive ER 

strategies as well as mindful emotion regulation (Amaranto, Steinberg, Castellano, & Mitchell, 

2003; Berking et al., 2010) provide useful directions towards developing emotion regulation 

training programs also for medical students and healthcare professionals.  

Strengths and Limitations 

The present study employed a peer interviewing methodology as way to facilitate medical 

students to share their experiences in a less confrontational environment. Evaluating the 

experiences of medical students acting as interviewers was beyond the scope of the present 

study, but our overall estimation is that medical students showed genuine interest to the topic of 

emotions as well as qualitative interviewing. Thus, we believe that peer interviewing can be seen 

as research capacity building strategy that can introduce the topic of emotion to medical 

students acting as interviewers as well as those being interviewed. 

On other hand, this study has several limitations. Our study included a convenience sample of 

students sharing memorable incidents occurred during medical training. All students were from 

the same Medical School so all of them were exposed to similar learning experiences. In addition, 
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given that the match between participants and interviewers occurred based on time availability 

of both sides we cannot know whether other factors such as gender and stage of training 

influenced their interaction. Our findings are heavily skewed towards negative incidents; 

however, it is likely that incidents involving shock, embarrassment or sadness are easier to recall 

and do not necessarily represent the majority of medical students’ incidents. In addition, almost 

half of the students participating in the study did not mention any emotions for the same types 

of incidents that their counterparts made emotional references. We do not know whether those 

students did not mention emotions because they did not experience them; suppress them or 

whether they had actually successfully regulated them. Future research should explore the 

association between experience of intense incidents, emotion regulation strategies and 

recollection of those experiences. 

Conclusions 

Dysfunctional or the absence of emotion regulation can have a detrimental impact on medical 

students’ motivation, performance, identity development and their overall well- being. It is a risk 

factor for burnout (i.e., emotional exhaustion, and cynicism)(Chambers, Gullone, & Allen, 

2009).Future work should aim to explore how different ER strategies are associated with 

students’ well-being, professional development and performance. 

Despite experiencing intense emotions, most of the students in our study chose not to react 

and/or tried to suppress them. While it is important for a doctor to remain calm in the face of an 

urgent situation, students would benefit from learning adaptive regulation strategies instead of 

only suppression (which is a short term approach). Emotions are integral to medical education 

and instead of expecting students to figure out what is the best way to cope- or not, they should 

be empowered with the skills to acknowledge, accept, and regulate them.  
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ABSTRACT  

Introduction Medical students are exposed during their training to a wide range of experiences 

and behaviors that can affect their learning regarding professionalism and patient-centered care. 

The aim of the study is to explore learning associated with critical incidents and levels of critical 

reflection among medical students.  

Methods Medical students’ were invited to narrate a critical incident and reflect on the learning 

associated with it. All students’ narratives were audio recorded and analyzed thematically. 

Mezirow’s theory of transformative learning was used to analyze the level of reflection reached 

in students’ narrative  

Results For the present analysis critical incidents narrated by 70 clinical students (4th-6th years) 

were included. 52 of them were females. Students’ experiences derived from 3 types of 

interactions were identified: observed interactions between doctor and patient, personal 

interactions between student and patient, and interactions between doctors and students. 

Reflections deriving from the experiences included: behaving to patients as humans not as cases, 

emotional aspects of care, doctors as role models, skills needed when working under pressure, 

‘tasting’ the real profession, emotional management, the importance of communication skills, 

teaching qualities of doctors, becoming a  doctor, and reflections of future practice. Analyzing the 

actual level of reflection indicated that only 32 (45%) students were categorized as reflectors. 

Discussion Student interactions with doctors and patients provides insights about; the daily 

experience of being a doctor,  the most common challenges, what qualities are necessary and 

what do they need to develop their professional identity. However, it is noteworthy that while 

the majority of students shared a critical incident crucial to their professional development, there 

is little evidence of serious critical reflection.    
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INTRODUCTION  

Medical students are exposed, during their training, to a variety of conflicting experiences that 

can have a profound impact on their professional development. 

 In particular, research suggests that students typically experience conflicting messages about 

professional behavior within in-patient hospital settings (Hafferty, 1998). Professionalism 

dilemmas reported in the literature involve students experiencing conflict between pre-clinical 

teaching and actual patient care, students witnessing or participating in breaches of patient 

dignity or patient safety, and students experiencing abuse.  

 Conflicting messages affect students at different levels.  At a behavioral level studies have shown 

that students often respond with inaction for fear of jeopardizing their grades and career 

prospects (Doulougeri et al, 2016). At an emotional level, research also shows that medical 

students feel anger, resentment and guilt in the face of professional dilemmas (Rees et al., 2013).   

This in turn leads to moral distress, which in turn manifests as negative emotional reactions 

arising from the thwarting of an individual’s desire to take the right course of moral 

action(Gaufberg et al., 2010; Monrouxe, Rees, & Hu, 2011b; Wiggleton, Petrusa, Loomis, Tarpley, 

Tarpley, OʼGorman, et al., 2010). However, very little is known about the way these conflicting 

experiences are processed at a cognitive level. In other words, to what extent do medical 

students reflect or learn from the conflicting experiences they encounter during their education?  

Mezirow (1991) defines reflection as “the process of critically assessing the content, process, or 

premise(s) of our efforts to interpret and give meaning to an experience” (p. 104). Mezirow’s 

model views reflection as an essential part of the learning process. The model identifies different 

levels of reflection and sorts them into a taxonomy in which learning behavior is viewed as a 

transformative process. In this bottom up model there are 3 non-reflective levels (habitual 

action, thoughtful action, and introspection) and 3 reflective levels (content reflection, process 

reflection, and premise reflection). According to Mezirow, “content reflection” is an examination 

of the content or description of a problem. “Process reflection” involves checking on the 

problem-solving strategies that are being used. “Premise reflection” leads the learner to a 

transformation of meaning perspectives. Mezirow’s model describes assessing levels of reflection 
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in 3 distinct categories: non-reflector, reflector, and critical reflector. The model has been used to 

measure reflection primarily with journals and blogs used by nursing students (Jensen & Joy, 

2005; Wong, Kember, Chung, & Yan, 1995) 

Previous studies on conflicting experiences in medical education have used various methods such 

as questionnaires, focus groups and student essays on ethics (Gaufberg et al., 2010; Karnieli-

Miller et al., 2011, 2010; Monrouxe et al., 2011; Rees et al., 2013). A methodology, which can 

provide in depth information on the impact of conflicting experiences, is critical incidents 

analysis. Critical incident reports are short narrative accounts used in medical education. They 

represent short narratives of incidents that medical students judge to be important learning 

experiences. They present us with a “window” into the formal and informal messages 

transmitted via healthcare. Critical and/or memorable incidents represent the point at which an 

organization reveals important information as to what attitudes and behaviors are valorized 

(Brady et al., 2002). Mezirow posited that critical incidents enhance learning by providing access 

to experiences that facilitate personal growth. He called this transformative learning.  

Within the above framework, the present study aims at using critical incident analysis to firstly 

explore the types of learning associated with conflicting experiences, and secondly to identify the 

levels of critical reflection achieved by medical students.  

METHODS 

Sample and procedure 

The present study is part of a larger project exploring memorable experiences, emotions and 

learning in both clinical and pre- clinical students. The entire medical student body from a 

Medical school in Northern Greece was eligible to participate. Medical students were invited to 

participate via announcements in the university online platforms. Interested students contacted 

the research team to arrange an appointment for the interview.  

 

The study was in accordance with the Declaration of Helsinki (2001). According to the Aristotle 

University Research Ethics Board, ethical approval for medical education research, involving 
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medical students, where no intervention is applied, is not required. When interested students 

contacted the research team, the purpose of the study was explained to them in detail, 

anonymity and confidentiality were guaranteed. Participation in the study was voluntary and no 

incentive was given for participation.  

Training the interviewers- Peer interviewing 

Our previous experience with qualitative studies with medical students suggested that medical 

students might be reluctant to share a critical or memorable incident to someone outside of the 

medical school or someone involved in the formal medical curriculum, especially if the incident 

was regarded as negative. For this reason, we decided that engaging other medical students to 

act as interviewers would be less confrontational for participants, enabling them to share 

possible disturbing emotions and experiences (Byrne et al., 2015).    

Medical students participating in an elective course of Communication skills were invited to act 

as interviewers. The course is an elective for both pre- clinical and clinical students. Participation 

in the study as interviewer was voluntary and it was not associated with any incentive. EP, an 

experienced researcher and professor in communication skills, provided the interviewers with a 

training workshop (1 hour 30 minutes) including theoretical and practical elements of qualitative 

interviewing for research purposes, where the students practiced with each other, received 

feedback from their peers and then reflected on the process. In this workshop they were 

introduced to the principles of qualitative interviewing as well as ethics in research and they were 

provided with relevant reading material.  

In total 50 (from a class of 93) students volunteered to be interviewers and received the training. 

Among the interviewers 35 were female students and 15 were male students; 13 were preclinical 

students and 37 were clinical students. Taking into account the number of participants included 

in the study every interviewer conducted approximately two interviews. The assignment of 

interviewers and students was quasi-random and availability of time of both parties was a factor 

in matching the interviewers and students.  
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Data collection 

According to the Aristotle University Research Ethics Board, ethical approval for medical 

education research, involving medical students, where no intervention is applied, is not required. 

When interested students contacted the research team, the purpose of the study was explained 

to them in detail, anonymity and confidentiality were guaranteed. Participation in the study was 

voluntary and no incentive was given for participation.  

During the interview participants were asked to describe a critical/memorable that occurred 

during their studies, without suggesting whether it had to be a positive or negative event. In 

addition, medical students were invited to reflect on this event and report what had they learnt 

out of it.  Interviewers assigned a special code to each audio file, containing the interview, and 

gave it to the first and second author without any personal identification.  In total 104 students 

consented to be audio recorded.   

Data analysis 

The focus of the present paper was on medical students’ conflicting experiences within clinical 

settings, so for the present analysis only incidents reported by clinical students, were included in 

the analysis. This resulted in 70 critical incidents narrated by 70 students at the clinical stage of 

medical education. 

The first author, who does not work in the medical school and has sole access to the audio 

recordings, transcribed verbatim all interviews. Two researchers independently analyzed and 

coded the data and compared their results. The authors independently undertook an inductive 

thematic analysis of the data, reading, re-reading, coding, and categorizing the data (Braun & 

Clarke, 2006). The independently generated themes were reviewed by the three authors and 

final agreement was reached. Interater reliability was high reaching 85%. Disagreements were 

resolved by the input of a third researcher.  Saturation of themes emerged after the first 20 

experiences.  

Given that the focus of this analysis was conflicting experiences within clinical settings, only 

memorable incidents reported by clinical students, describing such an experience were included 
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in the analysis. The included transcripts were subsequently categorized into three categories: 

Observed interactions between doctor and patient, personal interactions between student and 

patient, and interactions between doctors/trainers and students.  

Levels of reflection and learning 

During the first level of analysis every interview was examined for evidence of utilization of one 

or more of the elements of reflection as defined by Mezirow’s model. The next level of analysis 

involved placing students into one of three broader categories of non-reflectors, reflectors and 

critical reflectors as defined by Mezirow (1991) and utilized by Wong et al. (1995). Using the 

taxonomy of Mezirow’s, six levels can be identified. The first 3 levels are considered non-

reflective levels (habitual action, thoughtful action, and introspection). Students whose narratives 

were categorized in one of these levels were considered non- reflectors. Students exhibiting 

content and process reflection in their narratives were categorized as reflectors and finally 

students who were able to engage in critical reflection were categorized as critical reflectors  

RESULTS  

Demographic characteristics of participants 

For the present study 70 critical incidents, narrated by 70 medical students in clinical years were 

included in the analysis. All the narratives included conflicting experiences within clinical settings. 

From the participating students 18 were male and 52 were female. 45 students were in the 4th 

year of medical school, 16 students in the 5th year and 9 in the 6th year of medical school.  

Level of reflection in students’ narratives 

Firstly the content of medical students’ narratives was analyzed to identify the level of reflection. 

Medical students were categorized into non reflectors and reflectors. Below we provide specific 

examples of the different types of reflectors and non reflectors we identified. 

Mezirow’s taxonomy labeled students as: non-reflectors (no evidence of reflective thinking), 

reflectors (evidence of relating experience to learning opportunities) and critical reflectors 

(evidence of integrating reflective outcomes in professional behavior). 
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Table 1 provides details about the frequencies and percentages of critical incidents categorized 

across the different levels of reflection. As shown in Table 1, 54.3% of the students were 

categorized as non-reflectors according to Mezirow’s taxonomy.  

 

Table 1. Levels of reflection 

  Frequency Percent (%) 

Non reflectors 

 

Thoughtful action 

Introspection 

Content reflection 

Process reflection 

Premise reflection 

 

Total 

19 27.1 

19 27.1 

Reflectors 

 

18 25.7 

13 18.6 

Critical Reflectors 1 1.4 

 

70 100.0 

 

Non reflectors 

In our sample, students categorized as non reflectors provided narratives corresponding to 

thoughtful action and introspection categories. We did not have any example of habitual action. 

Habitual action includes a description of an act performed without thought or having to focus or 

a description of the course of events. Given that in our study we asked students to describe a 

critical event and reflect on it, we did not have example of habitual action. 

Thoughtful action 

This category describes narratives of students who after observing a critical incident they made a 

statement drawing up existing theoretical knowledge without consciously processing alternative 

options or justifying why a certain choice should be made. No interpretation of their rationale is 

provided. For example, after observing a rude behavior exhibited by a doctor to a patient, a 

reflection such as “doctors should treat patient with more respect”, is logical and expected and 
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draws upon theoretical knowledge of patient- centered care but it does not explain why it is 

important for a doctor to exhibit respect to a patient. 

Introspection 

This category entailed narratives of students that referred to students’ thoughts about oneself, 

one's own thoughts or feelings about performing a task or observing a critical incident. In this 

narratives, no comparison between the critical incident and / or one's previous experiences, nor 

are there any thoughts as to why these feelings occur or what they might lead to. An example of 

this is the following: 

It was the first time I was seeing someone in such a terminal situation. I felt so sad for how short 

life can be for some people.  

This statement connects the actual experience with student’s feelings without providing any 

elaboration on what these feelings actually meant him or whether these feelings were associated 

with any subsequent action or behavior. 

Reflectors  

Content reflection 

This category included students who explained what they thought, felt or acted when facing a 

critical incident. They questioned or interpreted their behavior and they consciously chose a 

certain course of action.  

I approached an instructor to ask some details for the class and some questions about the format 

of the upcoming exam. He did not seem willing to devote time to me. He was quite rude and I felt 

very frustrated. However, I thought that I would not gain anything from reacting also badly so I 

asked again politely, hoping that I will get an answer.  

The student facing a rude behavior by an instructor felt frustrated. Despite her negative feelings 

she consciously chose to continue insisting for answers politely knowing that arguing with the 

instructor would not help her. 
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Process reflection 

In this category students described a critical incident and they elaborated on their thoughts, 

feelings, actions and they evaluated them with regard to their effectiveness. For example a 

student who had to deal with a disruptive family member described it as follows: 

Once I had to take history from a patient whose sister was constantly interrupting him to add 

more details to his answers. Initially I felt irritated but I thought that would not help me continue 

the process so I did not react and I let her continue. The reason was that I realized that in certain 

moments her assistance was useful because she was adding valuable information but there were 

moments that she was confusing the patient further. So I learnt that the accompanying person 

can be useful as long as you can deal with the patient and not be distracted from your work. It is 

important to set some limits. 

In this example the student acknowledged that being interrupted constantly by the 

accompanying person was irritating. She weighted the pros and cons of having the accompanying 

person present to the process and decided to allow her being there given that she could add 

valuable information. On the other hand, the student recognized the importance to of setting 

boundaries in order to achieve a good outcome. 

Critical reflectors 

Premise reflection 

This category included only one narrative. To be categorized as critical reflection the student 

provided a detailed analysis of the problem as well as consequences associated with the problem 

and alternative choices. In a critical reflection the person reinterprets the current situation in a 

way that a different course of action would be followed next time.  

Once my supervisor asked me to provide stitches for a patient who had been just admitted to the 

hospital. When the patient saw me he reacted really badly and he refused to allow me to do the 

stitches, calling me a kid. I initially got shocked; however I tried to convince him. I realized that the 

patient was scared and probably did not have anything against me, but it was normal to question 

my skills due to my young age and the fact that I was only a medical student. I tried to convince 
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him by saying that I have performed this procedure before and that I was there to help him. I tried 

to seem confident. I realized that several patients might question my skills. From this experience I 

learnt that by using the appropriate arguments and clinical experience you can convince even a 

negative patient but it is important to exhibit patience and confidence to yourself. 

Themes of learning  

Table 2 summarizes all learning themes present in the critical incident narratives.  In the 

following sections the learning associated with different types of interactions within hospital 

settings are presented. Figure 1 summarizes the themes emerged within each type of interaction.  

 

Figure 1. Themes related to the different types of interactions between medical students, 

doctors and patients 

 

Student- Patient Interaction 

• The importance of 
communication skills 

• Need for emotional 
management 

• Developing empathy for 
patients 

Doctor- student interaction 

• The value assigned to 
teaching of students  
• Teaching qualities of 
doctors 

Student  

Patient  Doctor  

Doctor- Patient Interaction 

• Treating patients as a whole - 
Emotional aspects of care  

• Doctors as role models  
• Working under pressure 
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Table 2. Themes and reflection emerged from medical students’ narratives 

Themes Short excerpts from students narratives 

Observed interactions between 

doctors and patients 

Doctors not answering questions or 

addressing concerns of patients 

The doctor announced to a patient without -approaching her- that she had to move to the 

surgery department. When the patient, worried ask for some explanations, he started shouting 

“I said a very simple phrase, what didn’t you understand?…I don’t care where you will go, I just 

want you to leave this room 

Doctors concealing diagnosis or 

prognosis  

I realized that the patient was not aware of the prognosis of her disease. When I asked the 

doctor, “why don’t you inform the patient for her condition?” the answer was: “This is the policy 

we follow in this clinic”. 

Doctors behaving to patients in a rude, 

disrespectful way 

The supervisor made a derogatory comment for the educational level and ethnicity of the 

patient in front of him 

Doctor minimizing patient’s pain or  

ignoring patients in pain from not being 

an urgent situation 

The patient was suffering from pain and when I asked the doctor why don’t  we provide him 

some with some painkillers he said “he is exaggerating, he just feels a small bite that’ s all” 

Doctors making racist attributions for 

patient  

The doctor said that because of his ethnic background, the patient should undergo more exams, 

because people in his ethnicity usually lie for their health 

Doctors making fun of patient Doctors constantly making fun of patients about their clothes or their hair. They always 
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characteristics behind patients’ back comment on whatever characteristic the patient might have. 

Doctors submitting patients into 

repeated exams for meeting educational 

needs 

The patient seemed exhausted and almost ready to cry after all this repeated exams. When he 

asked the doctor to stop, the doctor answered “The students have also to learn” 

Doctors ignoring patients complaint or 

reluctance to undergo repeated 

procedure for educational needs 

The patient was not being admitted to surgery because it was a good learning experience for us, 

even though we could see that he was suffering.. 

Doctors exhibiting reassuring and 

supporting patients in distress 

The patient looked really worried and she asked the doctor “Doctor, am I going to die? So the 

doctor approached her, held her hand and said: Don’t be afraid, we are doing whatever is 

possible to help you 

Doctors addressing patients’ concerns in 

a clear and understandable way 

The patient had visited the doctor to show him the results of her exams. The patient was really 

worrying and the doctor was trying to reassure her that everything in her exams was normal. To 

convince her, he devoted enough time and he even brought some books from his bookcase and 

showed her pictures of abnormal exams and invited her to compare together the differences. 

She immediately seemed more relieved and I found this idea of the doctor brilliant.  

Doctors reacting fast and accurately in 

urgent situations 

A man was brought in the emergency department with a heart arrest. Doctors without losing 

time, did whatever was possible to save him. Finally the patient opened her eyes and she 

thanked the doctor for saving her life. I felt so grateful that I was there. 

Doctor freeze and being unable to react They brought us this girl after a serious car accident. The parents were with her crying and 
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shouting. The resident on shift was just standing there unable to react. She was not answering to 

the questions of the others around her. I was really worried. I was thinking: is she going to 

collapse now? 

Personal interactions between 

students and patients 

 

Contact with a person in terminal 

disease for the first time 

It was the first time; I was seeing someone in such a terminal situation. I felt so sad for how short 

life can be for some people 

Contact with a patient in pain  The patients was moaning from pain, it was really penetrating 

Contact with a patient dying The patient had a blue green color, his wife was shouting and I could not believe I was seeing a 

person dying in front of me. 

Challenges in communication with 

patients 

 

Taking history from a patient in 

severe situation  or an older patient 

The patient was quite old and tired and was not very collaborative in answering my questions or 

undergoing physical examination. At the end, I quitted from trying 

Contact with a difficult patient The patient was very weak but when she asked how old I was and I told her I am still a medical 

students, she started pushing my hand away not allowing to do blood taking 

Contact with a patient with language 

barriers 

The patient did not speak xxx or English, so we tried to replace the verbal interaction with some 

non-verbal cues during examination 

Personal interactions between  
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students and medical educators 

Medical educators not arriving in 

lesson, or arriving late 

Medical educators arriving 

unprepared for the lesson 

I feel that no one in Medical School respects the effort we do to enter and succeed in this faculty. 

they simply do not care about us 

Medical educators seemed bored and 

unmotivated while teaching 

Medical teachers should realize their responsibility as educators and show more willingness to 

devote some time in us. 

If you do not run after them…no one wants to teach you anything 

Medical educators making sexist 

comments regarding specialty choice 

During a conversation we had with a teacher of us, he told us that according to him, women should 

not follow surgical specialties. I thought “Oh God, who allows to those people to teach future 

doctors?” 

Medical educators embarrassing 

students during bedside teaching for 

not 

answering questions 

I had a question so I asked the professor. Then she started saying that she will not accept such 

stupid questions anymore and that what I asked was very silly. I did not react then to defend myself 

and after that, every time I have a question I hesitate to ask and I am wondering whether my 

question is silly or whether I was supposed to know the answer already.   
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Lessons learnt from observed interactions between doctors and patients 

The main learning themes associated with interactions among doctors and patients included a) 

Treating patients as whole- Emotional aspects of care b) Doctors as role models and c) Working 

under pressure 

Treating patients as a whole-emotional aspects of care 

Both positive and negatives narratives prompted students to respect patients’ needs, 

preferences:  

Doctors should exhibit respect towards patients and not treat them only as medical cases. They 

should treat them as humans.  

They also prompted them to reflect that part of doctor’s job is to provide reassurance and 

address the emotional needs of a patient.  

I realized that among a doctor’s duty is not only to heal the patient but also be present and 

support him emotionally if needed. 

I will always remember the behavior of the doctor and I would like in the future to spend more 

time with my patients in order to reassure them.  

Doctors as role models 

Through their narratives medical students seem to elaborate on the qualities of a "good doctor". 

Those included being a good listener, having patience, showing respect, and taking time to 

address all patients’ concerns. A good doctor should be patient, a good listener and 

understanding, not rude but always patient and ready to listen to what the patient wants to share 

with him.  

Working under pressure 

In addition a main theme concerning the qualities of a good doctor was the ability to manage 

successfully his emotions and perform under pressure. 
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Many times during our career we will face situations that are emotionally intense and we have to 

find the way to handle our emotions in order to do our job 

Lessons learnt from personal interactions between students and patients 

From these incidents students learnt that the importance of communication skills and emotional 

management for effective patient care. 

The importance of communication skills 

Students realized that interactions with patients require not only clinical knowledge and skills but 

also the ability to communicate effectively and reassure the patient. 

The patient did not want me to perform the venupucture. I knew I could do it, but I did not know 

how to convince him and defend myself. I learnt that it does not matter how confident I feel for 

my skills I have also to use the appropriate arguments to convince the patient who, 

understandably, is worried.  

Need for emotional management 

Students reported several conflicting emotions associated with the first contact with students, 

such as nervousness, excitement, and sadness. In addition, feeling insecure about their ability to 

handle the situation made students realize the importance of managing their emotions. 

What I learnt from this event is that your life can change in a moment. Apart from that, I couldn’t 

sleep the whole night, I was thinking of the patient for many days. I realized that I shouldn’t 

identify that much with my patient, I should be tougher. If I was tougher it would be better for me 

because I could sleep in the nights but also for her because I would be more available for her  

However, there were students who regarded dissociation of feelings as an unavoidable side 

effect of care giving. 

Unfortunately what I learnt was that all of us, or some of us, will be forced to disengage from our 

feelings and do the job that we are paid for and not our job in its essence. 
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Developing empathy for patients 

Direct contact with patients helped students to adopt the patients’ perspective and develop 

empathy. 

For the first time I realized how insecure a patient might feel, this incident helped me see also the 

perspective of the patient; I wouldn’t like to be sick and being treated like this 

When I will become a doctor I would like to give more attention to my patients, to show more 

interest for them because I would not like to be in their situation, coming back home and being 

stressed for my health and not having anyone to address my questions and trust  

Lessons learnt from personal interactions between students and doctors 

In this category of incidents medical students mainly reflected on the difference they observe in 

doctors depending whether they are engaged in clinical or teaching activities, and the teaching 

qualities that medical educators should exhibit.  

The value assigned to teaching   

Several times medical students described incidents were they felt a burden for their teachers. 

Many of them reported that teaching for many doctors was not considered as important as 

treating their patients and that reflected on the quality of teaching and the motivation of 

students. When encountered with incidents of haphazard teaching students felt that clinical 

teachers did not respect them enough. Many of the students stated that they feel abandoned 

without guidance. Students expressed their need to feel their teachers are approachable and 

interested in them.  

What I learnt is that teachers should be approachable and it is their duty to answer to our 

questions and respect us. It will be helpful if they could empathize and reflect how they were 

feeling in our age, because if a student is intimidated and is hesitating to ask questions, he is not 

going to learn. 
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Teaching qualities of doctors- doctors as medical teachers 

Positive role models with regard to teaching were medical teachers showing engagement, 

motivation, and willingness to spend time with students. Doctors who were clinically competent 

but also empathetic and respectful were valued positively. 

I was really impressed by a teacher who was a bit late in our class, he was the only one who 

apologized and he stayed longer after the end of the class to answer questions, repeating how 

sorry he was for his delay. I realized that even though I am disappointed by our teachers, there 

are some, who after a night shift or a long day still have the motivation to teach us. 

Discussion  

Using the methodology of critical incidents reporting, the present study explored the levels of 

reflection, and perceived learning associated with conflicting experiences during medical 

education  

As supported by previous studies, the  majority of incidents reported by students were related to 

breaches of patient- centered care and were part of the hidden curriculum of medical 

education(Gaufberg et al., 2010; Karnieli-Miller et al., 2010; Rees et al., 2013). Medical education 

requires discourses of professionalism which illuminate the impact of the hidden curriculum, to 

enable students to identify and resist its negative impacts. Viewing the learning experience of 

students can help clinicians appreciate how their attitudes play an important role in influencing 

physician behavior.   

Participants also discussed learning associated with interactions, – either direct ones between 

doctors and patients, or observed ones between doctors and patients. This is in agreement with 

Lave & Wenger' s (1991) research on “communities of practice” which approaches the concept of 

learning as a sociocultural experience.  

Memorable lessons associated with the above incidents, included the importance of a holistic 

approach to patient care, communication skills and the successful management of patient 

emotions. Being able to regulate their own emotions, and work under pressure, were lessons 

related to their qualities as future doctors.  
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  In terms of reflection, less than half of the students describing a critical incident reflected upon 

it. This indicates that students who experience challenging or conflicting situations in a clinical 

setting do not process them at a cognitive level, which is important in order to achieve academic 

or personal benefits from the experience.  Critical reflection has been linked with better 

professional development (Andersen, Hansen, Søndergaard, & Bro, 2008; Boenink, Oderwald, De 

Jonge, Van Tilburg, & Smal, 2004; Mann et al., 2009; Plack, Driscoll, Marquez, & Greenberg, 

2010). If medical students do not engage in reflection to the level of integrating the learning from 

the reflection into future practice, then it is likely they are not progressing to the reconstructive 

phase of the clinical learning, where behavior change occurs. Through reflection medical students 

can gain new insights regarding clinical practice through self-awareness and critical, reflective 

evaluation (Carr & Carmody, 2006). As a result, many educational institutions have incorporated 

the ability to reflect as an objective of their curricula, premised on a belief that reflective thinking 

is something that can be developed rather than a stable personality trait (Sandars, 2009). In 

addition, the fact that reflection at different levels can be assessed means that it can be 

potentially improved (Boenick et al., 2004). 

Limitations 

The study was conducted in one medical school so results are limited to the learning 

environment of this medical school. We cannot exclude a retrospective bias given that we asked 

students to recall an event and given that the sample was self-selected we cannot exclude that 

responders differ in experiences by non-responders. In addition, most of the studies exploring 

the reflecting thinking of medical students have traditionally used written narratives in the form 

of reflective journals, blogs or assignments. In the present study, critical incidents were assessed 

through individual interviews and this might have prompted students to narrate the facts more 

than critically evaluating and reflecting on them.  

Conclusion 

Medical students are commonly exposed to conflicting experiences that can have a profound 

impact on their professional development. These incidents elicit dilemmas regarding the 

appropriate course of action and reaction. Even though such incidents provide opportunities for 
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medical students to reflect on professionalism, we need to further investigate what is the impact 

of conflicting experiences on medical students’ attitudes, and behaviors. Reflection on 

experience is an increasingly critical part of professional development and lifelong 

learning.  Teaching students to engage in structured reflection can have diverse practical results; 

such as better history talking and more effective communication. 
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SUMMARY OF FINDINGS  

The aim of this thesis was to explore emotional and cognitive processes taking place during the 

professional development of medical students. This study utilized the theory of the Hidden 

Curriculum as an approach to explore the implicit learning taking place during medical school 

that shapes medical students’ professional values, attitudes and behaviors. The Hidden 

Curriculum theory (Hafferty & Franks, 1994) provided a theoretical framework to investigate how 

medical students’ professional development was influenced by role models and mentors. The 

concept of the hidden curriculum explores the reasons for the disconnection between officially 

stated values and goals of the formal curriculum of medical education and the values exhibited in 

practice by the members of the community of practice. 

The first objective was to identify the core features of the hidden curriculum in medical 

education and how they influence the emotional and professional development of medical 

students. To explore this issue, a synthesis of the qualitative literature on medical students’ 

experiences of hidden curriculum and professionalism was conducted (Chapter 2).  

Chapter 2 explored the core features of the Hidden curriculum and the “hidden messages” 

transmitted in medical education that often contradict formally transmitted messages related to 

professionalism and patient care. In the literature review we approached the Hidden curriculum 

as the implicit messages that students received while socialized in the profession, without 

focusing only on negative aspects. We approached the Hidden curriculum as a balancing act 

where students try, through the observation of numerous and often controversial experiences to 

set priorities resolve dilemmas and make sense of their developing professional identity. 

The review revealed numerous hidden messages transmitted in medical students during their 

training. Those messages were related to the conflict between patient centered care (e.g. it is 

important to respect patients’ priorities and wishes related to their disease management) and 

disease centered care (e.g. doctors’ jobs is to treat the body and not the emotions or other 

aspects of patients’ life or being committed  to patient care can counterbalance any lack of 

respect and uncivil behavior exhibited by a doctor); the conflict in prioritizing students’ learning 

(e.g. doctors, despite their level of experience, are allowed to do unpleasant things to patients for 
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their own learning) instead of patient welfare; conforming with medical culture (e.g. suppressing 

personal values to fit in a group is acceptable or the people high in hierarchy are considered 

untouchables) instead of confronting it and managing often unrealistic expectations related to 

medical profession (e.g. doctors are expected to sacrifice their own health for their job; 

Complaining about the workload might indicate a lack of commitment and it should be avoided; a 

doctor should always show confidence and show uncertainty in his interactions with patients). 

The synthesis revealed that medical students are exposed to contradicting messages related to 

patient care, their own role in the organization and contradicting expectations of their role and 

responsibilities. 

In Chapter 3 we explored what type of daily incidents occurring in medical school or the hospital 

do medical students consider memorable.  We used a diary study methodology where students 

shared one interesting experience from medical school or hospital everyday for a week.  

After completing the diary, two focus groups with pre- clinical and clinical students were 

conducted, to reflect back on the incidents as well as the categories created based on the 

analysis of their diaries. 

Students’ daily diary reports included a) interactions and relationships between teachers and 

students during formal learning activities either at preclinical or clinical stage, b) observed 

interactions between doctors and patients in the hospital, c) interactions between students and 

patients d) observed interactions between healthcare professionals in hospital settings. Medical 

students’ reflection on the learning associated with the reported daily experiences included the 

following themes: medical teachers as role models, professionalism and qualities of a good 

teacher/doctor and the importance of building a trusting and respectful relationship with 

patients.  

After analyzing students’ experiences and their reflections about them we explored which 

underlying factors could have contributed to the different reflections of students. We identified 

organizational, relational and individual aspects of the hidden curriculum accountable for the 

different perceptions. Relational aspects included: the direction of relationships (one directional 

versus two- directional relationships) between teachers and students, doctors and patients, 
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students and patients. Organizational aspects included: a) an environment that values learning b) 

an environment of respect for its members. At an individual level, students referred to their 

motivation, competence and professional attitudes as interacting with the abovementioned 

organizational and relational aspect of their learning environment. This study highlighted the 

importance of active and student centered learning, feeling valued as a learner and respected as 

an individual as core characteristics of the experiences students encounter in their daily training. 

Those themes were observed in both pre-clinical and clinical students’ experiences, making clear 

that informal, implicit or hidden aspects of curriculum coexist with formal learning activities. 

Chapter 4 described memorable incidents from medical students training involving an observed 

or experienced disruptive behavior exhibited by a senior doctor towards students and patients. 

Incidents of disruptive behavior had as a perpetrator always a doctor and as a recipient of the 

behavior, patients, students or colleagues lower in hierarchy. Incidents of uncivil behavior 

towards patients included calling the patients with the name of their diseases and not with their 

actual name, talking rudely to them, ignoring patient’s questions or not addressing their concerns 

or minimizing their pain and suffering. Regarding uncivil behavior towards students or colleagues, 

incidents of favoritism or shaming of students were reported. Reported feelings included: shock, 

surprise, shame, feeling unease, sadness or pity.  Inaction was the most commonly reported 

reaction in the face of such a behavior. Reflections regarding respect and need for positive role 

models were shared by medical students. 

Chapter 5 focused on memorable experiences associated with emotions and the emotion 

regulation processes medical students’ used to deal with them. Forty seven out of 54 incidents 

that included a reference to emotions described a negative incident associated with negative 

emotions. The most frequently mentioned emotion was shock and surprise followed by feelings 

of embarrassment, sadness, anger and tension or anxiety. Students in our study chose not to act 

in several situations even though their personal values were into contrast with the attitude or 

behavior exhibited by the doctors. The most frequent reaction was inaction often associated with 

emotion regulation strategies such as distraction, focusing on a task, suppression of emotions 

and reappraisal. When students witnessed mistreatment or disrespect exhibited towards 

patients, the regulation strategy used involved focusing and comforting the patient. 
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Chapter 6 explored learning associated with critical incidents and levels of critical reflection 

among medical students. Students’ experiences derived from 3 types of interactions: observed 

interactions between doctor and patient, personal interactions between student and patient, and 

interactions between doctors and students. Reflections deriving from the experiences included: 

behaving to patients as humans not as cases, emotional aspects of care, doctors as role models, 

skills needed when working under pressure, ‘tasting’ the real profession, emotional 

management, the importance of communication skills, teaching qualities of doctors, becoming a  

doctor, and reflections of future practice. Analyzing the actual level of reflection indicated that 

only 32 (45%) students were categorized as reflectors. These conflicting experiences can have a 

profound impact on their professional development of medical students. These incidents elicit 

dilemmas regarding the appropriate course of action and reaction. Even though such incidents 

provide opportunities for medical students to reflect on professionalism, our findings suggested 

that medical students’ were not maximizing such learning experiences.  

Figure 2.  summarizes the core findings of the present PhD Thesis 
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Student  

Patient  Doctor  

Figure 2.  Core findings of the present PhD Thesis 
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General Discussion 

Professional development through interpersonal relationships  

Our studies indicated that a great deal of the professional attitudes and behaviors of medical 

students are shaped in interactions with their clinical environment, peers and educators. Either 

when asking students to record daily events occurring in medical school or hospital or when 

asking to describe memorable experiences, the majority of themes were related to the 

interaction with others. This is in accordance with other studies exploring the hidden curriculum 

and suggest that interpersonal relationships play an important role in shaping medical students’ 

professional identity (Hafferty et al., 2014). Casual and haphazard interactions between students 

and teachers, students and patients were in the core of medical experiences in accordance with 

several studies exploring the same topic (Adkoli et al., 2011; Gaufberg et al., 2010;Karnieli-Miller 

et al., 2010; Monrouxe et al., 2014). 

The importance of role models as well as the importance of peer support was underscored in the 

present study, in agreement with recent literature on the topic (Byszewski et al., 2012; Gaufberg 

et al., 2010). In addition the importance of learning taking place via social activities was 

identified. Bernard et al. (2011) distinguished this learning in: (1) social activities formally 

structured and intended, (2) social activities that are more informal, unplanned, and unscripted, 

and (3) influences, such as organizational culture and place, that are more invisible and ethereal 

in their presence and impact. Our study confirmed that students’ learning occurs through social 

interactions and that implicit, informal aspects of learning such as the direction of relationships, 

the perception of the environment as appreciative towards learning and respectful towards 

individuals can be found at both the preclinical and clinical stage of training- shaping students’ 

motivation to learn, development and acquisition the appropriate clinical competences and 

professional attitudes. 

Those findings confirm that medical students learn from observing what others are doing rather 

than saying. It also highlights not only the importance addressing professionalism issues and 

lapses at a theoretical level through formal lectures embedded in the formal curriculum of 

medical education, but actively promoting a culture where professionalism is role modeled in 

Organizational aspects 
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practice by medical educators who are aware of the non verbal messages they transmit while 

teaching. Even though it is important that the formal curriculum provides knowledge regarding 

the importance of professionalism values-in theory; it is equally important to recognize and 

address all those behaviors exhibited in clinical practice that provide conflicting messages 

regarding values–in action that can undermine the professional development of medical 

students. 

Emotional development in medical students  

Emotions are an integral part of learning and development in medical training. Even though 

several studies have explored the emotions associated with memorable incidents and lapses of 

professionalism, they have not focused on the ways students regulated their emotions 

(Monrouxe, 2010a; Monrouxe et al., 2015b; Rees et al., 2015). Our study confirms the occurrence 

of negative emotions reported in previous studies but extends the literatyre in exploring also the 

associated mechanisms of emotional regulation. For this objective the emotional  regaulation 

taxonomy of Gross and John (2003) was employed. In accordance with their theoretical 

framework, inaction associated with suppression of emotions was the main emotion regulation 

strategies reported by the medical students. Other emotion regulation strategies included 

reappraisal of the stressful situation by justifying bad behavior and focusing on the positive 

competencies of a doctor. Regarding the suppression of emotions, it can be a useful as a short 

term regulation of intense emotion so the student will not lose their control and accomplish a 

task successfully. However, in the long term it can lead to depersonalization, burnout and 

cynicism. (Billings et al., 2011; Rogers, Creed and Searle, 2014) 

Regarding reappraisal, students tended to reduce the emotional intensity of the incident by 

reappraising the situation and putting an emphasis on the external circumstances that could be 

influencing the inappropriate behavior. There is a tendency for medical students to engage in 

cognitive dissonance – meaning s/he is a ‘good’ doctor just having a bad day. Such attributions 

are supported by a culture were clinical skills are judged to be more important than interpersonal 

skills.  Thus, the clinical outcome is more important than the ‘bed-side’ manner.   
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Reflectivity 

Another objective of the present study was to explore learning associated with memorable 

incidents occurring during medical education and the reflections of students related to them. 

Reflection on experience is an increasingly critical part of professional development and lifelong 

learning (Gustafsson & Fagerberg, 2004).   

In our sample of students, nearly half did not engage in critical reflection related to the 

memorable experiences. Teaching students to engage in structured reflection can have diverse 

practical results; such as better history talking and more effective communication. Through 

reflection medical students can gain new insights regarding clinical practice through self-

awareness and critical, reflective evaluation. Several studies have underscored the importance of 

instilling  reflexivity in medical education (Blatt et al., 2007; Gustafsson & Fagerberg, 2004). It is 

important to note that in the Medical School of the study participants does not provide   formal 

training of medical students in reflective practice. According to Pitts (2010), “While there is 

potential for learning in any situation, the greatest source of learning is from other human 

beings, in particular peers and patients”.  

Thus, the development of reflective practice encourages formative learning at all stages of 

medical training. Educators and students would benefit discussing the metacognitive dimensions 

of learning and the theories underpinning the process of reflection to facilitate their reflective 

competence. Developing self-awareness and competence to think about previous experiences, 

what is happening in the moment and what could happen in the future are imperative for 

improving the individual’s own actions and those of others in a range of contexts and different 

time frames. 

Contributions to the field 

The present PhD thesis contributed to the existing knowledge through the use of its methodology 

as well as the findings with regard to professionalism, emotions and reflection strategies 

employed by medical students.  
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Regarding the use of methodology, we employed a triangulation of methods to explore the thesis 

research questions. We found that the type of methodology used in data collection yielded 

different results. 

When we used diaries as an approach to collect everyday experiences, the occurrence of positive 

and negative events reported by medical students was balanced indicating that during a typical 

week, students are exposed to several behaviors that are both positive and negative. However, 

during the focus group and the individual interview study, the majority of events reported by 

students were predominantly negative. Thus, it is important to be aware of how the 

methodology used in a study might affect the events that medical students will share with us. 

In the qualitative study, with the individual interviews, we employed an innovative strategy in 

data collection- the peer interviewing. This methodology, allowed us to teach and involve 

medical students in research and make them aware of the importance of exploring 

professionalism. In addition, using peer interviewers facilitated the interviews given that students 

were feeling more comfortable sharing potentially stressful events with their peers. Peer 

interviewing is a way to facilitate the sharing of emotionally intense experiences by medical 

students and it could also be used as an organizational intervention to promote awareness 

regarding professionalism. 

In terms of the contribution to current knowledge, the systematic review of the hidden 

curriculum was the first one synthesizing and creating a taxonomy of the hidden messages of 

medical education. This review summarized the most common contradictory hidden messages 

medical students are exposed to, and it can offer a guide for educators to acknowledge and 

address such contradictory messages when they are encountered in clinical practice. It can also 

contribute to the development of a check list of behaviors encountered in clinical practice that 

educators should actively exhibit as role models. 

 Most of the studies on the topic of hidden curriculum have reported the occurrence of emotions 

but they have not explored the emotional regulation strategies and levels of relfection employed 

by medical students. The present thesis contributed to the advancement of knowledge regarding 



Chapter 7 

196 
 

emotion regulation strategies used by medical students in the face of critical incidents as well as 

the reflection levels associated with the learning outcomes deriving from these incidents. 

These studies were both innovative and are reference for future studies aiming to explore 

emotion regulation and reflection of medical students and healthcare professionals.   

Methodological considerations 

The research employed to answer the research questions in the present thesis was relevant, 

rigorous and based on a strong theoretical framework.  

First of all, an increasing number of studies are highlighting the importance of emotional factors 

and emotion regulation processes involved in medical training that often remain not formally 

addressed by the formal curriculum and remain strongly shaped by the hidden curriculum. Thus, 

the research is relevant and timely.  

This thesis contributed to the exploration of the core features of the hidden curriculum and 

highlighted how the hidden curriculum can be manifest even during formal teaching when 

doctors’ behavior contradict formally supported values and professional behaviors. It also 

confirmed the importance of role models in shaping medical students’ professional attitudes and 

provided insight into the emotion regulation process that medical students use when facing 

challenging situations. 

Secondly the research is rigorous. Issues related to reliability, internal validity, and 

trustworthiness in qualitative research were accomplished by describing in detail the research 

actions included in each study and provision of real data as examples in  the results sections. 

We used a variety of methodologies to collect data, such as diaries, focus groups, and individual 

interviews. In an attempt to reduce research bias in data collection we employed a peer 

interviewing methodology that brought several merits to our study. 

Having medical students as peer interviewers, we aimed to adopt an “insider” perspective in data 

collection, where medical students participating in the study would be invited to share personal 

and potentially distressful experiences, not with a researcher but with an insider of the 

organization like themselves. As an Insider we refer to being a member of the community that is 
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the subject or focus of the research, not just having access or connected to that community 

(Warr, Mann, & Tacticos, 2011). Having students, rather than researchers, interview other 

students, lessens the power differential.  

The use of several qualitative methods allowed for further data triangulation. In each data 

analysis at least two researchers were involved to achieve a better understanding of data and 

interpret them in a deeper level. 

In addition, we based our studies on strong theoretical frameworks. The paradigm used was 

constructivist that conceptualizes knowledge as subjective and co-constructed between the 

individual and their environments. We used Social Learning theories, such as the Social Cognitive 

Theory, and the hidden curriculum and socialization to approach as completely as possible this 

complex data set. 

Alongside with the strengths of our study there are also important limitations to acknowledge. 

Firstly, all data are based in medical students’ self reports not allowing for objective 

measurement of the examined variables. Secondly, the studies were conducted in one single 

Medical School, making the generalisability and transferability of data difficult. Finally, when 

analyzing qualitative data the influence of the researcher in something to consider given that the 

process of interpretation can be subjective.  

Implications for future research 

The thesis leads to important questions that future studies could address. First of all, the thesis 

indicates that there is a need for empirical research to address important questions regarding 

institutional culture and faculty development.  

Medical schools face inconsistencies in the culture and structure of their workplaces, ambiguities 

about the nature of their work, and questions related to their professional identities. Thus, it is 

important that future studies should explore how can medical educators design faculty 

development programs that address these aspects of the hidden curriculum?  
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In addition, it is important to explore how can the academic medicine community align faculty 

development programs with both the culture of the organization and the faculty experience 

within the organization?  

Given that we found that exposure to hidden curriculum, affect students at an emotional and 

professional level, prospective longitudinal studies of causes of distress and well-being among 

medical students and their causal relationship to aspects of professionalism would be particularly 

useful for informing medical curricula. 

Development of intervention programs to counteract the effect of the hidden curriculum, 

promote, emotional awareness, reflection and professionalism should be implemented and 

evaluated in comparison with other important curriculum objectives such as clinical performance 

or patient centered care. 

Implications for practice 

Bringing the results in the Greek Context 

As the medical students indicated in our study, the medical curricula in Greece focuses almost 

exclusively on clinical knowledge and skills, and professionalism is not addressed as part of the 

formal curriculum.  

The results of the present thesis highlight the importance and the need to address issues of 

professionalism, emotion awareness and regulation and self reflection as part of the formal 

curriculum, so that students would recognize their importance and learn how to integrate them 

in their professional behavior. 

Formal courses should be added but most importantly, the hidden curriculum as described by 

medical students dominating in the clinical environment should be recognized and addressed. 

Medical students should feel encouraged to share and discuss important incidents related to 

clinical practice and be encouraged to reflect on them and process the emotions related to them.  

Below, we provide suggestions deriving from international literature on how to promote 

emotional development, reflection and professionalism in Greece. 
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Supporting Emotional Development and Reflection 

Key questions remain as to how medical schools can foster reflection and emotion related 

discussion in medical education. Medical students should be encouraged to reflect on their 

practice, emotions, decisions and values during training because this is something they will be 

required to do throughout their medical career (Gishen, Whitman, Gill, Barker, & Walker, 2016). 

Models of self-reflection share the premise that examining past experiences and assimilating 

what is learnt from this will act as a guide in future situations. A literature review  concerning 

reflective practice in healthcare professionals  found that when reflection was shared with 

colleagues it was more effective (Mann et al., 2009). Although the review did not find evidence 

regarding reflection improving patient care, they conclude that “awareness of uncertainty and 

validation of assumptions are part of reflective practice and might theoretically have the 

potential to improve patient care”. 

Several Medical Schools have implemented actions to foster self- reflection, empathy and make 

the students aware of the importance of emotions in clinical practice.   

For example, in postgraduate medicine in the UK, a number of initiatives have been introduced 

which aim to promote compassion and empathy in the individual and their institution (Batt-

Rawden, Chisolm, Anton, & Flickinger, 2013) 

Balint groups, which are facilitated small groups of healthcare professionals discussing 

emotionally challenging cases, are now widely used in primary care. Evaluation of balint groups 

indicate that they can increase job satisfaction and prevent burnout (Kjeldmand & Holmström, 

2008) 

Schwartz Centre Rounds (SCR) is also a popular model of reflective  practice (Lown & Manning, 

2010). SCR offers healthcare providers a regularly scheduled time to openly and honestly discuss 

the social and emotional issues they face in caring for patients and families. In contrast to 

traditional medical rounds, the focus is on the human dimension of medicine. Caregivers have an 

opportunity to share their experiences, thoughts and feelings on thought-provoking topics drawn 

from actual patient cases. The premise is that caregivers are better able to make personal 
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connections with patients and colleagues when they have greater insight into their own 

responses and feelings. The first pilots of SCRs in UK medical schools received positive feedback 

and the majority of medical students would welcome their integration into the formal curriculum 

(Barker, Conwell and Gishen, 2016; Gishen, Whitman, Gill, Barker and Walker, 2016). Schwartz 

Rounds have the potential to create a culture of openness when students will feel safe to explore 

negative emotions associated with professional dilemmas. In addition, Schwartz rounds can offer 

the environment where students can express their emotions and feel connected to each other 

and accept the normality of conflicting and negative emotions. 

Foster patient centered learning 

In our study we found that while the vast majority of learning experiences reported by medical 

students included a patient, the patient had a passive role in the story and often students felt 

they were learning on them rather than with them. In addition, several medical students 

characterized their first clinical interaction with patients as particularly stressful (Helmich et al., 

2012). 

Thus there is a double objective to be achieved. Firstly, students need to learn how to cope with 

the potentially stressful nature of initial patient contact more efficiently and secondly to view the 

patient as an equal member of the team so they can develop patient centered attitudes and 

behaviors. 

Regarding the first point, the medical education community has increasingly emphasized the 

value of early patient contact experiences for preclinical medical students. Dornan defined early 

clinical experience as pre-clerkship experiences with authentic patient contact in a clinical 

context that enhances learning (Dornan & Bundy, 2004). The objectives of such experiences can 

be to  develop  comfort with patients; to provide basic clinical-skills training; to promote career 

interest in primary care and specialty understanding; to encourage active learning in preclinical 

settings; and to reduce the “shock of practice” that some students experience as they enter 

clerkships (Diemers, Dolmans, Verwijnen, Heineman, & Scherpbier, 2008; Godefrooij, Diemers, & 

Scherpbier, 2010). Data suggest that early clinical exposure can make the basic science curricula 

more relevant and help prepare students for clerkships (Elnicki, Halbritter, Antonelli, & Linger, 
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1999; Windish, Paulman, Goroll, & Bass, 2004). Dornan’s review suggests that early experiences 

help students socialize to medicine, strengthen learning and skills acquisition, and make learning 

more relevant (Dornan & Bundy, 2004). Early experiences help students understand and align 

with patient and community perspectives (Yardley et al., 2010). 

Regarding the second point, medical educators should endeavor to foster patient-centered 

learning- using patients in an active role as students’ educators.  

Spencer et al. (2000) reviewed the role of the patient in medical student education, and they 

noted examples of good practice that promote more active participation and provided a 

theoretical understanding of how patients could contribute to medical education. They 

developed a framework describing attributes of educational settings that shape the learner–

patient encounter, including who (patient culture), how (passive versus active role), what 

(general versus specific problem) and where (community versus hospital).  

Towle et al., (2010) described a ladder of patient involvement in curricular development and 

delivery ranging from no involvement to a full partnership in which patients and faculty members 

work together to make decisions about content and jointly deliver educational sessions.  

Wykurz & Kelly, (2002) conducted a systematic review regarding patients adopting an active 

teaching role. Their systematic review of 23 articles concluded that when patients were 

supported, trained and paid, they could become colleagues in medical training rather than simply 

representing a teaching resource. 

Young & Paterson (2007) highlight several ways in which patient-centered care and student 

centered learning are similar: (1) Both approaches are relational and generative, respecting the 

lived experience of the patient or student; (2) Both reinforce the need for lifelong learning, 

including the capacities for problem-solving, reflection, decision-making, use of technology, 

information literacy, and the use of deductive and inductive reasoning; (3) The focus for 

evaluation centers on the learner; and (4) Both encourage learning from others in similar 

situations, such as patients, families, or students. 
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Oswald, Czupryn, Wiseman and Snell, (2014) conducted research aimed at exploring students 

reflection on patient- centered education and their perceptions of patients as educators. A total 

of 356 reflective writing assignments were analyzed and the results indicated that students learnt 

to see the condition within the context of patients' lives; patients were supporting students' 

learning; students were able to recognize patients' needs; students were seeing the patient as a 

capable part of the team, and finally that students recognized the complexity of practicing 

medicine.  

Promoting professionalism at the organizational level 

The promotion of professional behavior and patient centeredness are key objectivities for 

medical education in the 21st Century. Despite the large attention given to the unwanted 

features of medical education and the vast number of qualitative research studies exploring the 

issue, this review shows that there is still a gap in the literature with regard to  understanding 

how exposure to unwanted messages leads to participation in unwanted behaviors. When 

planning future studies, researchers should place an emphasis on theory-based investigations 

(Eva et al., 2011).This means that research should be informed and guided by existing theories 

related to social learning  and organizational socialization that provide a framework to assess 

how medical students integerate, learn to act and intercat within their learning environment. 

The Liaison Committee in Medical education has stated that “medical schools must ensure that 

the learning environment for medical students promotes the development of explicit and 

appropriate attributes” (LCME, 2007). It is important for medical schools to assess explicitly the 

exposure to unprofessional attitudes and actively try to address them.  

A shared understanding of what comprises a competent professional behavior should be 

encouraged in every  medical institution, alongside with concrete guidelines of reporting and 

responding to incidents of unprofessionalism (Holmboe et al., 2011). 

 In addition, medical educators should acknowledge their influence as role models and mentors 

as central to the professional development of students (Haidet et al., 2006). 
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However, assessment of professionalism has a limited value unless it leads to improvements at 

both the organizational and individual levels (Papadakis et al., 2012) 

Interventions at an organizational level, either at a medical school or a hospital department- 

should aim to a shift the culture towards patient centeredness and students’ centeredness with 

the active participation of all interested stakeholders. 

One such example is the Indiana University School of Medicine (IUSM) which actively engaged 

every single member (including medical students, dean, service staff) of the institution to 

participate in the  active change of the culture of the institution (Brater, 2007; Cottingham et al., 

2008; Suchman et al., 2004). 

An appreciative inquiry approach was adopted for the process of change, encouraging 

participants to focus on what they like in their organization rather that focus on what is 

problematic and has to be changed.  

Faculty members were offered not only traditional seminars to develop their skills as teachers, 

researchers, and clinicians but they were also offered a series of nontraditional processes and 

activities in order to integrate their personal and professional values with their professional 

practice. Examples of those activities included: the “change agent program” intended to develop 

skills among faculty for relational small-group leadership and conflict resolution; professional 

development programs focused on microsystem team trusting relationships and team building; a 

series of retreats open to medicine and nursing centered on humanities and the arts (music, 

water painting, poetry, mosaics—“wholeness from broken parts”).  

At IUSM, student values were supported through a combination and acknowledgement of 

informal and formal curricula. Medical students were formally taught about the history of the 

medical profession and developed an understanding of their professional role and in parallel; 

they were encouraged to reflect on their experiences, through journaling and discussion of 

critical incidents.  
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The organizational transformation at IUSM resulted in improved reported student and faculty 

satisfaction, increased faculty vitality and dramatically increased medical school applications 

(Brater, 2007). 

Crew Resource Management (CRM) training has been used in other sectors, such as airline 

industry, as a way to improve teamwork and communication between sub- groups. CRM training 

is used also within healthcare as way to question authority and promote teamwork among 

healthcare professionals from different disciplines and hierarchy levels (Ford et al., 2014). As a 

training methodology, Crew Resource Management in healthcare focuses on the cognitive and 

interpersonal skills needed to effectively manage a team-based, high-risk activity. In this context, 

cognitive skills are defined as the mental processes used for gaining and maintaining situational 

awareness, for solving problems and making decisions. Interpersonal skills are regarded as 

communications and a range of behavioral activities associated with teamwork. (Dunn et al, 

2007; McConaughey, 2008) 

Further studies are needed to assess whether a more humanistic culture leads to greater 

compassion, empathy, and enhanced resident well-being in an effort to achieve the goal of 

training physicians who demonstrate the values of professionalism.  

Conclusions 

Several studies report that the important problems that modern healthcare faces nowadays such 

as burnout, high depression rates, presenteeism, medical mistakes, lack of teamwork have their 

roots in the medical school and the way medical students are socialized in the medical culture 

(Clark, 2009; Cruess, Cruess, & Steinert, 2016; Dyrbye et al., 2009; Hafferty, Cruess, & Cruess, 

2014; Monrouxe, Rees, Dennis, & Wells, 2015). 

The present thesis has shed light on the important experiences that medical students face during 

their medical training and how they affect them emotionally. In addition it explored learning and 

reflection of those experiences.  

The aim of this thesis was to explore how memorable experiences shape medical students’ 

professional development and the role of emotional and reflective processes. This study 
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highlighted the role of the hidden curriculum. The narratives revealed the "hidden curriculum" of 

medical school that exposes students to the predominant culture of the medical profession, 

which is often in contrast with the taught patient-centeredness or student centered values of the 

formal curriculum.  

Incidents that medical students consider important learning experiences through the hidden 

curriculum are often negative accompanied by several negative emotions. Students do not feel 

adequately empowered to react against the hidden curriculum due to their weak position in 

medical hierarchy. Thus, both negative feelings arising from observing and experiencing 

distressful incidents and negative feelings arising from their perceived powerlessness remain 

unresolved. The result is that students often attempt to ignore their emotions and 

simultaneously feel the need to justify the experiences that provoked them. In addition, in an 

effort to suppress their negative emotions, they appeared less reflective, and in effect lose the 

opportunity to gain something positive out of a potentially distressing situation 

The vicious cycle of being exposed to negative events- not being able to mange successfully the 

emotions rising form them- suppressing the emotions and not reflecting on the actual learning of 

those experiences can be linked in the long term with increased cynicism, decreased empathy 

and less patient centered attitudes. 

Thus, medical students feeling powerless to counteract a negative hidden curriculum can 

influence them at a personal and emotional level as well as at a professional level by affecting the 

way they relate with colleagues and patients, the professional conduct they exhibit or by 

affecting the way they see their role as doctors in the modern healthcare systems and society. 

Within this endeavor medical educators should be aware of their function as role models and 

patients should be encouraged to act as active agents in medical students’ training. 

Medical students’ professional development is influenced by the hidden curriculum. The hidden 

curriculum can show how an organization operates in terms of values and “how things are done” 

here. A negative hidden curriculum is mainly reinforced by rigid hierarchical structures and 

transmitted through role models who on one hand set the requirements of what comprise the 
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professional behavior students should exhibit and on the other hand they behave in a way that 

contradicts their formal statements. 

When medical students try actively to make sense of such contradictory messages and behaviors 

they often tend to dissociate from their emotions as a way to protect themselves. This 

dissociation in the long term can contribute to issues such as depression, burnout and decreased 

empathy towards patients. 

Thus, in order to address the hidden curriculum it is important that medical educators and 

curriculum agents acknowledge its existence and establish rigorous methods to measure it. The 

next step is to provide medical students with opportunities to report inconsistencies and learn 

through positive role models.  

Medical schools should actively try to address aspects of the hidden curriculum that undermine 

emotion awareness and regulation, self- reflection and patient centered behaviors. The aim 

should be to encourage medical students to develop a professional identity that is characterized 

by awareness, integrity and humility.  
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Lay Summary  

Medical education is a stressful period for medical students. During those years they learn not 

only clinical skills in order to treat patients but they also learn how to think and act as 

professionals. Modern medical education sees healthcare professionals and patients as allies in 

the shared objective of optimizing the health and well- being of patients. At the same time 

hospitals as an organization are expected to foster a positive learning and working environment 

for medical students and healthcare professionals. However, in practice, students often report 

that the abovementioned statements that are formally transmitted in medical school are not 

really enacted in the clinical environment. Haphazard teaching, patient dehumanization or 

teaching by humiliation are only a few examples of negative events often encountered during 

medical training. This type of events often forms the hidden curriculum of medical education that 

contradicts professional values of teamwork, collaboration and patient centeredness. Students in 

the face of such events feel powerless to react due to their low place in hierarchy. In addition, 

they experience several negative emotions that they are unable   to process and regulate 

appropriately. The aim of the thesis was to explore emotional and cognitive process in the 

journey of medical students in becoming professionals. 

We identified several powerful learning incidents that students consider important in their 

professional development. Most of those events do not focus on clinical skills and knowledge but 

on the interactions and relationships with peers, teachers and patients. We could say that 

medical students learn to become professionals through relating with others.  

Those relationships teach them what is acceptable and not acceptable in clinical practice and 

gradually they move from outsiders to insiders in the healthcare organizations.  

In their journey of medical education students often choose not to react in stressful situations, 

suppress their emotions and not reflect on the essence of those events. However in the long 

term this approach hampers their professional development because it dissociates them from 

their emotions, leading to decreased empathy and professional values which are important 

aspect of doctors’ job. 
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APPENDIX 1 

How the exposure to Hidden Curriculum affects professionalism and well-being of medical 

students and residents: a systematic review 

 

Abstract  

Aim: The aim of the present systematic review was to identify studies which measured exposure 

of medical students and medical residents in unprofessional behaviors during their education and 

whether this influences them at a professional level (professional attitudes, behaviors) or 

emotional level (stress, anxiety, burnout). 

Methods: A systematic review of the literature was conducted in Pub Med and Scopus between 

2000 and 2015. After a thorough review of all the available papers only 9 studies were fitted the 

inclusion and were included in the review. 

Results: Medical students and residents reported exposure to a wide range of unprofessional 

behaviors exhibited by more senior medical staff towards colleagues, medical residents and 

students as well as patients. Behaviors including lack of respect, harassment and humiliation 

were considered the most stressful. Medical students and residents in older years of education 

reported exposure to a larger number of behaviors. In addition an increasing rate of perception 

of unprofessional behaviors as appropriate after frequent exposure to them was also found in 

the review. With regard to well- being, an increase in cynicism, burnout and moral distress were 

reported as result of exposure to incidents of unprofessional behavior. 

Discussion: The exposure of medical students and residents to unprofessional behaviors are 

commonly reported in medical education as the hidden curriculum. This systematic review was 

the first to associate the existence of a hidden curriculum with a decrease in professional 

attitudes of students and compromised well- being.  
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INTRODUCTION 

When medical students and medical residents enter the clinical environment during their 

education, they are exposed to a variety of events, behaviors and experiences that can have a 

profound impact on their professional development and well-being (Dyrbye, 2010; Dyrbye, 

Thomas, & Shanafelt, 2005; Feudtner, Christakis, & Christakis, 1994; Hojat et al., 2004, 2009)  

After starting the clinical years, medical students frequently report a disconnection between the 

formal instruction on professionalism and the behavior  exhibited by their clinical teachers 

(Brainard & Brislen, 2007). Experiences such as negative role modeling and personal 

mistreatment, unprofessional behaviors towards the patient exhibited by senior doctors as well 

as, contact with patients’ suffering and dying, lead medical students and residents to experience 

a dissonance between their idealistic values of what means to be a doctor and the reality of 

clinical practice (Hafferty, 1998; Hafferty & Franks, 1994; Hafler et al., 2011)  

Hafferty (1998) described this phenomenon as the “hidden curriculum” of medical school and he 

defined it as ‘a set of influences that function at the level of organizational structure and culture’.  

Hidden curriculum exposes medical students and residents to the predominant culture of the 

clinical environment and facilitates their socialization to the medical profession and the 

development of a professional identity (Hafferty, 1998).  

However, due to the exposure to inappropriate values and behaviors that medical students and 

residents witness during their studies, many studies indicate that medical students’ empathy, 

patient centered attitudes, professional behaviors and ethical values  declines and while their 

cynicism  increases (Feudtner et al., 1994; Hojat et al., 2004, 2009; Newton, Barber, Clardy, 

Cleveland, & O’Sullivan, 2008)  

On the other hand, confronting the above mentioned experiences can be detrimental not only at 

a professional level for students but also at an emotional one.  These experiences may elicit 

feelings of fear, incompetence, helplessness, anger or guilt, and are associated with psychological 

distress and a higher incidence of depression (Dyrbye et al., 2006, 2005).  Existing studies indicate 

distress in medical students and residents can result in a loss of empathy and cynicism (Dyrbye, 

2010; Wear, Aultman, Varley, & Zarconi, 2006; West et al., 2006; West & Shanafelt, 2007) 

Qualitative studies exploring professionalism dilemmas and incidents of hidden curriculum in 

medical students have linked those experiences with anxiety, stress as well as compromised 
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professionalism attitudes(Gaufberg, Batalden, Sands, & Bell, 2010; Karnieli-Miller et al., 2011; 

Karnieli-Miller, Vu, Holtman, Clyman, & Inui, 2010). 

Even though the link between exposure to the hidden curriculum and the subsequent decline of 

idealism, ethical values and patient- centered attitudes and well-being has been acknowledged, 

those connections rely on the self- report narratives of students. Very limited empirical evidence 

exists to connect the exposure to the hidden curriculum and the subsequent adoption of 

unprofessional attitudes or behaviors by the students or their compromised well-being.  To date, 

no systematic review has attempted to link exposure to unprofessional behavior with subsequent 

exhibition of similar behavior or impact or professional attitudes or well- being of medical 

students. 

Thus, the aim of the systematic review is to aggregate the existing quantitative studies which 

assess the exposure to aspects of the hidden curriculum and the emotional and/ or professional 

impact on medical students and residents. 

METHODS 

A systematic review of the literature was conducted following the PRISMA statement. Scientific 

databases of Scopus and PubMed were reviewed from 2000 till 2015.  

The following combination of keys words was used to identify the relevant literature:  ("Students, 

Medical" OR "Education, Medical") OR ("medical student") OR (("medical students")) OR 

("premedical student") OR (("premedical students")) OR (("clinical student")) OR ("clinical 

students")OR ("student doctor") OR ("student doctors") OR ("medical residents") OR ("junior 

doctors") AND ("patient- centered care" OR respect OR "emotional support" OR coordination OR 

information OR sharing OR involvement OR access OR transition OR physical comfort OR 

empathy OR professionalism OR stress OR distress OR burnout OR depression OR well- being or 

resilience) AND (exposure OR observ* OR breach* OR "unprofessional behavior" OR 

"professional dilemmas") AND (hospital OR learning environment OR teaching OR training OR 

curriculum OR "hidden curriculum" OR "role model*") AND (attitude* OR behavior* OR skill* OR 

knowledge). 

The inclusion criteria were 1) to be published in English, 2) peer- reviewed, 3) to include medical 

students and/ or residents 4) to measure explicitly exposure to unprofessional behaviors 
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empirically and 4) to investigate this exposure in connection with students’ own participation in 

those behaviors and/ or professional attitudes and/or well- being. 

In total, 737 articles were yielded with the first search. After a review of titles only 85 articles 

were fully assessed and finally only 9 were included in the present review. Figure 1 shows the 

flowchart of the selection procedure. 

 

 

Figure 1. Flowchart showing the study inclusion process 

RESULTS 

In total, 9 studies were included in the review. All studies assessed exposure to unprofessional 

and potentially stressful experiences via self-reported questionnaires in medical students and 

medical residents. Five studies assessed medical students, either exclusively in clinical years or 

compared them with students in preclinical years, and four of them examined medical residents. 

Five studies had a cross-sectional design (Billings, Lazarus, Wenrich, Curtis, & Engelberg, 2011; 

Johnston, Cupples, McGlade, & Steele, 2011; Martinez & Lehmann, 2013; Nagler et al., 2014; 

Wiggleton et al., 2010) and four studies assessed changes in exposure to unprofessional behavior 

longitudinally (Arora et al., 2010; Haglund et al., 2009; Krupat et al., 2009; Reddy et al., 2007).  
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Regarding the location of the studies, eight   were conducted in US and one in the UK. The mean 

number of medical students participating the studies was 138 (range: 54-363) and for medical 

students 287 (range: 112-373). The response rate in the studies was ranging from 48% to 93%. 

The number of institutions in each study varied between 1 in five studies, 2 in three studies and 3 

in one study. 

A content analysis of the reviewed papers suggested that the results could be most effectively 

illuminated by a more in depth analysis of studies assessing the exposure to the hidden 

curriculum in medical students and residents.  Table 1 summarizes the main characteristics and 

results for every study in the review. 
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Table 1. Details of the studies included in the review 
 

Author Participants Study Design  
 

Response Rate Measurements Results 

Johnston et al. 
(2011) 

N= 363 medical 
students 
preclinical and 
clinical students 
 

CS 50.8% 1.   Vignettes assessing  
professionalism attitudes 
(developed for purpose) 
 
2. Questionnaire assessing the 
exposure to unprofessional 
behaviors (developed for 
purpose) 

Female and first year students 
had significantly higher 
Professionalism scores. 
Professionalism scores for male 
students showed a significant 
stepwise decline from first year to 
fifth year. Fifth year students 
had significantly higher exposure 
scores 

Billings et al. (2011) N= 337 medical 
residents in 
internal medicine 
 

CS 48% 1. Questionnaire assessing 
exposure to unprofessional 
conduct (developed for 
purpose) 
 
2.  Maslach Burnout Inventory 
(MBI) 2 domains: 
depersonalization (MBI-D) and 
emotional exhaustion (MBI-EE) 
 
3.  Instrument to assess 
cynicism (developed for 
purpose) 
 

45% of respondents met burnout 
criteria and had significantly higher 
hidden curriculum scores (26 versus 
19, p < .001) than those not meeting 
criteria. In cross-sectional analyses, 
the hidden curriculum score was 
significantly associated with 
residents' depersonalization, 
emotional exhaustion, and cynicism 
scores. Cynicism scores were also 
associated with burnout. 
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Krupat et al. (2009) 54 third year 
medical students 
(37 attending PCE 
curriculum and 17 
attending the 
traditional 
curriculum) 

Experimental 
study  

na 1. Patient-Practitioner 
Orientation Scale (PPOS), an 
instrument that measures 
students' attitudes toward 
patient-centered care 
 
2. Community, Curriculum, and 
Culture (C3), an instrument 
assessing students' experience 
of the hidden curriculum 
related to patient- centered 
care 
 

At the beginning of the year, no PPOS 
differences were found within PCE 
groups or between PCE and control 
students. Traditional students' 
attitudes became significantly less 
patient-centered at year's end, 
whereas PCE students' attitudes did 
not change. PCE students reported 
more support for their patient-
centered behaviors, and, across all 
students, C3 scores and changes in 
PPOS scores were significantly 
correlated. 

Nagler et al 2014 N= 375 medical 
residents 
 

CS 76% Questionnaire assessing 
exposure and participation to 
unprofessional behaviors 
(developed for purpose) 
 

A majority of responders rated all 46 
specified behaviors as unprofessional, 
and a majority had either observed or 
participated in each behavior. For all 
46 behaviors, a greater percentage of 
women rated the behaviors as 
unprofessional. Men were more likely 
than women to have participated in 
behaviors. There were several 
significant differences in both the 
perceptions of specified behaviors 
and in self-reported observation of 
and/or involvement in those 
behaviors between institutions. 
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Reddy et al. (2007) N=104 
third year 
students at Time 1 
and 61 at Time 2 

Longitudinal 
survey study  

pre: 100% 
post survey: 
62% 

Questionnaire assessing 
exposure, participation and 
perception of professionalism 
regarding  specific behaviors  
(developed for purpose) 
 

Student observation (21 of 27) and 
participation (17 of 27) in 
unprofessional behaviors increased (p 
< .05). Students perceived 
unprofessional behaviors as 
increasingly appropriate (p < .05 for 
six behaviors). Participation in 
unprofessional behaviors was 
associated with diminished likelihood 
of perceiving a behavior as 
unprofessional (p < .05 for nine 
behaviors) 

Wiggleton et al 
(2010) 

N=64 medical 
students 

CS 60% Questionnaire assessing the 
frequency of experience of  
with 55 discrete situations  
and their intensity 

The eight most stressful and frequent 
situations reported by students were 
related to exposure to unprofessional 
behaviors 

Martinez et al. 
(2014) 
 
 
 
 
 
 
 

N= 253 medical 
residents 

CS 58% Questionnaire assessing 
personal experience with 
medical errors, training for 
responding to errors,  
nontransparent personal 
behavior in response to a 
harmful error, frequency of 
exposure to role modeling 
related to disclosure and, 
attitudes regarding disclosure  
(developed for purpose) 

More than 80% of students reported 
exposure to positive role modeling 
for responding to errors; while more 
than 50% of students reported 
exposure to negative role modeling. 
Negative role modeling had the 
largest independent, negative effect 
on attitudes regarding disclosure. 
Positive role modeling had a similar, 
positive effect on attitudes.  Of the 
11% (68/631) of students who 
reported contributing to a harmful 
error, 44% (30/68) reported 
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nontransparent behavior in response 
to such an error. More frequent 
exposure to negative role modeling 
was independently associated with an 
increased likelihood of 
nontransparent behavior in response 
to a harmful error  

Arora et al (2008) N= 112 medical 
residents  at three 
medicine 
residencies 

Longitudinal  
design 

before 93%  
after internship 
88% 

Questionnaire assessing 
participation in and perception 
of unprofessional behaviors in 
residency.  
(developed for purpose) 
 

Participation in on-call unprofessional 
behaviors increased (“blocking” 
admissions [12% versus 41%, p<  
.001], 
disparaging the ER [27% versus 45%, 
P .005], misrepresenting tests as 
urgent to expedite care [40% versus 
60%; P .003], and signing out by 
phone [20% versus 42%, P  .001]). 
Participation in egregious behaviors 
(fraud, disrespect, misrepresentation) 
and perceptions of most behaviors 
remained unchanged. 

Haglund et al. 
(2009) 

N=106 medical 
students 

Longitudinal 
design 

Baseline:85% 
Endpoint: 66% 

1. Questionnaire assessing 
exposure to stressful events 
during clinical practice 
 

2. Beck Anxiety 
Questionnaire (BAI) to 
measure anxiety 

 
3. Deck Depression 

Many students reported exposure to 
trauma as well as personal 
mistreatment and poor role modeling 
by superiors. Trauma exposure was 
positively associated with personal 
growth. In contrast, exposure to 
other stressful events was positively 
associated with endpoint levels of 
depression and other stress 
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Inventory (BDI-II) to 
measure depression 

 
4. Posttraumatic Stress 

Disorder Checklist 
(PTSD), civilian version 
(PCL-C) to measure 
problems and 
complaints with regard 
to experience of 
stressful events 

 

symptoms 
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In the following section it will be explored how exposure to unprofessional behavior was 

assessed in the included studies and its impact of such an exposure at a personal and 

professional level for medical students and residents.  

In addition it will be explored whether demographic characteristics such as gender and stage of 

education influenced the relationship between exposure to unprofessional behavior and 

professionalism and well-being. 

Assessment of exposure to unprofessional behaviors 

A huge variability was identified across the studies and the ways researchers chose to assess the 

exposure to unprofessional and/ or stressful events that medical students and residents 

experienced during their clinical training. Table 2 summarizes the areas of focus for each study 

which assessed exposure to the hidden curriculum. 

 

Table 2. Assessment tools for exposure to unprofessional behavior used in each study 

Author Measure  Assessed domains  

Reddy et al. 2007 27 items   Inappropriate dress 

 Violations of hospital policy  

 Disregard for education 

 Disregard for patients and staff  

 Personal demeanor  

Krupat et al. 2009 29 items  Role Modeling of Faculty and House Staff 
related to patient-centered care 

 Students own Patient Care Experiences 

 Support Received for Patient-Centered 
Behaviors. 

Haglund et al. 2009 open 
questions 

 Patient suffering 

 Personal mistreatment by superiors 

 Poor role modeling in patient care 

Wiggleton et al. 
2010 
 

55 items  Perceived negative impact on patient care 

 Witness behaviors disrespectful to others 

Billings et al. 2011 20 items  Perceived humiliation 

 Observed unprofessional conduct by 
faculty and residents 

 Witnessed falsification of medical records 

Johnston et al. 2011 19 items   Breaches of professionalism 

Nagler et al. 2014 46 items  Specific behaviors related to training and 
patient care 

 Behaviors ranged from egregious to 
controversial. 
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Martinez et al.  
2013 

6 items  Exposure to role modeling for responding 
errors 

 

Arora et al. 2008 28 items  Fraud,  

 Disrespect 

 Misrepresentation 

 On-Call Etiquette 

 Shift Work Mentality 

 Behavior Related To Students 

 Disregard For Education and hospital policy 

 Unprofessional Dress 

 

Only one study (Krupat et al., 2009) used an already validated measure, the Community, 

Curriculum, and Culture (C3),  to explore specific behaviors related to compromised patient-

centered care. The rest of the studies developed the survey instruments based on principles of 

Accredited Bodies in the field of Professionalism and Medical Education such as the Liaison 

Committee on Medical Education or General Medical Council, which have contributed to the 

definition and assessment of professionalism in medical education. In addition, all studies built 

up on previous qualitative data in their own medical schools in order to develop questions 

related to students’ experiences. Some of studies covered a wide range of behaviors and events 

that comprise the hidden curriculum of medical education and some others focused on specific 

behaviors (e.g experience with medical errors reporting, or patient- centered care). 

Johnston et al. (2010) developed a questionnaire based on the on General Medical Council (GMC) 

principles. They assessed frequent behaviors that students are likely to encounter, such as 

rudeness towards another team member, together with very significant breaches of 

professionalism such as racism. Apart from the survey question, free text boxes were included to 

gain a deeper insight into student experiences and to allow students to comment on any issues 

not already covered.     

Arora et al. (2010) and Reddy et al. (2007) in two studies used a survey containing questions 

regarding professionalism issues pertaining to inappropriate dress (e.g., white coat in poor 

condition), violations of hospital policy (e.g., discussing patient information in public places), 
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disregard for education and learning (e.g., arriving late to rounds), disregard for patients and staff 

(e.g., making fun of patients, peers, or staff), misrepresentation (e.g., not correcting someone 

who mistakes you for a physician), and personal demeanor (e.g. competition with other 

students). 

Nagler et al (2014) surveyed entering residents about 46 specific behaviors related to training 

and patient care, and whether they had observed and/or participated in those behaviors. The 

survey included behaviors addressing professionalism through literature and observation. 

Behaviors ranged from egregious (making fun of patients) to controversial (attending a dinner 

sponsored by a pharmaceutical company).  

Martinez et al. (2014) assessed residents’ exposure to negative and positive role models for 

responding to medical errors.  

Wiggleton et al. (2010) conducted a survey to assess moral distress in medical students raised by 

exposure and participation in potentially stressful situations during clinical training. They based 

their items on previous assessment tools of moral distress and they generated additional items 

from qualitative data from the students of their own institution and through a literature review. 

This process resulted in a total of 55 potentially distressing situations and the students were 

asked to report the frequency of them as well as their impact on stress 

Billings et al. (2011) explored exposure to unprofessional behavior used a bespoke 20 item 

questionnaire based on  the surveys of Baldwin et al concerning intern experiences, an extensive 

review of the literature, and information and measures obtained from professional organizations, 

and focus groups. Areas of focus were perceived humiliation, observed unprofessional conduct 

by faculty and residents, witnessed falsification of the medical record during the past year of 

training. 

Haglund et al (2009) measured stressful clerkship events occurring during an academic year in 

third-year medical students asking students to report all clerkship-related events they found 

distressing within a certain month. In particular, they asked students to report events involving 

patient suffering, personal mistreatment by superiors, and poor role modeling in patient care.  
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Impact on professional attitudes and behaviors 

Johnston et al. (2010) found in a sample of 363 first, third and fifth year medical students that 

women and first year students had significantly higher scores on professionalism. Professionalism 

scores for male students showed a significant stepwise decline from first year to fifth year. Fifth 

year students had significantly higher exposure to unprofessional behaviors. Additional examples 

of exposure that medical students provided through free text answers included bullying, lack of 

accountability and sexism.  

Reddy et al. (2007) examined medical students’ perceptions of and participation in 

unprofessional behaviors change during clinical clerkships. The results showed that student 

observation and participation in unprofessional behaviors increased during clinical clerkships. 

Interestingly, at the end of the clerkship, students identified six unprofessional behaviors as 

increasingly appropriate, namely, being late to rounds, absence from mandatory lectures, using 

workrooms for non clinical activities, not correcting someone when they mistake students for 

doctors, taking food meant for patients, having personal conversation in patient corridors. 

Participation in nine unprofessional behaviors was associated with diminished likelihood of 

perceiving them as unprofessional. Those behaviors were: absence from mandatory lectures, 

being introduced as doctor or student doctor, attending a drug-rep-sponsored event, eating or 

drinking in patient corridors, taking food from lectures you are not attending, taking food meant 

for patients, inebriation at school events, discussing with patients information beyond your level 

of knowledge, and consenting a patient for minor procedures without supervision.  

Arora et al. (2008) measured before and after internship the participation of medical students in 

unprofessional behaviors and they found that medical students tend to participate in egregious 

behaviors such as fraud, disrespect and misrepresentation. However, those behaviors did not 

increase during internship. 

Krupat et al. (2009) compared the effect of exposure in two different curricula (Principal Clinical 

Experience group versus a traditional-rotation group) on the patient- centered attitudes of 

attending medical students.  The main difference between the examined curricula included that 

medical students spend their entire training to one single setting instead of rotating to different 
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ones. The advantage of such a curriculum is the longitudinal contacts developed between 

medical students with hospital staff and patients. Thirty-two medical students spent their entire 

principal clinical experience (PCE) at one of three clinical sites and completed the Patient-

Practitioner Orientation Scale (PPOS), a measure of patient-centered attitudes, at the beginning 

of the year. They completed the PPOS again at the end of the year as well as the C3. Their 

responses on these measures were compared with those of a traditional-rotation control group 

that moved from site to site. At the beginning of the year, no PPOS differences were found within 

the two groups of students. Traditional students' attitudes became significantly less patient-

centered at year's end, whereas PCE students' attitudes did not change. PCE students reported 

more support for their patient-centered behaviors, and, across all students, C3 scores and 

changes in PPOS scores were significantly correlated.    

Nagler et al (2014) surveyed 375 entering residents. Responders rated all 46 specified behaviors 

as unprofessional, ranging from 44- 96.3%, and a majority had either observed or participated in 

each behavior. For all 46 behaviors, a greater percentage of women rated the behaviors as 

unprofessional. Men were more likely than women to have participated in such behaviors. 

Respondents indicated the most important professionalism issues relevant to medical practice 

include: respect for colleagues/patients, relationships with pharmaceutical companies, balancing 

home/work life, and admitting mistakes.   

Martinez et al (2014) conducted a multicenter, cross-sectional survey of residents’ attitudes and 

experiences regarding errors and their exposure to role modeling. More than 80% of residents 

reported exposure to positive role modeling related to disclosure; while more than 50% of 

residents reported exposure to negative role modeling. Only two variables were independently 

associated with unprofessional behavior related to disclosure. More frequent exposure to 

negative role modeling was associated with an increased likelihood of unprofessional behavior; 

while more positive attitudes toward disclosure was associated with a decreased likelihood of 

unprofessional behaviors. Positive role-modeling had a positive effect on attitudes and Exposure 

to negative role-modeling was independently associated with an increased likelihood of trainees’ 

nontransparent behavior in response to an error. 
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Impact on well-being 

Wiggleton et al (2010) results indicated that only eight situations were both frequent and 

distressful for students and they were all describing situations in which students (1) perceive a 

direct, negative impact on patient care or (2) witness behavior that is directly disrespectful to 

others. In general, situations that pose more immediate potential harm to others, whether by 

insult or by injury, cause a greater amount of distress.  

Billings et al. (2010), in a sample of 284 medical residents, found that the exposure to 

unprofessional conduct scores was significantly associated with residents' depersonalization, 

emotional exhaustion, and cynicism scores.  45% of respondents met burnout criteria and had 

significantly higher exposure to unprofessional conduct scores than those not meeting criteria.  

Haglund et al (2009) measured stressful clerkship events occurring during an academic year in 

third-year medical students (n=125), using surveys completed monthly, for 12 months. Many 

students reported exposure to trauma as well as personal mistreatment and poor role modeling 

by superiors. Exposure to other stressful events was positively associated with endpoint levels of 

depression and other stress symptoms indicating that unprofessional behavior by resident and 

attending physicians can have adverse effects on the well-being of students. 

Gender differences 

With regard to exposure to unprofessional behaviors, in the study of Wiggleton (2010) women 

reported witnessing more distressing events compared to men. No gender differences reported 

in the other studies. Regarding professionalism and the associated attitudes and behaviors, in the 

study of Nagler (2014) a greater percentage of women rated the examined 46 behaviors as 

unprofessional. These rating differences were statistically significant at the p = .05 level by gender 

for 14 behaviors. Men were significantly more likely than women to report having participated in 

"making disparaging comments about other members of the healthcare team" and "not alerting 

a supervisor that a mistake was made”.  In the study of Johnston (2011), female students scored 

higher in professionalism scores than men, and men showed a significant stepwise decline in 

professionalism scores from the first till the fifth year. In the study of Wiggleton (2010), men 
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tended to become more distressed compared to women as a result of witnessing a distressing 

event, even though women reported witnessing more frequently distressing situations. 

DISCUSSION 

The present systematic review synthesizes the evidence regarding the link between the exposure 

to events and behaviors often termed in medical education as the hidden curriculum and their 

impact on the professionalism and well- being of medical students and medical residents.  

Observed behaviors which did not comply with professional standards included doctor- patient 

relationships (lack of respect towards patients, performing medical exams without consent, 

cynical and derogatory comments about patients, not addressing patients’ questions), doctor- 

doctor relationships (badmouth other departments or colleagues), doctor students relationships 

(harassment, belittlement, bullying of medical students and residents).  

In the present review, studies were only included if they had actually measured participation in 

unprofessional behaviors or assessment and evaluation of observed behavior. This review adds to 

previous research that has identified an increasing decline of empathy during medical education 

(Neumann et al., 2011). In the systematic review of Neumann et al (2011) empathy was 

measured as a cognitive construct with no references to medical students and residents actual 

clinical experiences. In contrast with the review of Neumann, the present review assessed the 

impact of exposure to attitudes and self- reported behaviors of medical students and residents.  

Reasons for inaction and ways of coping 

Frequent explanations for not reporting or reacting to observed unprofessional behaviors were 

reported by Wiggleton (2010) and included: the subordinate role of medical students in the 

team, feelings that concerns were due to incomplete knowledge and judgment, unwillingness to 

be disrespectful towards superiors, fear of negative evaluation, preservation of relationships with 

superiors and willingness to be perceived a team player.  So given the reluctance of medical 

students and residents to respond to observed breaches of professionalism due to their lower 

position in the hierarchy, they need to solve the dissonance between their values and the clinical 

reality (Wear, Aultman, Varley, & Zarconi, 2006).  
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Ginsburg et al. (2003) have categorized a number of ways that students respond and reason 

through such professional lapses, including by dissociation, engagement, and the development of 

narratives that essentially justify inaction.  

Michalec (2012) showed that in order for medical students to move forward in the profession 

they distance themselves from non-medical friends and associates and become less empathetic. 

Literature on emotional regulation also can offer a potential mechanism to explain how exposure 

to lapses of professionalism can lead to the adoption of unprofessional behaviors.  

Linking the exposure to unprofessional behaviors and subsequent adoption of such behaviors: 

theoretical background 

Our review indicates a significant gap in the scholarship of the field. The reviewed studies did not 

utilize theory-based frameworks to understand the phenomena. Thus, their investigations of the 

reasons that exposure to unprofessional behaviors leads to subsequent consequences at a 

professional and personal level fail to provide future researchers with the appropriate guidance 

with regard to potential mechanisms. Such behaviors can be analyzed via social learning theories 

(Bandura, 1984), social identity theory (Stets, 2002) and theories about socialization at work 

(Ashforth, Sluss, & Saks, 2007).  

The Social Learning Theory developed by Bandura (1984) discusses learning by observation as a 

key concept. Medical students observe the behaviors exhibited in the medical school and 

subsequently reject or accept modeled behaviors (Bandura, 1984; Elzubeir, 2001), and thus 

learning via the ‘hidden-curriculum’ represents a profound way of learning to be a professional 

(Hafferty, 1994; Thiedke, 2001).  

 According to Social Identity Theory, belonging to a social group is a central feature of 

organizational belonging (Stets, 2002). A process of social comparison leads to the definition of 

an ‘in-group’ with similar characteristics and attitudes, and an accentuation of the perceived 

differences with the ‘out-group’. Thus, the pressure to adopt and recycle unprofessional 

behaviors is directly related to the need to identify with an in-group.  
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In addition, the hidden curriculum could be seen as a socialization process. Socialization to the 

professional norms of medicine takes place through direct, explicit instruction as well as through 

indirect routes such as role modeling (Ashforth, Sluss, & Saks, 2007; Bauer, 2004).   

Social Learning Theory, Social Identity Theory and work socialization theories suggest that the 

adoption of inappropriate behaviors is inevitable. Indeed, the effect is likely to more potent in 

physicians, who are heavily invested in role behaviors (i.e., I am a doctor, before I’m a member of 

this hospital). For example, a recent American Medical Associate Survey found that the majority 

of US physicians do not feel responsible for reducing healthcare costs (Tilburt et al., 2013). Thus, 

educational interventions are likely to of limited success and organizational redesign at both 

medical school and after is desirable.  

Methodological limitations of the selected studies 

The reviewed studies had methodological limitations.  First of all, five of the included studies 

were conducted in single institutions, three of them in two institutions and only one in three 

institutions. None of the studies conducted non response analyses, so little is known about the 

possible effects of selection bias. Five of the studies had a cross sectional design so not causal 

relationship can be established.  

Limitations of the present review 

First, the quality of a systematic review is in accordance with the study design quality of the 

selected studies and the psychometric quality of the measures used in those studies. Many of the 

studies included in this review suffer from the methodological difficulties discussed above. 

Secondly, it is possible that studies were not included in the review due to the file- drawer 

problem. Thirdly, our ability to reach conclusive answers is limited by the heterogeneous nature 

of the studies included and the fact that all studies were conducted in either the US or UK.   

A meta-analysis approach is the most evidence-based and comprehensive method of 

summarizing empirical findings. Therefore, it would be very useful for future research to calculate 

effect size estimates to determine the changes to professional behaviors and attitudes of medical 

students and residents, as well as changes in their well-being. 
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Future directions 

The promotion of professional behavior and patient centeredness are key objectivities for 

medical education in the 21st Century. Despite the large attention given to the unwanted features 

of medical education and the vast number of qualitative research studies exploring the issue, this 

review shows that there is still a gap in the literature with regard to  understanding how 

exposure to unwanted messages leads to participation in unwanted behaviors. When planning 

future studies, researchers should place emphasis on theory-based investigations (Eva & Lingard, 

2008) 

The Liaison Committee in Medical education has stated that “medical schools must ensure that 

the learning environment for medical students promotes the development of explicit and 

appropriate attributes” (LCME, 2007). It is important medical schools to assess explicitly the 

exposure to unprofessional attitudes and actively trying to address them.  

A shared understanding of what comprises a competent professional behavior should be 

encouraged in every single medical institution, alongside with concrete guidelines of reporting 

and responding to incidents of unprofessionalism (Holmboe, 2011). In addition, medical 

educators should acknowledge their influence as role models mentors are central to the 

professional development of students (Haidet et al., 2008) 

Interventions at an organization level, either at a medical school or a hospital department- should 

aim to a shift of culture towards patient centeredness and students’ centeredness with the active 

participation of all interested stakeholders. 

One such example is the the Indiana University School of Medicine (IUSM) which actively 

engaged every single member (medical student till the dean and the service staff.) of all levels of 

the institution to an active change of the culture of the institution (Cottingham et al., 2008; 

Brater, 2007; Suchman et al., 2004) 

An appreciative inquiry approach was adopted for the process of change, encouraging 

participants to focus what they like in their organization rather that focus on what is problematic 

and has to be changed.  
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Faculty members were offered not only traditional seminars to develop their skills as teachers, 

researchers, and clinicians but they were also offered a series of nontraditional processes and 

activities in order to integrate their personal and professional values with their professional 

practice. Examples of those activities included: the “change agent program” intended to develop 

skills among faculty for relational small-group leadership and conflict resolution; professional 

development programs focused on microsystem team trusting relationships and team building; a 

series of retreats open to medicine and nursing centered on humanities and the arts (music, 

water painting, poetry, mosaics—“wholeness from broken parts”).  

At IUSM, student values were supported through a combination and acknowledgement of 

informal and formal curricula. Medical students were formally taught about the history of 

medical profession and developed an understanding of their professional role and in parallel, 

they were encouraged to reflect on their experiences, through journaling and discussion of 

critical incidents.  

The organizational transformation at IUSM resulted in improved reported student and faculty 

satisfaction, increased faculty vitality and dramatically increased medical school applications 

(Brater, 2007). 

Further studies are needed to assess whether a more humanistic culture leads to greater 

compassion, empathy, and enhanced resident well-being in an effort to achieve the goal of 

training physicians who demonstrate the values of professionalism. 
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APPENDIX 2 

Search strategy literature review 

Objective: 
To identify and synthesize the knowledge regarding the Hidden Curriculum of medical 

education 
Explore the association between hidden curriculum and students’ professional values, 

attitudes and behaviors. 
Type of study: 
Review of the literature 
Inclusion criteria: 
Language: English 
Time span: 2000-2015 
Sample population: medical students (clinical- preclinical) 
Type of studies: qualitative (interviews, focus groups, written essays and reflections) 
 
Search terms  
17-11-15 
PUBMED 
("hidden curriculum" OR "informal curriculum" OR implicit OR tacit learning) AND 

(professional identity OR professional behavior OR professionalism) 
=324 HITS 
("hidden curriculum" OR "informal curriculum" OR "implicit curriculum") AND (medical 

education OR students) AND (professionalism OR professional* OR identity OR formation OR 
ethic*) 

=137 HITS 
("hidden curriculum" OR "informal curriculum" OR "implicit curriculum") AND (medical 

education OR students) AND (professionalism OR professional* OR professional identity OR 
formation OR socialization) 

=122 hits 
("hidden curriculum" OR "informal curriculum" OR implicit OR tacit learning) AND (medical 

education OR students) AND professionalism 
=70 hits 
TOTAL:  676 
Duplicates: 189 
Unique: 492 in Pubmed 
 
EMBASE 
(("hidden curriculum" or "informal curriculum" or "implicit curriculum") and (medical 

education or students) and (professionalism or professional* or identity or formation or 
ethic*)) 

= 171 
(("hidden curriculum" or "informal curriculum" or implicit or tacit learning) and (professional 

identity or professional behavior or professionalism)) 
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=142 HITS 
(("hidden curriculum" or "informal curriculum" or "implicit curriculum") and (medical 

education or students) and (professionalism or professional* or professional identity or 
formation or socialization)) 

=158 HITS 
(("hidden curriculum" or "informal curriculum" or implicit or tacit learning) and (medical 

education or students) and professionalism)) 
=95 HITS 
Total: 566 
Duplicates: 353 
Unique: 220 
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APPENDIX 3 

Diary study overview 

 

  

ΜΕΡΑ 1η 

 

Ημερομηνία: 

Ώρα: 

Περίγραψε ένα περιστατικό που συνέβη στο νοσοκομείο / στη σχολή σήμερα και σου 

έκανε εντύπωση 

 

ΜΕΡΑ 1η 

 

Ημερομηνία:                            

Ώρα: 

Περίγραψε ένα περιστατικό που συνέβη στο νοσοκομείο σήμερα (συνέχεια) 

 

 

 

 

 

 

 

Αναλογιζόμενος/η το περιστατικό, τι επίδραση πιστεύεις είχε πάνω σου; 

1= πολύ αρνητική  2= αρνητική  3= ούτε αρνητική ούτε θετική  4= θετική  5=πολύ θετική 

 

 

(Προαιρετικό) Εξήγησε, αν θέλεις, για ποιο λόγο είχε την επίδραση αυτή πάνω σου 
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APPENDIX 4 

Focus group guide  

Focus Group Protocol 

Εισαγωγή 

Καλωσορίζουμε τους συμμετέχοντες.  

Παρουσιάζουμε τον εαυτό μας.  

Παρουσιάζουμε το focus group ως μεθοδολογία και εξηγούμε την εθελοντική και 

ανώνυμη συμμετοχλη των συμμετεχόντων.  

«Το θέμα του focus group θα είναι οι εμπειρίες σας από το χώρο του νοσοκομείου ως 

φοιτητές ιατρικής. Πιστεύουμε ότι μέσα στο νοσοκομείο παίρνετε μια γεύση για όλες στις 

πτυχές του επαγγέλματος και μαθαίνετε όλους τους «άγραφους κανόνες που ισχύουν», 

όλα όσα πρέπει και δεν πρέπει να κάνει ένα γιατρός» 

Οι ερωτήσεις που θα σας κάνουμε θα είναι γενικές και στόχο έχουν την προαγωγή της 

συζήτησης, οπότε δεν χρειάζεται να απαντάτε με τη σειρά ο ένας μετα τον άλλον, αλλά να 

λέτε τη γνώμη σας όπως και όποτε έσεις το θελήσετε. 

Ερωτήσεις  

1. Πως θα περιγράφατε την ατμόσφαιρα του νοσοκομείου? Ποια είναι τα κύρια 

χαρακτηριστικά του? 

2. Πιστεύετε ότι η ιατρική σχολή σας προετοιμάζει επαρκώς για την εμπειρία του 

νοσοκομείου?  

3. Ποια πιστεύετε ότι είναι τα χαρακτηριστικά που πρέπει να διαθέτει ένας καλός 

γιατρός? 

4. Σκεπτόμενοι όλες τις δεξιότητες και χαρακτηριστικά που έχει ένας καλός γιατρός, 

ποια είναι αυτά για τα οποία προετοιμαστήκατε /περισσότερο λιγότερο πριν 

ξεκινήσετε την κλινική σας άσκηση?- Παραδείγματα 

5. Σας παρέχουν οδηγίες οι καθηγητές σας για το πώς πρέπει να φέρεστε στο 

νοσοκομείο?- Παραδείγματα 

6. Δεδομένου ότι οι περισσότεροι καθηγητές σας είναι και γιατροί οι ίδιοι, θα λέγατε 

ότι αποτελούν παράδειγμα για σας?  

7. Ποια χαρακτηριστικά ή συμπεριφορές του θα υιοθετούσατε?- Παραδείγματα  
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8. Περιγράψτε ένα περιστατικό που συνέβη στο νοσοκομείο και το θεωρήσατε 

σημαντικό μάθημα για το επαγγελματικό σας μέλλον- 

9. Σε αυτό το σημείο της εκπαίδευσής σας, πόση επαφή έχετε με ασθενείς? 

10. Υπάρχουν στιγμές στο νοσοκομείο που νιώθετε άγχος/ και αντίστοιχα που νιώθετε 

καλά?- Παραδείγματα  

11. Πως το αντιμετωπίζετε? –Παραδείγματα 

12. Υπάρχουν άτομα με τα οποία συζητάτε τις εμπειρίες σας και από τα οπία ζητάτε 

συμβουλές ή βοήθεια? 

13. Ποια είναι η διαφορά μεταξύ των χρόνων πριν την κλινική εκπαίδευση και μετα?- 

Παραδείγματα 

14. Σας έχει τύχει ως τώρα να βρεθείτε σε μια κατάσταση όπου χρειάστηκε να κάνετε 

κάτι που ερχόταν σε αντίθεση με τις προσωπικές σας αξίες?- Παραδείγματα 
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APPENDIX 5 

Οδηγός συνέντευξης 

Oδηγός συνέντευξης για την αξιολόγηση των κρίσιμων περιστατικών, τα συναισθήματα και τη 

μάθηση σε φοιτητές Ιατρικής  

Γενικές Οδηγίες  

1. Βεβαιωθείτε ότι υπάρχει αρκετός χρόνος για τη συνέντευξη 

2. Ελεγχος και δοκιμή τωνσυσκευών εγγραφής ήχου 

3. Καλωσορίστε τους συμμετέχοντες 

4. Εξηγείστε  το σκοπό της μελέτης και τη διαδικασία της συνέντευξης 

5. Εξηγήστε  θέματα απορρήτου και εμπιστευτικότητας 

6. Προφορική συναίναιση πριν την εγγραφή 

7. Ακολουθήστε τον οδηγό συνέντευξης 

8. Διεξάγετε τη συνέντευξη με προσοχή και σεβασμό 

9. Για οποιοδήποτε πρόβλημα προκύψει, απευθυνθείτε  στους συντονιστές της έρευνας 

 Ερωτήσεις Σημειώσεις  

1 Περιγράψτε ένα περιστατικό 

που συνέβη κατά τη διάρκεια 

των σπουδών σας και θυμάστε 

ακόμη 

 

[] Σε περίπτωση που συμμετέχων ρωτήσει, το περιστατικό 

μπορεί να είναι θετικό ή αρνητικό και μπορεί να αφορά σε 

οποιοδήποτε στάδιο των σπουδών  

[ ] Διερευνήστε πότε συνέβη το περιστατικό το 

περιστατικό 

[ ] Διερευνήστε που συνέβη το περιστατικό  

[ ] Διερευνήστε ποιος συμμετείχε στο περιστατικό  

2 Όταν έγινε αυτό το 

περιστατικό, πως αντέδρασες; 

πως αντέδρασαν οι άλλοι γύρω 

σου; 

[ ] Διερευνήστε συναισθήματα που σχετίζονται με το 

περιστατικo  

[ ] Διερευνήστε  την αρχική αντίδραση του συμμετέχοντα 

(πρώτες σκέωεις, συναισθήματα και συμπεριφορά)  

3 Έκανες τίποτα μετά από αυτό 

το περιστατικό; έκανε κάποιος 

[ ] Διερευνήστε πως απάντησαν ή αντιμετώπισαν το 

περιστατικό οι συμμετέχοντες ή όσοι ήταν παρόντες σε 
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άλλος κάτι; αυτό 

4 Αναλογιζόμενος τώρα το 

περιστατικο, τι σκέcεις σου 

έρχονται στο μυαλό;τι έμαθες 

από αυτό;  

[ ] Αν δεν έχουν απαντηθεί σε παραπάνω  ερώτηση, 

συνοψίστε το περιστατικό και διερευνήστε συναισθήματα 

και σκέψεις των συμμετεχόντων σχετικά μ’  αυτό. 

Διερευνήστε ποια είναι η τωρινή εντύπωση των 

συμμετεχόντων για το περιστατικό και τι έμαθαν από 

αυτό. 
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