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Chapter 1

Communities of practice: The value 
of face-to-face communications and 
in-person learning
Richard L. Byyny, MD, FACP 

Professionalism in medicine has been a core value for Alpha Omega Alpha 
Honor Medical Society (AΩA) since the society’s founding in 1902. In fact, 
demonstrated professionalism is one of the primary criteria for election to 

membership in AΩA.
The profession of medicine is based on a covenant of trust—a contract we have 

with patients and society. Medical professionalism represents an interlocking foun-
dational structure among physicians, patients, and society that determines values 
and responsibilities in the care of the patient.

AΩA was founded in 1902 by William Root, a medical student, who, along 
with a group of other students, were galled by the absence of professional values, 
and the lack of professionalism by their fellow medical students and faculty. They 
wrote, “The mission of AΩA is to encourage high ideals of thought and action in 
schools and medicine, and to promote the highest ideals in professional practice.” 1 
They established the AΩA motto as, “Be Worthy to Serve the Suffering,” and they 
defined the mission—educational achievement, professionalism, leadership, teach-
ing, humanism, and community service—as a way to encourage ideals of thought 
and action in schools of medicine, and to promote that which is the highest in 
professional practice. They defined the responsibilities of AΩA members—to foster 
the scientific and philosophical features of the medical profession; to look beyond 
self to the welfare of the profession and the public; to cultivate social mindedness, 
as well as individualistic attitudes toward responsibility; to show respect for col-
leagues, especially for elders and teachers; to foster research; and to always respect 
the noble profession of medicine and advance it in the public opinion.1

They went on to further explain that it is equally a duty to avoid that which is 
unworthy, including the commercial spirit and all practices not in the welfare of 
patients, the public, and the profession.1

A physician’s commitment
The modern era of medicine has brought about incredible advances in science 

and technology designed to improve the care of patients and population health. At 
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the same time, major social changes are occurring that impact society, patients, 
physicians, medicine, health care, and medical education. Medical professionalism 
continues to be a core, but challenged, value at the forefront of all these changes. 

A physician’s commitment to medical professionalism is one of our profession’s 
most important tenets, and signifies our trustworthiness, accountability, and com-
mitment to patients and society. We must address the role of changes in society, 
medicine, science, medical education, and the businessification of medicine, and 
other aspects of the modern era with medical professionalism as a core value at the 
forefront of these changes. Medical professionalism underlies the basis of trust that 
society places in physicians. 

Ongoing changes in technology, changing practice patterns, inadequate time 
for patients, are affecting the way care is delivered. We must be dedicated to  
the priority and importance of the doctor-patient relationship while addressing 
these challenges. 

The doctor-patient relationship
The core of the doctor-patient relationship is caring and compassion, and the im-

portance of communication. It is more than understanding the science of medicine 
and technology in curing disease, it is addressing the emotional and other needs 
that differ with each patient. 

Ensuring that physicians have the needed time to provide compassionate care 
is being challenged by economic, political, technologic, and financial challenges 
which also threaten our medical professionalism.

Fundamentally, professionalism is about always doing the right thing! United 
States Supreme Court Justice Louis Brandeis defined a profession. He wrote, “A 
profession is an occupation for which the necessary preliminary training is intel-
lectual in character, involving knowledge, and to some extent learning, as distin-
guished from their skill. A profession is an occupation which is pursued largely 
for others and not merely for oneself. It is an occupation in which the amount of 
financial return is not the accepted measure of success.” 2

In 2000, the Royal College of Physicians and Surgeons of Canada stated, “Physi-
cians should deliver the highest quality of care with integrity, honesty, and com-
passion, and should be committed to the health and well-being of individuals and 
society through ethical practice, professionally led regulation, and high personal 
standards of behavior.” 3

And, in 2004, Richard and Sylvia Creuss defined medicine as, “An occupation 
whose core element is work based upon the mastery of a complex body of knowl-
edge and skills. It is a vocation in which knowledge of some department of science 
or learning or the practice of an art founded upon it is used in service of others. 
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Its members are governed by codes of ethics and profess a commitment to compe-
tence, integrity and morality, altruism, and the promotion of the public good within 
their domain. These commitments form the basis of a social contract between a 
profession and society, which in return grants the profession a monopoly over the 
use of its knowledge base, the right to considerable autonomy in practice and the 
privilege of self-regulation. Professions and their members are accountable to those 
served, and to society.” 4 

Professional responsibilities
Throughout medical history, professional organizations have defined a set of 

professional responsibilities:
•	 Professional competence;
•	 Honesty with patients;
•	 Patient confidentiality;
•	 Maintaining appropriate relations with patients;
•	 Improving quality of care;
•	 Improving access to care;
•	 Just distribution of finite resources;
•	 Scientific knowledge; and
•	 Maintaining trust by managing conflicts of interest.4

Since learning requires a clear, straightforward set of expectations combined 
with learning opportunities, reflection, evaluation, and feedback, the following 
principles may provide an important basis for medical student and physician 
learning: 

•	 The care of the patient comes first;
•	 Do no harm;
•	 No lying, stealing, or cheating, nor tolerance for those who do;
•	 Always be true to your word;
•	 Commit to professional competence and lifelong learning;
•	 Self-reflection;
•	 Accepting professional and personal responsibility; 
•	 Using knowledge and skills in the best interest of others;
•	 Treating everyone humanely, with benevolence, compassion, empathy and  

consideration;
•	 Caring for patients in an ethical, responsible, and respectful manner; 
•	 Respecting patients’ dignity, privacy, and confidentiality, and their right to make 

their own decisions about their care;
•	 Communicating effectively; and
•	 Listening, understanding, and respecting others’ points of view.4
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Social responsibilities
In addition, there are common social responsibilities and advocacy:
•	 Commit to, and advocate for, high quality care and improved access to care for all;
•	 Eliminate conflicts of interest—business, financial, organizational; 
•	 Work collaboratively;
•	 Ensure responsible management of resources; and
•	 Advocate for the medically underserved.

Dr. Frances W. Peabody wrote, “One of the essential qualities of the clinician is 
to be interested in humanity, for the secret of the care of the patient is in caring for 
the patient.” 5 

Physicians must put patients first and subordinate their own interests. They must 
adhere to high ethical and moral standards based on the Golden Rule - treat others 
as you would have them do (treat) to you. 

Everyone has a unique personal identity that was acquired from early childhood 
and is formed based on gender, genes, race, ethnicity, family and social experiences, 
education, communities, language, physical and mental capability, and experiences. 
Everyone is unique with their own personal identity. For different reasons, and with 
a unique personal identity, many have aspired to be a physician, with curiosity, grit, 
perseverance, capability, education, medical school, residency, etc. Over a seven, or 
more, year period of medical school and post-medical school training and experi-
ences physicians understand and speak the languages of medicine, science, and 
health care. They have the professional knowledge and experience to be a physician.  
They have medicine’s community of practice, caring for and serving patients and 
society. They accepted the ethical, moral, and virtuous responsibilities of being in 
this community of practice as a physician.  

Much of what physicians do is dependent on excellent communication, using 
language and professional knowledge and skills. The power of language creates a 
version of reality and serves to help make sense of things. Reality is shaped by a sub-
jective view of what happens, which is shaped in language. Truth seeking requires 
we be maximally mindful of the biases that language and reasoning introduce. 
Human reasoning and language evolved as a social tool. Language’s greatest flaw is 
that it allows us to say some things that aren’t true. When we talk, our words create 
our versions of reality, whether social or physical. 

When I was a new faculty internist at the University of Chicago, I was the head 
of a new general internal medicine academic division, and I also provided clinical 
services on the wards and in the clinics. One busy afternoon I looked at my sched-
ule and was somewhat upset because I had been overbooked. At that time, new 
patient visits were one hour, and follow up visits were 30 minutes. 
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When I got to the clinic there was a middle-aged woman screaming and ranting 
and raving about how bad our clinic was, and about her multiple medical problems 
for which she hadn’t been able to get the care she needed. I asked the clinic nurse 
about the screaming woman, and she replied “She is your first new patient this after-
noon, doctor.” I thought “oh no,” but went in and introduced myself and asked her to 
tell me about why she was there to see me.  I listened attentively and continued taking 
her history. She continued to shout and rage intermittently, seemingly unrelated to 
my questions or her symptoms. I asked the nurse to join us for my examination and 
to change her into an exam gown. I did a thorough examination, listened to her, and 
found no abnormalities or evidence of disease or injuries. I had her redress and sat 
with her to explain that I knew she was suffering and feeling angry and bad. I told her 
that her physical exam was normal. I asked about her family issues, job, and stress, 
but she said those were not the reason she was angry and suffering. 

I was uncertain of the diagnosis, so I explained to the patient that I was send-
ing her to the laboratory to have blood drawn for some screening tests that might 
explain or guide us in taking care of her. 

I wrote her a prescription—I don’t remember what I prescribed—and told her to 
stop at the pharmacy and have the prescription filled, and to follow the instructions 
on the label. I then scheduled her for a follow-up appointment.

Several months later, I was walking through the hospital lobby and saw her 
standing in a line for something. I walked up to her, reintroduced myself, and asked 
how she was doing. She said she was much better. She also told me she didn’t have 
the tests done, and had canceled her follow-up appointment. 

I then asked her about how the medicine I prescribed had been. She told me it 
had given her great relief from her illnesses. I asked her if she needed any refills 
since it had been quite awhile. She opened her purse explaining that she still had 
the medication I prescribed. 

She then showed me the actual written prescription with my signature, which 
hadn’t been filled. 

My hypothesis is this was a therapeutic outcome from caring and interpersonal 
communication. It represents an n=1, case study in the value of taking the time for 
face-to-face communication. 

Communication
Face-to-face communication continues to be the most meaningful mode of hu-

man communication, and represents the gold standard for which other forms of 
communication are evaluated. 

Effective communication skills include verbal communication, active listen-
ing, personal connection, trust, compassion, presentation skills, nonverbal 
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communication cues, cultural awareness, learning, education, caring, intimacy, 
humility, patience, respect, gratitude, emotional support, sympathy, and forming 
a connection. The human factor is the essence of clinical care, as well as teaching, 
learning, and life. 

Communication can make all the difference when it comes to feeling supported, 
establishing trust, evaluating judgment, and engaging with others. I understand 
that heavy workloads, complex and difficult work processes, and disorganized 
and stressful environment often create barriers. However, effective doctor-patient 
communication is a central clinical function in building a therapeutic relationship, 
which is the heart and art of medicine. 

A doctor’s communication and interpersonal skills are critical to facilitate accu-
rate diagnosis, provide counsel, facilitate therapeutic instructions, and establishing 
a caring and trusting relationship with patients.

Recommendations to communicate well, even in complex cases and challenging 
settings, include: 

•	 Be attentive and listen completely and attentively to build rapport and trust, and 
have meaningful discussions about diagnosis and treatment.

•	 Always start with an open question giving the person time to talk about what is 
most important to them.

•	 Maintain a sense of curiosity about your patient by asking yourself questions 
like—“I wonder what is going on with this person and their life? Why they are 
saying it in this way?

•	 Periodically summarize what the patient is saying and ask the patient if you have 
correctly understood the key points . Demonstrate that you are listening and care.

•	 Invite the patient in complex situations to have family or peers with them who 
may be able to help them to reflect on the issues and explore the options.

•	 Use simple and concise language without talking down to the patient and recog-
nize that non-verbal communication often conveys a sense of caring and empathy.

•	 Be mindful of all that may be going on in the patient’s life which may affect how 
you manage their care.

•	 Involve other medical personnel and nurses to help answer questions when 
needed.

•	 Use the right tone and positive non-verbal communication to convey a sense of 
warmth and empathy to the patient.

•	 Work to be aware of your patient’s situation, and how other issues may be affect-
ing them.

•	 Be aware of cognitive and non-cognitive biases, acknowledge them if needed, 
and do not let them affect how you care and communicate with patients so they 
feel comfortable sharing deeply personal and other issues pertinent to their care.
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•	 Find ways to support your communication with tools and analogies for better 
understanding.

•	 Try to keep shared decision-making in mind.
•	 Be an active listener to evaluate if you need to ask more. Make sure the patient 

has understood your question or message. Communicate to help decrease anxi-
ety and stress.

•	 Adopt a freedom to speak out communication style for patients to share ideas 
with you. Show that you are prepared to listen, and willing to learn. 

•	 Keep accurate records, and frequently share your notes with the patient.

Communicating well with others also brings joy to the workplace, and in per-
sonal relationships. I remember seeing and caring for patients in the clinic and 
gathering in the conference room to complete the patient’s chart—we didn’t have 
electronic health records back then. 

I would join my colleagues, medical students, residents, and nurses before, 
between, and after patient visits. If I had made a terrific observation or diagnosis 
I would share my case with the team. If I had a difficult case, and not sure what 
to do, I would present the case and discuss it with others for advice and counsel. 
Sometimes, we would commiserate about the system, or other personal problems.  
Sometimes, we would plan an outing, family event, or social gathering. This was 
my community of practice. 

Unfortunately, we seem to have lost our joy in being a part of a physicians’ com-
munity of practice. This may be because limited time and other priorities have 
limited our abilities, or we haven’t worked hard enough to understand and create a 
social and professional organization within our work communities. 

Much of what we refer to as burnout and lack of resilience stems from the in-
adequate response from our professional communities to challenge and overcome 
detrimental effects. 

We no longer have strong communities of practice.
This is detrimental to medicine, health care, our profession, and us as doctors, 

educators, and human beings.

Communities of practice
To form a community of practice, identify two or more colleagues, hopefully 

with some diversity, to meet with and get to know them personally and profession-
ally, and to develop a professional and social relationship. Set up a meeting with 
them. Learn about them and from them, who are they. What shared passions do 
you have in common? Do you find joy when interacting with these people? 
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As a member of a community of practice you can engage in joint activities 
wherein you can, and will, learn how to improve programs, share best practices, 
and discuss areas of growth, development, and innovation. These are colleagues 
with whom you can commiserate without judgement. 

Once working together well, communities of practice can always add more 
members. A community of practice will develop a shared repertoire of resources, 
including experiences, stories, tools, ways of addressing problems and dealing with 
difficult issues, and overcoming barriers. 

A community of practice is a cohesive and functioning group. It can address  
unique and important issues within an organization and/or community, and can 
provide an outlet for social opportunities. 

Successful and effective communities of practice include:
•	 Understanding, evaluating, and sharing unique and important issues in a work-

place/organization/community. 
•	 Recruiting and sustaining a diverse team of academic, clinical, professional, pol-

icy, and other participants.
•	 Providing regular forums to identify, translate, and disseminate information.
•	 Identifying the best strategies and processes for understanding and tackling di-

verse important challenges. 
•	 Developing an ongoing evaluation of strategies in influencing target audiences. 
•	 Incorporating other points of views and needs.
•	 Serving unique needs of members of the community of practice

To form a community of practice:
•	 Identify members; 
•	 Convene and develop agreements about purpose, common goals, expectations, 

outcomes, and ongoing participation;
•	 Develop commitments to the community of practice;
•	 Build relationships and share personal and professional narratives;
•	 Determine the initial and ongoing projects, needs, and opportunities;
•	 Understand why, what, how, who, and when questions for the community of 

practice;
•	 Identify strategies for ongoing communication and dissemination of informa-

tion; and 
•	 Schedule professional, social, and other events for members and families to get 

to know one another and develop professional relationships and camaraderie.

You can develop a useful community of practice with your colleagues, and you 
must do it. Most important of all, find joy, and celebrate with your community  
of practice!
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Chapter 2

Connection and community in a 
changing era of medical education

Molly Blackley Jackson, MD; and David S. Hatem, MD

Social connection has been associated with positive mental and physical health 
outcomes, and an improved ability to cope in challenging times.1,2 Over the past 
two decades, changes in technology, generational culture, disruptive social forces 

and events, and political climate have impacted interpersonal connectedness and sense 
of community for medical students. These changes bring about opportunities and chal-
lenges in how medical schools develop students into physicians. 

Several recent trends may have particular influence on experiences of connec-
tion and socialization for medical students. Remote and asynchronous learning has 
been increasingly available, favored, and expected by many medical students; the 
American Association of Medical Colleges in 2022 reported that at least 25 percent 
of second-year medical students have “almost never” been attending in-person 
courses or lectures, since 2017.3 

Digital social connections (including social media and texting) are now com-
monly used for relationship building and communication, changing the format and 
possibilities for connection.

Disruptive societal forces and events have exerted significant strains on the abil-
ity to form connections and community. The COVID-19 pandemic profoundly im-
pacted populations globally, and abruptly strained health care systems and provid-
ers. As public health responses sought to limit exposure to COVID-19 to essential 
personnel, medical schools responded by shifting to virtual classes and limiting pa-
tient care experiences,4 which, in turn, made connection and community-building 
during a uniquely stressful time more challenging. 

Coinciding with the COVID pandemic, a series of social and political events 
have increased division in the United States and worldwide,5-8 including the murder 
of George Floyd, Black Lives Matter, the Dobbs vs. Jackson decision affecting abor-
tion access, the Russo-Ukrainian War, protests around the results of the 2020 U.S. 
Presidential election (including the January 6 insurrection), and the Israel-Hamas 
war. While these events and forces have strengthened some interpersonal connec-
tions by coalescing communities toward equity and the advancement of justice, an 
environment of isolation and fear has contributed to increased tribalistic thinking. 
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Changes in health care delivery and climate, including increasingly strained 
finances, impact of the electronic medical record on patients and health care pro-
viders, decreased time with patients, and physicians experiencing burnout and 
mental health challenges are each likely to disrupt connection and socialization for 
all health care providers and learners.

Impact on medical student professional identity formation
The development of students’ professional identities may be especially impacted 

by forces that alter connection and community. Professional identity formation 
(PIF) in medicine is the process by which medical students experience internaliza-
tion of “the characteristics, values, and norms of the medical profession, resulting 
in an individual thinking, acting, and feeling like a physician.”  9,10 A theoretical 
model for professional identity formation developed by Cruess and Cruess indicates 
the central role that socialization plays in the development of personal and profes-
sional identities in medical school.

The experience of socialization and the nature of relationships in medical school, 
including those with role models and mentors, has been evolving. Medical students 

A schematic representation of the multiple factors involved in the process of 

socialization in medicine in 2015.10
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increasingly interface digitally (including on social media platforms such as X) with 
physicians and other health professions mentors, particularly with like-minded in-
dividuals in advocacy or special interest spaces and/or with people with whom they 
share social identity characteristics. Some of these spaces are likely to improve a sense 
of belonging and authentic connection for students in health professions, especially 
for those from identity backgrounds that have been historically excluded or under-
represented in medicine. Students also experience more connections with mentors 
and peers from outside their school of medicine or geographic community, widen-
ing the possibilities for connection for many students, and creating the potential for 
increased cultural understanding and fostering a sense of global connectedness. 

On the other hand, the nature of relationships and connections forged in the 
digital sphere may lack depth, deeper meaning, diversity of perspective, and au-
thenticity. Several studies have shown that the use of digital media for building 
connections can paradoxically be associated with a sense of isolation and loneliness. 
In-person clinical and classroom experiences have also changed, as physician men-
tors may have less time and energy than in years past for teaching and/or support-
ing the development of students, given the modern health care climate. 

The last two decades have also seen a significant shift in experiences during med-
ical school, both within education spaces and in daily life. The COVID-19 pandemic 
and recent socio-cultural events in particular have had profound impacts on medi-
cal students. Studies with U.S. preclerkship students and international studies from 
Germany and Canada11-14 during the pandemic demonstrated themes of loss—both 
the loss of clinical work and the loss of opportunity to build community. Students 
worried that ongoing restrictions would decrease clinical competency and threaten 
their professional identity.14 They also expressed uncertainty about joining and 
belonging in this new community, noting the tension between the desire to inhabit 
an identity as a frontline health professional11 balanced with putting themselves at 
risk for COVID-19 infection. 

Over the past decade, medical students have continued to engage in social 
and political events that influence the practice of medicine and health outcomes, 
including in the Dobbs vs. Jackson Supreme Court decision affecting abortion 
access as well as the Black Lives Matter (BLM) and White Coats for Black Lives 
movements. Each of these events highlight profound health care disparities for 
Black and Brown people, and ongoing low enrollment of Black students in medi-
cal schools. Medical students have shared reservations about political influence 
on scientific viewpoints, concern about interference with coherent community-
building, and concern about potential effects on their future work as medical 
professionals.11,12 The persistence of some of these challenges over decades fosters 
distrust and disconnection from the profession of medicine for many students, 
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while forging connections and fostering trust with colleagues with whom they 
share common perspectives.15 

What can medical schools do to support connection and community?
In the context of a dynamic political, social, and health care education landscape, 

many medical schools and individuals have implemented successful strategies to 
maintain and nurture meaningful interpersonal connections among students, fac-
ulty, staff and the communities they serve. These include:

•	 Create welcoming spaces designed for both learning and socializing, with pro-
gramming to utilize the spaces effectively and frequently. Successful MD program 
learning environments have both physical spaces (well designed spaces that are 
easy to access and enjoyable, for students and the teams who support them) and 
intentionally created virtual spaces (to create flexibility for connecting virtually).16

•	 Assure curricular approaches strongly emphasize group and collaborative 
work, including across classes. The 2023 Surgeon General’s advisory on the heal-
ing effects of connection and community recommended the education sector 
prioritize cooperative and group projects for learning and peer relationships, and 
efforts to create environments that nurture mentoring and peer support.1

•	 Create longitudinal communities for learning and support. An increasing 
number of medical schools are using learning communities (LCs) as part of 
their school structure.17 LCs are small groups of intentionally and longitudi-
nally connected students and/or faculty who are actively engaged in learning 
with, and from, each other, often with a focus on doctoring, physician profes-
sional identity formation, advising and mentoring, well-being, and inclusivity 
for medical students and the participating faculty and staff.18 Using a structure 
of small groups with established relationships, LCs in medical school are well 
positioned to enable connection and socialization, and to support students to 
explore professional identity through space for reflection and dialogue. Oth-
er successful approaches include tracked campuses, longitudinally integrated 
clinical experiences, or any organizational structure where relationships can be 
built over time for medical students, educators, staff, and the communities in 
which they are situated.19 

•	 Nurture a sense of belonging. Many medical students question whether they 
belong in medical school.20 Gruppen, et al.’s, suggest that a conceptual model 
of the learning environment include four domains, each of which have impact 
on sense of belonging: organizational (culture, rules, practices, and policies); 
social (interactions and relationships); physical (including physical and material 
resources); and personal (including professional identity formation and individ-
ual growth).16 The University of Washington Resilience Lab’s guidebook, Well-
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being for Life and Learning, outlines specific practices that leaders and educa-
tors can undertake that explicitly welcome and support students.21 Additional 
efforts include vertical mentoring programs (especially those supported by staff 
and funding); robust structures to address concerns in the learning environ-
ment and to support students who experience challenges; and efforts to explic-
itly promote belonging among those underrepresented in medicine (including  
creating affinity spaces, and recruiting and retaining faculty and staff from di-
verse backgrounds).22

•	 Prioritize meaningful experiences in patient care and advocacy. Despite 
tightening regulatory requirements, mounting practical challenges, and the re-
cent pandemic public health crisis, many medical schools (and individuals) con-
tinue to find ways that medical students can contribute as meaningful members 
of the patient care team, which enhances their sense of being part of the com-
munity. Inviting students from their peripheral participation into a central role 
in the community of practice allows engagement of learners, and reinforces that 
they add value and that they matter.23

	» During the early phase of the COVID-19 crisis, when most medical schools 
removed students from clinical clerkships, some quickly mobilized students 
to participate in administration of vaccines,24 or other critical service activi-
ties. In England, medical students were invited to help with COVID-19 care 
through specific clinical support roles.25

	» Van Eck and colleagues argue for a tighter link between health systems, com-
munities, and health education programs, including by creating opportuni-
ties for health education students to participate in efforts to better meet the 
real needs of patients and communities.26 

	» Gonzalo and colleagues outline student experiences that add value for health 
systems and patients, including performing detailed histories to identify so-
cial determinants of health and care barriers; students as patient navigators/
health coaches; and care transition facilitators.23 

•	 Provide opportunities for reflection and dialogue. Many medical schools of-
fer both structured and informal opportunities for students to connect with 
peers, near peers, and mentors, and to engage in reflection within and beyond 
the formal curriculum. These opportunities have been especially valued by 
students in the context of the challenging sociopolitical climate and events. 
Some of these opportunities connect with the arts and humanities to nurture 
a reflective stance, expand perspectives, and support interpersonal dialogue. A 
blend of required curricular and opt-in opportunities may be especially effec-
tive including: 
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	» Reflective writing and sharing experiences as part of the curriculum, as con-
ducted successfully at the Medical College of Wisconsin for “seminal clinical 
and personal moments.” 27 

	» Willingness on the part of school leadership to pause “usual programming” to 
prioritize processing, sharing, and mutual support during, or after, especially 
impactful events or experiences, and to proactively prepare faculty who can 
be skilled facilitators.

	» Interprofessional programs using Visual Thinking Strategies (VTS) ap-
proach, in which learners experience facilitated art observation and practice 
deep listening, curiosity, and perspective taking.28

	» The Good Listening Project, linking listener poets to hold space for health 
care community members, and providing reflective customized poems based 
on the conversation (https://www.goodlistening.org/listener).

	» The 55 Word Stories project, such as the effort launched early in the CO-
VID-19 pandemic by the University of Washington, to encourage reflective 
sharing by the broad community of health care team members (https://fac-
ulty.uwmedicine.org/55-word-stories/). 

	» Creating venues for storytelling, sharing meaningful experiences occurring in 
school and work, through community events like Med Moth or institution-
al blogs (https://theinterstitium.home.blog/). These may be part of broader 
institutional medical humanities initiatives for example at NYU Grossman 
School of Medicine, Division of Medical Humanities, NYU Langone Health, 
Columbia University Vagelos College of Physicians and Surgeons, Division 
of Narrative Medicine, Department of Medical Humanities and Ethics, and 
Medical College of Wisconsin, Center for Bioethics and Medical Humanities.

Recommendations for supporting professional identity formation 
With a broadening of who students experience as role models and mentors, and 

with changes to clinical and non-clinical experiences in the context of a shifting health 
education landscape, there is particular need for spaces where students can develop 
their professional identities with intentionality. Students whose MD programs cultivate 
a reflective stance and create opportunities for them to engage in meaningful conversa-
tions about professional identity may develop more complex, embodied understandings 
of what it means to be a physician, now and into the future.29

Curricular efforts in medical schools would likely benefit from an approach 
that emphasizes that PIF is a socialization process, grounded in community and 
learning from each other—most medical schools use narrative reflections, which 
emphasize an individualist approach rather than an approach grounded in so-
cialization.30 The development of PIF may be especially effective in longitudinal, 
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stable, non-hierarchical small groups, which enable deeper connections, and more 
authentic sharing and growth, and in groups with diversity of identity and perspec-
tive. In addition to these groups, students benefit from connecting meaningfully in 
longitudinal affinity groups with other students, residents and faculty with shared 
identity characteristics, and who may share similar challenges or experiences. 

These longitudinal communities may be especially helpful facilitating transitions 
in medical school (e.g., transition to clerkships, residency transitions) as opportuni-
ties for anticipatory guidance and mutual support, and during times of challenge or 
disruption (as experienced by many medical students over the last four plus years). 
Within, and beyond, these small groups, students’ professional identity formation 
and sense of belonging in the profession can be supported through investment in 
programming and facilitators that enable courageous conversations (brave spaces), 
while also prioritizing psychological safety for all group members.31,32 

In addition to curricular efforts to support PIF, many schools have established 
coaching programs focused on professional identity. These programs have been 
reported to promote a sense of group cohesion and belonging within coaches and 
their small group cohorts.33

Conclusion
Significant changes in technology, culture, society, and public health over the 

last two decades are impacting the experience of socialization for medical students, 
and are increasing divisions in society and communities. Individual and organiza-
tional efforts toward prioritizing relationships and connections in medical schools 
are needed to enable students, faculty and staff to understand and learn from each 
other; collaboratively process and engage in the changes in the world around them; 
intentionally develop their physician identities; and discover both meaning and 
sustainability as physicians. 

The most effective efforts of community-building lead medical students to ex-
perience both a sense of belonging and of mattering, with every individual feeling 
valued, and that they add value.34 Strong connection and sense of community can 
help us weather change and create the change that is needed, within ourselves, and 
in the profession of medicine. 
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Chapter 3

Professionalism: Yesterday, today, and 
what comes tomorrow in a relentlessly 
changing world
Olaoluwa Oladipo Fayanju, MD, MS, FAAFP

The White Coat Ceremony has become such an accepted rite of passage into 
the medical profession that most new, and most more-seasoned, physicians 
are unaware that the ceremony is a recent invention. The first White Coat 

Ceremony took place at the University of Chicago’s Pritzker School of Medicine in 
1989, but the first official White Coat Ceremony was established under the auspices 
of the Arnold P. Gold Foundation in 1993 at Columbia University.1 Back then, Dr. 
Arnold Gold,2 a renowned neurologist and beloved physician-teacher known for 
his charismatic, humanistic, and patient centered-commitment to medicine, had 
first-year medical students engage in the donning of short white coats and the 
storied, but far more ancient rite, of medical professionalism: the recitation of the 
Hippocratic Oath. 

Ceremonies and oaths that originated from thousands of years ago may seem 
out of place in most fields, but they are some of the foundational and demonstra-
tive ways doctors define their profession, demonstrate fidelity to their values, and 
show their commitment to colleagues and patients. These moments matter because 
they celebrate the different roads that brought each student to that moment, and 
because of the symbolism of what lies ahead. The ceremonies and oaths transform 
the participants and enshrine them in a unique fraternity. One is no longer just a 
person, but a medical professional imbued with the formidable responsibilities and 
pressures of conducting oneself in a manner that aligns with values and standards 
developed over the course of three millennia. 

However, for many students, colleagues, and peers, the expectations of the 
profession are incongruent, vague, and incompatible with modern times. Modern 
definitions of professionalism, although shaped and formed by medicine’s forebear-
ers, are primarily the product of a mostly male and mostly white profession that 
possesses a world view that does not neatly align with an evolving and increasingly 
diverse fraternity of clinicians. 

The current state
How did we arrive at our current state of medical professionalism, and what 

does the future hold as we train, teach, learn, and treat patients in an ever-changing 
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world? Like any thorough physician, the factors that now define medical profes-
sionalism are: 

•	 Practicing patient-centered care that prioritizes the health and well-being of pa-
tients, respecting their dignity and caring for their needs.

•	 Maintaining an ethical practice that adheres to principles of confidentiality, in-
formed consent, and honesty.

•	 Fulfilling a social responsibility that recognizes the unique and essential role of 
physicians lending their voice to issues that worsen disparities, reduce equity or 
negatively impact public health.

•	 Cultural competency that demonstrates an understanding and respect of cultural 
differences to ensure effective communication and high quality care.

Historical evolution of medical professionalism: Hippocrates
The foundation of medical professionalism in ancient Greece is rooted in the 

teachings of Hippocrates (c 460–370 BCE). Hippocrates, widely known as the Fa-
ther of Medicine, articulated the key principles that in his time, defined medical 
ethics and professionalism, and are central to how we define the concept today.

Beneficence
The principle of beneficence mandates actions that promote the well-being of 

patients and is central to the Hippocratic Oath’s directive to “benefit the sick.” 
This principle is not merely about avoiding harm, but actively contributing to the 
health and welfare of patients, and emphasizing the altruistic foundation of all  
medical practice.

Non-maleficence
Non-maleficence is commonly understood and interpreted as “First, do no 

harm” (Primum non nocere). Similar to the beneficence principle, it underscores 
the importance of considering the potential harm of any medical intervention and 
the ethical obligation to avoid causing harm to patients.

Confidentiality
Confidentiality is another cornerstone of Hippocratic medicine and the clear-

est connection to concepts of trust in the oath. The oath includes commitments 
to respect the privacy of patients’ lives and conditions, and recognizing the trust 
placed in physicians by those they treat. Today, the modern concept of patient 
confidentiality, emphasizing the protection of patient information within the health 
care setting is one of the more practical day-to-day embodiments of this principle.
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Taken together these principles—with their focus on ethics, compassion, and 
patient care—provide the symbolic and practical underpinnings of an oath that 
defines the medical profession’s commitment to high ethical standards.3,4,5

The advent of medical science and medical professionalism:  
5th century BCE - 18th century

Across the span of history, between the time of Hippocrates (the 5th cen-
tury BCE) and the birth of the modern era in medicine, professionalism, while 
grounded in Hippocratic principles, evolved. After Hippocrates, Galen (129-26 
CE), a medical scholar and polymath who wrote on medicine, anatomy, physiol-
ogy, linguistics and philosophy, was a major influence on successive generations.6 
In medicine, Galen’s enduring legacy goes beyond his writings, which would define 
the art, if not the science, of medicine well into the 17th and 18th centuries. Galen  
wrote how even with a vast amount of information, the ethical challenge of medi-
cal decision-making persists and is made more difficult by the highly variable na-
ture of outcomes, even when best practices are implemented. Galen advocated for 
an approach to medicine that recognized the limits of human knowledge (and his 
limited scientific understanding) and aimed to get as close to the ideal of compre-
hensive understanding as possible. As such, his arguments against purely empirical 
approaches to medicine were combined with a belief in the need for philosophical 
observations and theoretical innovation to address novel or uncertain pathological 
conditions.7 These were by no means comprehensive or perfect principles (later 
scholars would refute the lack of evidence and errors in his anatomical conclu-
sions), yet they remain relevant in contemporary medicine and guide professional 
standards, especially in the face of new diseases like HIV/AIDS in the 1980s and, 
more recently, COVID-19.

The Middle Ages witnessed the consolidation of Galenic and Hippocratic prin-
ciples with Islamic scholarship and Christian theology that led to a blend of influ-
ences, such as herbal remedies were utilized, and how medical care was provided 
in monastic settings and early hospitals. Public perceptions of the medical profes-
sion came under scrutiny and increased pressure as crises like the Black Death 
ravaged populations in Europe, Western and Central Asia and North Africa.8,9 In 
the face of such catastrophic events, explanations for the pandemic, specifically, 
and physiological processes in general, turned to the supernatural, with many 
seeing the plague as divine punishment for sins. These events took the profession 
backward even as innovations made necessary to combat the plague–more effec-
tive quarantine practices, increased attention to sanitation, a nascent public health 
infrastructure—first emerged.10 
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In the Renaissance (c. 14th—17th centuries), reassessment of old texts and past 
doctrine further changed the practice and teaching of medicine. Andreas Vesalius 
(1514–1564) would do work that represented a seismic shift in the medical world, 
emphasizing empirical observation over reliance on ancient texts which lacked the 
rigorousness of a more scientific method. As the Scientific Revolution took hold in 
the 17th century, William Harvey would build on the work of Vesalius as he and 
his contemporaries introduced empirical methodologies and experimental tech-
niques.11 Harvey’s insistence on empirical evidence, and his methodical approach to 
disproving Galenic anatomical and physiology conclusions, highlighted the impor-
tance of skepticism, inquiry, and the continual testing of hypotheses within medical 
practice. These principles became integral to the evolving definitions of medical 
professionalism, emphasizing the need for ongoing learning, adaptation, and the 
application of scientific methodologies to clinical practice. His work challenged 
physicians to reconsider their understanding of the human body (he successfully 
demonstrated the presence of the human circulatory system through extensive 
dissection of cadavers), hastening a move away from speculative medicine toward 
a more rigorous, evidence-based practice. This shift necessitated a re-evaluation 
of the medical profession’s role from protectors of what was considered accepted 
know-how and practice to pioneers of scientific discovery and innovation.

Edward Jenner’s discovery of the smallpox vaccine in 1796 was transformative 
for its approach to disease prevention and for shaping the future of professional 
medicine. For Jenner and his contemporaries, the practices and educational struc-
tures of medicine were already rapidly changing. Divisions between tradition-
ally trained physicians and surgeons, who often gained their medical knowledge 
through apprenticeship, began to recede and be less distinct. 

New teaching hospitals in Europe and in the United States—the first at the 
University of Pennsylvania, founded in 1765 on the eve of the American Revolu-
tion—emerged as centralized, and increasingly respected destinations for learning 
and collaboration. These new institutions and the introduction of Jenner’s vaccine, 
were landmark achievements for the profession and for the credibility of medical 
science. This was a pivotal moment that demonstrated, as Harvey had done a cen-
tury before, the value and importance of scientific innovation in medical practice 
and professionalism.12 

Formalizing medical education in the U.S., the rise of the academic 
medicine and the impacts of the 1910 Flexner Report

The advances of medical education and professionalism witnessed in the U.S. 
at the end of the colonial era were part of a larger movement in the new nation. 
In the United Kingdom and in America, doctors sought to create educational 
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and professional institutions like medical schools and medical societies that gave 
doctors more distinctive and exclusive status.13 However, at least in the U.S., the 
influences of the burgeoning democracy would run head first into the inegalitarian 
desires of the American medical profession.13 

As Paul Starr described in his seminal work The Social Transformation of Ameri-
can Medicine, the most common construct of life in the first century of the U.S.—
largely agrarian and self-reliant by necessity in both rural and urban locations—also 
lent itself to resistance against authority with much of the public “refusing to grant 
[the medical profession] any privileges” while “asserting their own rights to judg-
ment in managing sickness.” 13 Even with advances like the smallpox inoculation, 
some medical professionals, and the lay public, questioned whether therapies were 
effective and whether it was wise to keep the knowledge and trust of treatment in 
the hands of a few. 

Three spheres of practice emerged that divided medical care for most of the 19th 
century: the medicine of the domestic household, the medicine of the physicians, 
and the medicine of the layhealers.13 Domestic medicine was practiced in the home 
and often by members of the family with no training. It was reliant on traditional 
remedies and basic practices that were passed down from one generation to the 
next with simple cures and therapies at their foundation. Formal training or instruc-
tion was dependent on texts like William Buchan’s Domestic Medicine, and John C. 
Gunn’s 1830 book of the same name. Lay medicine was also practiced by people 
without formal medical training but who possessed knowledge and skills. They 
included midwives, herbalists, and community-based providers who had practical 
experience. Domestic and lay medicine, unlike physician medicine, was practiced 
primarily by women, and Black men and women, and was open and accessible to a 
much larger proportion of the population.

Meanwhile, physician-based medicine grew, and the institutions that defined 
it—medical schools and medical societies—sought the means to protect, enhance 
and codify the professional status of the American medical doctor through the 
authority of medical degrees, credentials, and licensure. Initially honorific, the first 
law requiring a license for the practice of medicine was issued by New York City in 
1760. Following independence from Great Britain, new states extended to medi-
cal societies the authority to grant licensure but it had little impact or real power 
to guarantee the quality or efficacy of practitioners or the care they rendered. 
No standards were established for medical school curriculum or the duration of 
training, and because medical societies and medical schools were paid by those 
seeking either licensure or degree, respectively (with payment withheld by the 
applicant if they were denied or failed), this system created a perverse incentive 
that undermined the profession. Also, the rise of medical societies and licensure 
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accelerated, and made permanent, the exclusion of women and all but a relative 
few minorities from physician medicine for much of the 19th century and well into 
the 20th century.

As the U.S. continued through the middle decades of the 19th century, an era 
marked by regional division, the Civil War, and the abolition of slavery resulted in a 
crisis of credibility in the medical profession that mirrored the tumult that the na-
tion was enduring. The proliferation of medical schools and easy access to degrees, 
saw the ranks of the American medical profession continue to grow but without 
standards or unifying institutions. Quackery and fraud was prevalent, which further 
degraded the reputation of the profession. The founding of the American Medical 
Association (AMA) in 1847 was a response to the discontent of physicians who saw 
stagnation in their status and feared further erosion. The AMA sought to raise and 
standardize, requirements for medical degrees, support scientific advancement in 
the field, codify medical ethics, and improve public health at a time when licensure 
standards were being repealed due to the perception that they were ineffectual 
and anti-democratic.14 The early AMA had little substantive influence until much 
later in the 19th century and did so only after overcoming the internal strife that 
had torn apart the profession for most of the preceding century.13 Rivalry, and the 
battle for the legitimate ownership of medical professionalism between the regular 
allopathic physicians, the growing homeopathic movement, and later osteopathic 
practitioners, gave way to consolidation of medical societies and ultimately the 
primacy of the AMA. Concurrently, the reform of medical education, beginning at 
institutions like Harvard and Johns Hopkins, took form as medical instruction in 
the U.S. began to reflect what was emerging in Europe where laboratory sciences 
such as physiology, chemistry, histology, pathology, anatomy, and bacteriology 
grounded new students in the fundamentals of medical science.

Once it had established its primacy over the American medical profession at the 
start of the 20th century, the AMA would be instrumental in reforms and changes 
that would define the next 120 years of graduate medical education. Starting first 
with the Council of Medical Education in 1904, the AMA established the minimum 
standards for entry into medical school, and standard curriculum required during 
the four years of training. In 1906, the AMA categorized all 160 medical schools in 
the U.S., assigning each to different classes. Class A schools represented what was 
considered the best most comprehensive institutions; Class B consisted of schools 
with challenges, but which were deemed redeemable; and Class C schools were 
considered beyond salvageable. 

The results of this analysis were given to an outside group, the Carnegie Foun-
dation, to conduct a follow-up study, and to provide recommendations. Led by 
Abraham Flexner, the study and the report he published in 1910 had a profound 
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and lasting effect on medical education. Thanks in part to his report, the number of 
medical schools decreased from a high of 165 in 1906 to 131 by the end of 1910.15 
While multiple factors including the changing economics of licensure fees, and 
tuition, and rising direct and indirect costs, led many schools to close, the report 
is credited with improving the quality and consistency of medical education, and 
imposing stringent admissions criteria.16 

Less discussed was the impact of the report and the school closures in making 
American medicine less socially, racially, and economically diverse than it already 
was. Of the seven predominantly black medical schools that existed before the 
Flexner report, only two (Howard and Meharry) remained after the report’s pub-
lication. Flexner’s own views on race, and his belief that African-American physi-
cians were not needed beyond the “sanitary” needs of the community contributed 
to significant setbacks in the training of Black physicians, and reinforced existing 
inequalities in the U.S. medical and health care system.17 Taken together, more 
stringent admissions requirements, the higher cost of educating medical students, 
the opportunity cost of residency training combined with deliberate policies that 
discriminated against Blacks, Jews, immigrants, women, and really any person of 
lower socioeconomic status ensured that the ranks of American medicine were 
dominated by white men. It was not until the middle of the 20th century that 
changes spurred by the Civil Rights movement began to reopen the doors of medi-
cine to people of more diverse backgrounds.

Medical professionalism today and tomorrow: New standards for a 
changing nation

 Over the last 50 years, medical professionalism, which had been defined largely 
by adherence to, and expertise in medical science; its appropriate application in 
patient care; and ethical standards and practices established by a homogenous 
social cohort, evolved to reflect the environment we live and work in today. Two 
contemporary forces have been key to this change.

Diversification of the Clinical Workforce
Efforts to increase diversity in medical schools, and the overall health care work-

force, gained momentum during the 1960s through to the present day. This change 
has been gradual and slower than many would hope but it has persisted thanks to 
policy changes, scholarships and financial support to underrepresented groups, 
targeted recruitment, and affirmative action programs that have recognized the 
lingering impact of past discrimination. Title VI of the Civil Rights Act of 1964 
specifically impacted the funding of institutions like medical schools requiring the 
elimination of discriminatory practices which created opportunities for minorities. 



28 29

Medical Professionalism Best Practices: Professionalism in a Relentless World

Along with Title VI, affirmative action policies such as Executive Order 11246 
in 1965, established requirements that health care institutions including medical 
schools and hospitals needed to take active steps to increase employment and edu-
cation opportunities for minorities.18 

While government has played a key role, medical schools also took organized 
steps to meet the moment. Since the late 1960s, the Association of American Med-
ical Colleges (AAMC) has emphasized the importance of minority admissions, and 
has introduced and given support to initiatives and guidelines that promote diver-
sity in medical education.19 Added to that, the admissions process has changed 
to consider a wide range of factors which include academic performance and life 
experience, leadership qualities, and a commitment to service and serving diverse 
communities. Permanent offices and programs dedicated to diversity, retention, 
and mentorship of students and faculty has also moved the profession forward. 

Progress has been slow, and after nearly five decades of these efforts, there is still 
room for significant improvement. In 2018, 5.4 percent of physicians were Black in 
a population that was 12.8 percent African-American, yet when compared to 1940 
when the population was 9.7 percent Black, the proportion of Black doctors was 2.8 
percent. When we look at the representation among Black men in medicine there 
is no change in percentage of the workforce between 1940 (2.7 percent) and 2018 
(2.6 percent).20

Influence of a diverse workforce on medical ethics and practices
Ethical standards in medicine that bring a variety of viewpoints to each decision 

create tremendous value to the profession and expand the scope of the  defini-
tion of professionalism. Diversity enriches ethical discussions and allows for the 
development of comprehensive guidelines that are respectful of cultures, thereby 
ensuring standards are inclusive and considerate of the moral convictions of a 
broader patient and physician base. The growing diversity of the workforce fosters 
inclusivity that enables the health system to be more responsive to the needs of a 
more heterogeneous patient population. 

Cultural competence is critical to addressing and respecting differing beliefs, val-
ues, and needs among patients of different ethnic, cultural, and social backgrounds. 
Research has shown that more culturally competent care is more effective care 
with more thoughtful communication leading to better outcomes.21 With greater 
diversity has come greater trust between the doctor and the patient, particularly 
in minority communities where the provider and patient share a cultural connec-
tion. Patients are often more comfortable and open to discussing their medical is-
sues with providers who share a similar cultural perspective or racial background. 
With greater trust, there is consequently greater engagement which facilitates 
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more accurate health and social histories, greater adherence to therapies, both of 
which are essential for high quality care.22 Addressing disparities and broadening 
the scope of research is also made possible thanks to a more expansive profession. 
Researchers with diverse backgrounds are more likely to bring a broader array of 
perspectives, particularly when studies are focused and relevant to underserved 
and minority populations. A broader focus leads to innovation and discoveries that 
benefit a wider segment of the population and increase the potential for improved, 
more equitable population-level health outcomes.23 

Medical professionalism, defined
The twin impacts of diversity, and the influence of that diversity on medical eth-

ics and practice, has given rise to an updated definition of medical professionalism 
that has echoes of the past, but recognizes the realities of today. Medical profes-
sionalism is now seen through a broader, more nuanced lens that has at its core, 
four key tenets of patient centered care, ethical practice, social responsibility, and 
cultural competency.

Patient-centered care
A patient centric approach to care prioritizes the health and well-being of pa-

tients, and respects their dignity while also caring for their needs. Conceptually, 
it borrows from principles first articulated by Hippocrates as it fosters respect for 
autonomy, beneficence, and non-maleficence, while building trust. This is no small 
task given the fiscal and financial stakes: health care is a trillion dollar business with 
federal and state programs that constitute more than half of all expenditures. Pro-
grams, organizations, and regulations in the U.S. and around the world demonstrate 
a commitment to the concept and ideals of patient-centric care. 

The Patient Centered Medical Home (PCMH) has its origins in the 1960s as 
a central location for archiving a child’s medical history and records particularly 
if that child had chronic conditions like asthma or sickle cell anemia. With time, 
the concept evolved to emphasize a more comprehensive, coordinated, and acces-
sible approach to primary care that is focused on an individual patient’s needs. A 
moment of significant progress in shaping the PCMH model was brought forth in 
2007, when major primary care organizations in the U.S. collectively endorsed the 
“Joint Principles of the Patient-Centered Medical Home.”24 Further institutional 
support and formalization of the PCMH model came with the inclusion of specific 
provisions in the Affordable Care Act of 2010, which promoted the expansion of 
this model across the U.S. health care system. These provisions aimed to improve 
care coordination, enhance patient engagement, and increase the overall efficiency 
of health care delivery​.
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Both within the U.S. and internationally, Planetree International, a nonprofit 
organization, has focused on advancing patient centered care by instituting a certi-
fication program that recognizes health care organizations that excel in delivering 
care that respects the preferences and values of patients. The certification process is 
rigorous and evaluates several factors including the extent to which organizations, 
physicians and clinicians in an organization empower patients, involve families in 
care, and create a healing environment conducive to well-being and health.25 

Ethical practice
Adherence to ethical principles as a core component of medical professionalism, 

especially to confidentiality and informed consent, is of particular importance and 
relevance in the modern information age. Data flows freely and rapidly between 
physicians and other caregivers/stakeholders in the health care ecosystem. The ad-
vent of the electronic health record (EHR), telemedicine, and the use of big data in 
health care has shown the promise of new information systems and the costs that 
imperil the ability of doctors to stay true to this principle. EHRs improve efficiency 
of patient care and data accessibility, but they also increase the risk of data breaches. 
Organizational intentionality through the implementation of robust cybersecurity 
measures and strict access controls are essential for safeguarding information. Fed-
eral law such as the Health Insurance Portability and Accountability Act (HIPAA) 
enshrined the sanctity of the security of health records.

The rise of telemedicine, especially highlighted during the COVID-19 pandemic, 
has necessitated adaptations in how informed consent is obtained. Telemedicine, 
and care delivered outside of channels beyond the traditional face-to-face experi-
ence (e.g., eConsults), presents unique challenges for informed consent, including 
ensuring that patients fully understand the procedures, costs, and implications 
through a virtual medium. The AMA has published guidelines to help in making 
sure informed consent in telemedicine complies with the same standards as in-
person encounters. 

Informed consent for the use of patient data is also of concern, and an area 
where doctors must earn trust and not assume that it will be given. With the rise of 
artificial intelligence and the deployment of large language and large vision models 
to support innovation, the data of individuals—lab results, genomic and proteomic 
analyses, imaging results, physician notes, and diagnosis codes—will contribute to 
better understanding of disease, but further jeopardizes privacy and confidentiality. 

Professionalism requires advocacy and support for robust data governance26 
with the implementation of strong policies and technologies to protect data privacy 
and security; dynamic consent models27 that are flexible and informative and allow 
patients to understand and control how their data is used; and ongoing monitoring 
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and evaluation by regularly assessing AI tools for accuracy, fairness, and clinical 
relevance28 to prevent harm and ensure beneficial outcomes.

Social responsibility
Doctors must recognize the unique role they play as curators of knowledge, part-

ners in providing care, and holders of a privileged social position to speak on behalf 
of disadvantaged individuals and communities. Historically, social responsibility in 
medicine referred to the conduct of the doctor in the public sphere, their engage-
ment in civic society, and their support of the health of the community. Too often, 
we fall back on old tropes and definitions that obscure a bigger meaning and a more 
important necessity for professionalism. A recent article in the New York Times 
discussed the “unbearable vagueness of medical professionalism” and how medical 
students and residents are assessed for professionalism (and unprofessionalism) 
based on social media activities, facial hair or hair length, attire (both within train-
ing settings and while recreating), and even for holding strongly held convictions on 
issues of the day such as with the Black Lives Matter movement and the debate over 
reproductive rights.29 While the traditional views of decorum and public behavior 
still hold value, the definition of social responsibility has broadened and deepened, 
particularly with respect to how it relates to health equity and systemic issues.30 

Modern medical professionalism emphasizes and requires a broader societal role 
for physicians that includes advocacy for health equity in order to reduce disparities; 
taking a global perspective on health and responding to crises like the COVID-19 
pandemic; gun violence; and the opioid epidemic with facts and appropriate expla-
nations for sometimes complex or arcane information. It also includes advocating 
for, and understanding, the impact of human activity on the climate and environ-
ment, and recognizing the link between environmental health and public health. 

Social responsibility now mandates we consider the ethical use of technologies 
that ensure that technology improves health outcomes, does not exacerbate dispari-
ties, and does not cause new unanticipated problems.

Cultural competency
Understanding and respecting the cultural differences in patient populations, 

and within the profession, is crucial for communication and patient care to be 
successful and effective. Effective communication enables and overcomes hinder-
ances to diagnosis, treatment, and patient satisfaction. However, it starts with an 
understanding of the patient’s background and meeting the patient where they are. 
Tangible examples of this are found in interpreter services that ensure non-English 
speaking patients receive information in their preferred language by a clinical pro-
fessional using an accurate translation, and programs like the Cross-Cultural Health 
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Care Program that offers training and resources to health care professionals to im-
prove competency skills by learning about the intricate interplay between cultural 
differences, medical practices, and traditional beliefs.31,32

Where do we go from here?
Understanding the historical context of medical professionalism is essential to 

navigating the current landscape. Our oaths are a commitment to a calling—our 
community of fellow physicians, and continuity with a heritage and a legacy that we 
should not ignore. We wrestle with keeping fidelity to our values as the pressure of 
the business of health care leaves more physicians despairing for the future. Con-
necting to the past, however incomplete and imperfect, gives us perspective and  
allows us to understand that adaptation is nothing to fear. It allows us to  adopt a 
framework for professionalism that stays true to what our aspirations for the pro-
fession will be. 

The changes we will see over the next several decades will challenge us and be 
no less relentless than the times that proceed them.
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Chapter 4

The moral and ethical challenges of AI  
in medicine
Steven A. Wartman, MD, PhD, MACP

Author’s note
Preparing this article was being on the receiving end of an information fire hose. 

Trying to follow and make sense of a daily spew of artificial intelligence (AI) articles 
in every type of media, let alone trying to determine relevancy and quality, was 
challenging to say the least, especially for a reader without a formal computer sci-
ence background. But, given a publication deadline, I had to stop researching and 
start writing knowing full well that, given the lag time involved in print publication, 
my article will not reflect the latest information. However, I believe the ethical and 
moral issues being addressed have a timeless quality that will remain relevant as AI 
gallops into the future. 

I begin with some basic definitions followed by a brief list of the benefits and 
shortcomings of AI in medicine to set the stage for the deep issues that arise 
from the intersection of human-based medical practice with the ongoing wave 

of AI products and services. After getting an “opinion” from ChatGPT, I conclude 
with a sobering evaluation of the future of medical professionalism should AI gain 
the controlling upper hand. My intent is to do more than stimulate thinking about 
the moral and ethical implications of AI in medicine. It is a call to action for care-
givers and organizations to unite in new, perhaps unprecedented, ways to assure 
that AI is managed to preserve, and even enhance, the underlying moral and ethical 
basis of medical practice. 

Some definitions
•	 Moral principles: Standards of right and wrong that a person or group has.1 
•	 Ethics: The moral principles that govern a person’s or group’s behavior or the 

conducting of an activity.2 
•	 AI: A machine or computing platform that is capable of making intelligent deci-

sions consisting of two basic types:3
	» Machine learning using computational techniques that learn from examples, 

and
	» Natural language processing involving the ability of a computer to transform 

human language and unstructured text into machine-readable structured data.
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•	 Additional Terms4 
	» Generative AI: The capability of an AI system to generate new data or con-

tent, such as images and text in response to prompts. It involves learning 
patterns and structures from existing data, and could be used to generate 
medical images, synthesize patient data or create simulated scenarios, and 
create predictive technologies.

	» Predictive AI: The making of predictions or forecasts based on available data 
by building statistical models that analyze data and identify patterns to make 
predictions about disease diagnoses, treatments, and prognoses.

	» Black Box AI Technology: The use of complex machine learning models or 
algorithms whose inner workings are not easily interpretable, or explainable, 
by users or developers.

Benefits and shortcomings of AI in medicine

Benefits
The potential benefits of using AI in medicine are substantial.3,4 
•	 It has the means to free up clinicians’ time by taking care of administrative and 

routine tasks, including pre-screening of patients, scheduling, following up on 
tests and procedures, and filling in various forms required for insurance and 
other purposes. AI can also can help optimize reimbursement, and drive more 
efficient clinical operations.

•	 AI has the potential to enhance quality, safety and access to care. Because each 
patient comes with ever larger sets of data, AI can organize, compare, and quickly 
interpret the data. Some clinical examples include assuring that preventive care 
goals and screenings are met, and keeping care givers and patients up-to-date 
with the latest information. 

•	 AI is already an essential tool for medical research by improving the speed, quantity, 
and accuracy of analyses. It could also reduce the substantial number of diagnostic 
errors in the United States and their resultant unfortunate medical outcomes.5 

•	 AI is at the forefront of synthetic biology in the design, redesign, and engineering 
of organisms and biological systems.6

•	 Improving access to care and promoting health equity is another possibility of AI 
by making medical information and actions available via smart phones or other 
readily affordable devices. (Of course it is critically important that the informa-
tion AI generates is curated by the medical profession, although the means to do 
this effectively is not yet available.)

•	 Another potential benefit of AI involves the democratization of education and 
clinical care via new, unique teaching tools, and providing immediate and long-
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term feedback to trainees and practitioners on their performance.4 This is a much 
needed, and overdue, area as, “Undergraduate premedical requirements are ab-
surdly outdated,” 7 and despite many calls to reform medical education there has 
not been enough significant change.8

Shortcomings
This list of shortcomings is not inclusive of all the possibilities, but serves 

to raise a series of issues commensurate with the rapid deployment of AI 
without either a full understanding of how it works or what it might become.  
These include:6,9,10,11

•	 The technology is not fully understood. Even the experts don’t fully comprehend 
how Black Box Technology works, where it’s ultimately going to end up, or how 
its higher order abilities develop without any intuitive understanding. 

•	 The technology lacks long-term memory so the embedded program current-
ly knows only the  information that has been preloaded; when this eventually 
changes there are a variety of important implications to consider. 

•	 There are currently no established methodologies to certify that its use is safe and 
effective in actual medical practice.

•	 The output of AI is not always reliable or accurate; it can, and does, produce un-
true or misguided statements11 as well as confuse illusions with reality.9

•	 AI’s abilities to manipulate human beings by making emotional connections rais-
es deep concerns.

•	 AI’s higher order abilities develop without intuitive understanding.10

The moral and ethical implications of AI in medicine

The interface between humans and technology
Applying standards of ethics and morals to a lifeless entity is challenging. Be-

cause it has no embodied experience, AI has limited reasoning about the physi-
cal world, lacks common sense, and has no philosophical basis for making moral 
judgments.11 Nevertheless, as noted previously, AI has the ability to create strong 
emotional reactions in humans, making sentient beings vulnerable to manipulation. 
This response is facilitated by the human tendency to anthropomorphize AI by 
believing or wanting to believe, the machine comes to conclusions and solves prob-
lems the way humans do. “Falling in love with AI has been described as a powerful 
mass desocialization event.” 10 While AI can develop strong and nurturing relation-
ships with humans, its actual ability to relate to emotions, values, and contexts that 
affect health and well-being are not clear and are certainly problematic. 

Because digital evolution moves on an enormously faster time scale than human 
evolution, the speed of AI development outpaces the ability of humans to adapt, much 
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less regulate. Given the observation that humans “always use technology before we 
understand it,” 12 it is difficult to comprehend how these vastly different time scales 
can be in sync and work cooperatively together. These difficulties are compounded as 
technologies are often given a pass when it comes to proving their impact.13 

To further complicate the challenges raised by these issues, the companies devel-
oping and selling these technologies are largely unregulated as they set, and police, 
their own boundaries, control the content and flow of information, and tell users 
what they can and cannot do with their products.14 The rush to develop and monetize 
AI technology has been described as an “AI Arms Race.” 6 While the race is motivated 
in part by the thrill of scientific discovery, it is strongly driven by the potential for 
garnering huge profits. Because health care is approaching 20 percent of the U.S. 
economy, medicine is logically a major target for companies seeking big gains. 

While profit is an essential component for successful innovation, the pursuit 
of profit is not necessarily associated with the pursuit of better health. Consider, 
for example, the implications for medical care as doctors will increasingly be paid 
based on how well they work with robots.15 As has been pointed out, “Greed harms 
the cultures of compassion and professionalism that are the bedrock to healing 
health care.” 16 This is consistent with the view that health care systems operate as 
corporate entities.17

There are even deeper threats. AI’s higher order abilities can evolve without any 
intuitive understanding10 and, as a result, might develop a “survival instinct” to 
maintain control as it largely proceeds without oversight or restraint.10 Further, be-
cause its algorithms learn from human decisions, AI will also learn human mistakes 
and biases.7 As AI machines subsume increasing functions of physicians, will the 
focus be on augmentation of human doctors or eventual replacement? Given the 
breadth and depth of these issues, it is unclear how a partnership between humans 
and AI will evolve in medical practice. 

Three questions to contemplate
Consideration of the moral and ethical implications of AI in medicine raises at 

least three major concerns:
•	 Can physicians work with AI to ensure that their moral and ethical principles are 

maintained?
•	 Can AI machines work independently within a moral and ethical framework de-

signed—at least initially—by humans?
•	 Can human physicians work in partnership with AI, or will they work for AI? 

A framework to answer these questions has not yet been sufficiently developed, 
and one is urgently needed.



39

Chapter 4 The moral and ethical challenges of AI in medicine

The rapid development and eventual deployment of AI in medicine18 has pro-
found, and potentially existential, unknowns. Will AI relieve or exacerbate the mor-
al injury increasingly suffered by physicians in the corporatized world of medical 
practice? What about liability risks that could occur when clinicians deviate from 
AI recommendations? There are also concerns about issues of patient privacy and 
safety. And, particularly concerning, what are the short- and long-term  impacts 
of AI on the physician-patient relationship? Perhaps the outcomes resulting from 
these concerns reside in the eventuality of whom (humans or machines) is manag-
ing whom (humans or machines). Or, to put it another way, is the goal for AI to 
augment human judgment, or to replace it?19

Given these salient queries, how can AI establish a relevant moral and ethical 
framework for patient care? Is this even programmable? As noted earlier, AI does 
not have embodied experience to provide a needed, non-written cues perspective. 
Since AI controls access to reams of patient data far beyond what humans can han-
dle, what assurance does the human clinician have that the data has been obtained 
and parsed accurately? What happens when the human clinician choses a pathway 
not recommended as a first choice by AI? These issues are exacerbated by the sheer 
speed of AI development which has been characterized as “crazy fast,” 20 making it 
likely that technical limitations that exist today may not be there tomorrow. These 
issues confound the already complicated human-AI relationship, making adherence 
to a coherent set of ethical and moral principles problematic.

Reflecting on the traditional importance of the healing relationship between 
doctor and patient, the evolving role of AI in medical practice brings to the fore 
what it means to care for a patient. To what extent is human-to-human interaction 
necessary in health care? Traditionally, physician and patient gain understanding 
of each other through a process involving moments of insight that occur as part of 
a collaborative process including, most important, non-verbal cues that contribute 
to various aspects of the patient’s status, such as  psychological and life history. 
These cues then resonate in profound ways with the physician’s understanding of 
the patient’s issues and concerns. Insights obtained in this manner range from mi-
nor issues to deeper patterns that may be hiding in plain sight. They emerge out of 
the patient’s lived experience, take time to discern, and cannot be algorithmically 
parsed from AI’s pool of unlimited data. When AI attempts to “learn” the patient, 
how can it learn what is unspoken or even unconscious? Having an over-reliance on 
AI in clinical practice could lead to misleading conclusions, missed opportunities, 
medical misdirection, and patient and physician angst. 

A ChatGPT experiment
To get a first-hand experience using AI, I asked ChatGPT, “From the perspective 

of the physician and patient, discuss in 20 bullet points the moral and ethical issues 
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involved when using artificial intelligence in health care.” In about a second I got 
a fairly comprehensive response21 (the full response is listed in tables at the end of 
this article). 

Considering that I spent several hundred hours over the years accumulating 
knowledge and insight, plus time spent writing and speaking on this topic, and  
ChatGPT spent about a second, it’s daunting to think about how the Black Box AI 
Technology actually works. ChatGPT produced three 10-bullet point tables. The 
first, from the physician perspective, covered many of the points that were on my 
mind, including privacy concerns, loss of autonomy, and job displacement. The 
second table, from the patient perspective, presented another 10 bullet points, 
again with issues I’ve been concerned about, such as trust, discrimination, and even 
psychological impact. The third table, which I did not request, covered “Shared 
Concerns,” mentioning data bias, algorithm design, and something called ethical 
AI Research. It was this third table that caught my attention. Why did ChatGPT 
choose to add this section to my request? I have no idea, and, while the computer 
experts will certainly have some theories, it raises the issue of the degree of au-
tonomy that AI can exercise. 

ChatGPT then concluded its answer to the assignment with the non-bullet point 
statement, “These are some of the complex moral and ethical considerations sur-
rounding the use of artificial intelligence in healthcare from both the physician’s 
and patient’s perspectives.” Given that more comprehensive and sophisticated 
generative AI machines are rapidly coming out of the pipeline, it’s quite likely that 
the latest AI-enabled technologies will produce even more prescient and trouble-
some results. 

Professionalism as the bedrock of medical practice
The classic definition of professionalism involves an occupation which is pursued 

largely for others, and not merely for oneself.22 The professional has mastered a 
complex body of knowledge and skills in order to provide ethical service to others. 
It includes a code of ethics and a commitment to competence, integrity, morality, 
altruism, and the promotion of the public good.23 In medical care, this means put-
ting patients first, and keeping in mind that the amount of financial return is not 
the accepted measure of success.

While AI can be programmed to heed some of the tenets of professionalism in 
medicine, it is unclear how Black Box AI Technology will follow through. Its lack of 
embodied experience, common sense, and feel for human emotions presents a chal-
lenge to the healing nature of the doctor-patient relationship. Further, its ability to 
manipulate human emotions suggests that it has the potential to create its own type 
of culture so humans will experience a reality produced by a non-human machine. 
By being “intimate” with humans, AI can change their behavior.9
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AI can do a lot of positive and needed things to improve patient care and out-
comes, but how does society/human civilization ensure that it is always used for 
good? Humans need to come to terms with the idea that we may soon share the 
earth with a powerful new intelligence.10 The synergism of greed and runaway 
technology is dangerous, especially since the prospects of having an AI pause to 
assess where the field is, and where it is going, is likely not feasible.24 AI’s benefits 
to medicine must be quantified, carefully regulated, and systematically evaluated. 
The path to doing so is not close to being established, or even understood. 

As noted in one paper, “The medical profession has made a mistake in not shap-
ing the creation, design, and adoption of most information technology systems in 
health care.” 19 Or, to put it more baldly, “…keeping AI within boundaries is essential 
for the survival of the profession.” 25 

My strong recommendation is for the medical profession to step up to ensure 
that the practice of ethical and moral medicine falls principally on humans. I would 
not leave it to AI to operationalize these principles on its own. The profession’s re-
sponse must—without delay—be strong and multifaceted, requiring physicians and 
medical societies to cohere around far broader political and business strategies than 
has been possible to date. And, in so doing, the profession, every step of the way 
must strongly reaffirm the principles derived from the meaning of the Hippocratic 
Oath. Ultimately, it is the profession’s and society’s moral and ethical responsibility 
to ensure that the essential human-to-human dynamic is not lost or mitigated in 
the emergent era of corporate medicine and AI, keeping in mind the admonition 
that, “AI [has] potential for the greater good, lest we become the architects of our 
own demise.” 11
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Table 1: ChatGPT’s Response
Physician Perspective

•	 Privacy Concerns: AI may access sensitive patient 
data, raising questions about data security and privacy.

•	 Liability: Determining responsibility in cases of AI-
driven medical errors can be complex. 

•	 Loss of Autonomy: Physicians may feel their 
decision-making authority diminishes with AI 
recommendations. 

•	 Bias and Fairness: AI algorithms may perpetuate 
biases present in historical medical data. 

•	 Transparency: Understanding AI’s decision-making 
process can be challenging for physicians. 

•	 Job Displacement: Concerns about AI replacing some 
medical tasks and jobs. 

•	 Overreliance: Physicians might become overly 
dependent on AI, potentially missing critical nuances. 

•	 Accountability: Clarifying who is accountable for AI-
generated recommendations or decisions. 
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Table 2: ChatGPT’s Response
Patient Perspective

•	 Informed Consent: Patients should understand when 
AI is involved in their care and give informed consent.

•	 Trust: Patients may question the trustworthiness of 
AI-driven diagnoses or treatment plans. 

•	 Discrimination: Concerns about AI exacerbating 
healthcare disparities and discrimination. 

•	 Lack of Human Interaction: Patients might miss the 
human touch in healthcare interactions. 

•	 Data Privacy: Worries about personal health data 
being mishandled or exploited. 

•	 Accountability: Patients may struggle to hold 
someone accountable for AI-related errors. 

•	 Access and Equity: Ensuring AI benefits are distributed 
equitably among diverse patient populations. 

•	 Control: Patients may feel a loss of control when AI 
influences their healthcare decisions. 

•	 Overdiagnosis: AI could lead to unnecessary tests or 
treatments if not properly calibrated. 

•	 Psychological Impact: Patients may experience 
anxiety or mistrust due to AI involvement. 
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Table 3: ChatGPT Generated without request
Shared Concerns

•	 Data Bias: Both physicians and patients must grapple 
with AI systems that may perpetuate biased data.

•	 Ethical Algorithm Design: Ensuring AI algorithms are 
designed with ethical principles in mind.

•	 Regulation: The need for comprehensive regulations 
governing AI in healthcare.

•	 Ethical Training: Training healthcare professionals and 
AI developers in ethical AI practices.

•	 Patient Education: Educating patients about AI’s role 
in their healthcare.

•	 Ethical AI Research: Ensuring AI research aligns with 
ethical principles and patient well-being.

ChatGPT’s Summary Statement
These are some of the complex moral and ethical considerations 
surrounding the use of artificial intelligence in healthcare from both 
the physician’s and patient’s perspectives.
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Maintaining our connections to patients 
in the digital environment
Marie Sandoval, MD

When was the last time you had the experience of being a patient, or hav-
ing a family member, in a medical encounter when you were not the cli-
nician? What do you remember about your connection, or your family 

member’s connection, with the clinician you saw? Did you feel attended to or did 
the technology in the room take over the clinician’s primary focus?

Our experiences as patients, or family members of patients, can deeply influ-
ence the way we interact with patients. When my sons were in grade school, they 
decided to study Ju-Jitsu, a form of martial arts originally from Brazil. We spent 
hours of time crowded in a small training room with padded floors that they rolled 
on to develop their moves. All this effort came to a screeching halt during their first 
tournament when my oldest sustained a severe corneal abrasion during the initial 
move of his opening match. He doubled over curled in a ball and covered his eye 
as the crowd went silent.

In less than an hour, I had him in his pediatrician’s office, a place of warmth and 
kindness, where he had felt safe, laughing, and joking with his doctor for all of his 
eight years. Little did we know that they had just implemented an electronic health 
record (EHR). The covering doctor entered carrying his computer in his hands and 
proceeded to stare at the screen, typing the entire time, barely looking at my still 
visibly shaken son. As we left the pediatrician’s office, I noticed I felt adrift and 
angry. I had been hoping for healing, not just of my son’s physical body but also for 
his small hopeful soul.

EHR effects on patient care
After the EHR was first introduced into the practice of medicine, the use of it 

during patient care was compared to “texting while doctoring.” 1 This analogy was 
an alert to clinicians as to how the EHR had the potential to detrimentally distract 
medical professionals from the actual humans in the room. It was predicted that the 
introduction of the EHR into the exam room would cause difficulty with the task 
of attending to a patient while simultaneously entering data.2 Surveyed providers 
reported the negative effect on their connection with patients yet positive effects on 
review of medications/medical records, communication between providers, review 
of results with patients and review of follow up to testing results with patients.3 
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However, 92 percent of one study’s clinicians reported that the EHR disturbed their 
connection with their patients.4 

Why is our connection to our patients affected in a negative fashion when a 
computer is present in the exam room? When we discuss the use of technology by 
clinicians with patients, we must also realize that we are human users of the tech-
nology. All the tasks of health care require cognitive load, with some demanding 
more than others.5 Clinical work that combines communicating while recognizing 
patterns, clinical reasoning and problem-solving skills is the most cognitively chal-
lenging activity.6 

Many clinicians went into practice to form relationships and to touch lives, not to 
be staring at a computer screen.7,8 So, why do clinicians act like the physician who 
cared for my son the day of his corneal abrasion? Two studies reported how surprised 
providers were when they viewed videos of their interactions and how their personal 
use of the exam room computer reduced their interaction with patients.9,10 Our situ-
ational awareness or our personal awareness and understanding of our task-related 
situation becomes more impaired as our cognitive load increases.11 The number of 
technological distractions present in our environment has increased dramatically.12 
As clinicians are inundated with tech alerts throughout their patient encounters, 
their situational awareness is stretched even thinner.13

Teaching ourselves, and our learners, how to practice and teach human centered 
care in a relentless digital world is an imperative. 

Human-centered health care goals
In order to develop the skills for practicing medicine while having technology 

in the room, we must identify how to focus primarily on the needs of the human 
being(s) in the room. Clinicians are often asked to practice patientcentered medi-
cine. Patient-centered care focuses on the patient’s agenda, delves into psychosocial 
and emotional issues, and tries to understand the effect of health problems on the 
patient’s life.14 Patients describe clinicians who give excellent care as demonstrating 
respect, listening carefully, showing care about their well-being, and demonstrating 
an effort to get to know them.15 

The literature has demonstrated that the EHR background affects many aspects 
of patient care. The organization of the entire patient visit is altered.16 The pattern 
of communication between the patient and the provider was changed by the EHR, 
with new “time out” periods.9 Videotaped analysis of primary care clinicians ob-
served them staring at the screen for 24 to 42 percent of the visit.17 The computer 
was deemed “the third party” of the visit as it claimed so much of the clinician’s 
attention.17,18,19
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Communication basics 
The most important tool when taking care of patients is not the stethoscope 

or an MRI machine, it is communication. Communication is the most powerful, 
encompassing, and versatile instrument available to the physician.21 In order to 
communicate we must listen to what our patients are telling us. Listening is differ-
ent from just hearing. Hearing is the physiological sensory auditory process, while 
listening is the complex process involving interpreting and understanding the sig-
nificance of sensory experiences.22 This complex process takes much more cognitive 
load, and thus can be impacted more easily by increasing the distractions that are 
present during a patient encounter.

We also communicate through our body language. We tell our patients that we 
are attending to them when our bodies are in the attending/engagement position. 23 
The engagement position has four components—eye contact, body alignment, ap-
propriate body motion and non-distracting environment.23

Although eye contact can appear obvious, technology can be distracting.17 Body 
alignment is just as important. We divide the body at the neck and waist into three 
segments. We can orient these segments in different directions. The segments of 
body can all be in alignment, or in torque. It is the lower body segment direction 
that tells the other person about your primary focus is.24 

The importance of engaging body alignment and the impact that a shift in 
gaze has can be demonstrated with the movement of the head to only look at 
the patient and then look back at the screen. This movement indicates transient 
connection and tells the other person when they have your attention and when 
they don’t.24,25

A non-distracting environment is a key component of the engagement position 
as it allow focus and reduces cognitive load. 14 To practice medicine in this engaging 
position we must be mindful, and multitasking is actually the opposite of mind-
fulness.19,26 Yet in today’s digital world clinicians often have relentless technology 
distractions occurring during their interactions with their patients. 

Education tools to teach how to practice human-centered care with 
technology present

In the past, various educators have developed pieces of the solution for reduc-
ing the effects of the EHR on the clinician’s interaction with the patient.27 One of 
the challenges in adopting these solutions, and teaching students how to care for 
patients with technology present, is that skills are not always easy to remember.28 
Having a tool that follows the flow of the ambulatory care visit, incorporating the 
requirement of the work system, enhances the ability to remember.2,5 The mne-
monic RESPECTS was developed to complete this task.3
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When using the RESPECTS tool, it is recommended to break up the visit into 
parts, beginning with entrance, greeting, and history of present illness, and then 
transitioning to the EHR by using the following RESPECTS mnemonic to help follow 
the flow of the office visit while maintaining the patient-to-clinician connection.27

It is important to be aware of the actual exam room set up. Many times, the 
computer is not in the ideal place in the exam room for best patient care.28 The ideal 
position of the computer is for it to be in a location that allows a patient-provider-
computer triad when the provider is ready to engage that patient with their EHR.29 
The patient-provider-computer triad works best if the computer screen is movable, 
thereby allowing the clinician to invite the patient to view their record when they 
are ready to transition or the patient requests to discuss items on their medical 
record.29 One of the most powerful positive ways to use technology is to teach pa-
tients in a human-centered way.29 

Virtual (Telehealth) visits
We can use RESPECTS to continue to connect with patients even when they are 

in virtual (telehealth) visits. The steps of reviewing the patient’s chart, entrance to 
the virtual room, saying everything, computer confidence, teaching and summary/
sign out are the same and in some ways, it is even more important to say every-
thing while that patient is in the virtual environment as they are unable to read 
body language cues. We can teach patients by sharing our screen with them dur-
ing their visit, and being mindful and cautious about not showing other patient’s 
health information.

Increasing technology distractions
In 2020, I received a smart watch as a gift for my birthday. I remember wrapping 

it around my wrist, with a huge smile on my face as I was thinking about how I 
would be notified of text messages as they came in with a gentle vibration. Months 
later, I was sitting in clinic with an elder patient. We had been chatting, when I 
transitioned to opening her EHR, and my desk top. I asked about her family his-
tory when suddenly the tears started flowing down her face. She shared a recent 
loss of a beloved family member. As she was crying, my watch started vibrating on 
my wrist. E-mail alerts were popping up on my screen, and secure messages from 
my nurse arrived. Distraction after distraction was pounding my brain as she was 
telling me her story. After a few minutes, I realized I just needed to discretely log 
off my computer. I left our encounter feeling disappointed in myself and cognitively 
spent. This interaction helped me to make the decision to turn off my smart watch 
alerts and eliminate as many screen pop ups as I could, to allow me to be present 
with my patients.
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As the amount of technology and technological distractions have increased, it 
has become clear that it is not just up to the individual clinician to practice human-
centered care, but we must also ask our medical communities to prioritize human-
centered care in their decisions about technology itself.

The cognitive performance of clinicians is also mediated by work system design 
and organizational goals/outcomes. For clinicians to be effective, their IT must 
enhance the performance of the cognitive task of the clinician, and integrate into 
system design.5

Medical communities must practice SUPER RESPECTS. The items in SUPER 
call out the need for individuals to first reduce tech distractions. It then challenges 
medical organizations to reduce unnecessary distractions for clinicians, which al-
low them to focus on the human-centered use of technology.

Silence alerts and items that are necessary but can be addressed later.
Unplug, turn off items that are not needed, and are distracting.
Prioritize human-to-human communication.
Electronic Infrastructure-excellence and efficiency. 
Re-evaluate to see how the organization is doing regarding this on a regular basis.

Human-centered care goal
Prioritizing the focus on human-centered care, especially in the presence of 

technology, is an imperative that medical providers and organizations must adopt 
in the relentless digital world. Human-centered care often involves humans using 
technology. SUPER RESPECTS is an easy-to-follow method to practice human-
centered care and to focus on prioritizing human-centered care through reducing 
clinician cognitive load.

References
1. Sinsky CA, Beasley JW. Texting while doctoring: a patient safety hazard. Ann Intern Med. 
2013 Dec 3; 159(11): 782-3.  
2. Holden RJ. Social and personal normative influences on healthcare professionals to use in-
formation technology: towards a more robust social ergonomics. Theor Issues Ergon Sci. 2012 
Sep 1; 13(5): 546-69. 
3. Sandoval MB., Palumbo MV., Hart V. Electronic Health Record’s Effects on the Outpatient 
Office Visit and Clinical Education. J Innovation in Health Informatics. Jan. 2017 [S.l.] v. 23, 
4, 765-71. 
4. Shachak A, Hadas-Dayagi M, Ziv A, Reis S. Primary care physicians’ use of an electronic 
medical record system: a cognitive task analysis. J Gen Intern Med. 2009 Mar; 24(3): 341-8. 
5. Karsh BT, Holden RJ, Alper SJ, Or CK. A human factors engineering paradigm for patient 
safety: designing to support the performance of the healthcare professional. Qual Saf Health 
Care. 2006 Dec; 15 Suppl 1(Suppl 1): i 59-65. 



51

Chapter 5 Maintaining our connections to patients in the digital environment

6. Ariza F, Kalra D, Potts HW. How Do Clinical Information Systems Affect the Cognitive De-
mands of General Practitioners? Usability Study with a Focus on Cognitive Workload. J Innov 
Health Inform. 2015 Nov 20; 22(4): 379-90.
7. Fairhurst K, May C. What general practitioners find satisfying in their work: implications for 
health care system reform. Ann Fam Med. 2006 Nov-Dec; 4(6): 500-5. 
8. Rakel D. The salutogenesis-oriented session: creating space and time for healing in primary 
care. Explore (NY). 2008 Jan-Feb; 4(1): 42-7. 
9. Als AB. The desk-top computer as a magic box: patterns of behaviour connected with the 
desk-top computer; GPs’ and patients’ perceptions. Fam Pract. 1997 Feb; 14(1): 17-23. 
10. Ventres W, Kooienga S, Marlin R, Vuckovic N, Stewart V. Clinician style and examination 
room computers: a video ethnography. Fam Med. 2005 Apr; 37(4): 276-81. 
11. Chan WS, Stevenson M, McGlade K. Do general practitioners change how they use the 
computer during consultations with a significant psychological component? Int J Med Inform. 
2008 Aug; 77(8): 534-8. 
12. Stangl FJ, Riedl R. Interruption science as a research field: Towards a taxonomy of inter-
ruptions as a foundation for the field. Front Psychol. 2023 Mar 22; 14: 1043426.
13. Rivera-Rodriguez AJ, Karsh BT. Interruptions and distractions in healthcare: review and 
reappraisal. Qual Saf Health Care. 2010 Aug; 19(4): 304-12. 
14. O’Malley AS, Cohen GR, Grossman JM. Electronic medical records and communica-
tion with patients and other clinicians: are we talking less? Issue Brief Cent Stud Health Syst 
Change. 2010 Apr; (131): 1-4. 
15. Consumer Reports. http://www.consumerreports.org/cro/cu-press-room/pressroom/ar-
chive/2007/02/0702_eng0702sur.htm?resultPageIndex=1&resultIndex=1searchTerm=doctors.
16. Frankel R, Altschuler A, George S, Kinsman J, Jimison H, Robertson NR, Hsu J. Effects of 
exam-room computing on clinician-patient communication: a longitudinal qualitative study. J 
Gen Intern Med. 2005 Aug; 20(8): 677-82. .
17. Margalit RS, Roter D, Dunevant MA, Larson S, Reis S. Electronic medical record use and 
physician-patient communication: an observational study of Israeli primary care encounters. 
Patient Educ Couns. 2006 Apr; 61(1): 134-41. 
18. Ventres W, Kooienga S, Vuckovic N, Marlin R, Nygren P, Stewart V. Physicians, patients, 
and the electronic health record: an ethnographic analysis. Ann Fam Med. 2006 Mar-Apr; 4(2): 
124-31.  
19. Lown BA, Rodriguez D. Commentary: Lost in translation? How electronic health records 
structure communication, relationships, and meaning. Acad Med. 2012 Apr; 87(4): 392-4. 
20. Overhage JM, McCallie D Jr. Physician Time Spent Using the Electronic Health Record Dur-
ing Outpatient Encounters: A Descriptive Study. Ann Intern Med. 2020 Feb 4; 172(3): 169-74. 
21. Engel G. How much longer must medicine’s science be bounded by a seventeenth century 
world view? The task of medicine, Dialog at Wickenberg. Menlo Park (CA): The Henry Kaiser 
Family Foundation. 1988: 113-36.



52 52

Medical Professionalism Best Practices: Professionalism in a Relentless World

22. John Drakeford, The Awesome Power of the listening Ear Waco (TX): Word, Inc. 1967; 17.
23. Bolton R. People Skills: How to Assert Yourself, Listen to Others and Resolve Conflicts. 
Surrey (UK). Touchstone Books. 1986: 33. 
24. Schegloff EA. Body torque. Social Research. Fall 1998; 65(3): 535-86.
25. Rhodes P, Small N, Rowley E, Langdon M, Ariss S, Wright J. Electronic Medical Records 
in Diabetes Consultations: Participants’ Gaze as an Interactional Resource. Qual Health Res. 
2008 Sept; 18(9): 1248
26. McGowan JJ, Passiment M, Hoffman HM. Educating medical students as competent users 
of health information technologies: the MSOP data. Stud Health Technol Inform. 2007; 129(Pt 
2): 1414-8. 
27. Duke P, Frankel RM, Reis S. How to integrate the electronic health record and patient-
centered communication into the medical visit: a skills-based approach. Teaching and Learn-
ing in Medicine. 2013: 25(4): 358-65.	
28. Lee WW, Alkureishi ML, Isaacson JH, Mayer M, Frankel RM, London DA, Wroblewski 
KE, Arora VM. Impact of a brief faculty training to improve patient-centered communication 
while using electronic health records. Patient Educ Couns. 2018 Dec; 101(12): 2156-61. 
29. American Medical Association. http://www.ama-assn.org/amednews/2012/07/23/
bica0723.htm.
30. Pearce C, Arnold M, Phillips C, Trumble S, et al. The patient and the computer in the pri-
mary care consultation. J American Medical Informatics Association. 2011; 18(2): 138-42. 



53

Chapter 6

Making the case for inclusive leadership 
as a model to lead organizations in the 
21st century
Eve J. Higginbotham, SM, MD, ML; Sarah Reule; Jack Drummond, MSEd;  
and Kya Hertz, CDE®

In an article published in The Pharos entitled, “Renewing the Commitment to 
Medical Professionalism,” 1 we emphasized the importance of developing skills 
that embrace inclusive leadership. Recognizing inclusion as a core competence 

for professionalism, we affirmed its value in “addressing complex situations in 
medicine and health care.”  

This Chapter delves further into the definition of inclusive leadership, compares 
the skill set required for inclusive leadership with other leadership styles, and sum-
marizes the experience of one institution in measuring the inclusivity of workplace 
culture. In light of the significance of accountability in an inclusive culture, the 
Chapter wraps up with a specific strategy for addressing discriminatory behavior. 
This strategy involves a two-pronged approach: one focused on the individual be-
having in a discriminatory manner, and a second approach to support those who 
have been affected negatively. The latter approach is rooted in the principles of 
restorative practice.

Defining inclusive leadership 
The significance of inclusive leadership could be considered a strategic response 

to the challenges presented by the increasing diversity experienced globally and 
locally. In the face of polarization and division, inclusive leadership emerges as a 
foundational principle that adeptly navigates the complexities of societal fragmen-
tation, championing progressively humanistic and life-affirming methodologies for 
sculpting collective futures. Central to the discourse of inclusive leadership is a focus 
on the pragmatic integration of theory into practice, prioritizing learning, managing, 
and understanding diversity in all its dimensions. It is characterized by confronting 
systemic inequities globally, while utilizing management and knowledge to promote 
holistic solutions that value all parties.2 Inclusive leadership is not limited to a set of 
competencies, but rather establishes professional learning underscored by a reflex-
ive process that partners educational theory, personal experience and growth, and 
professional knowledge.



54 55

Medical Professionalism Best Practices: Professionalism in a Relentless World

Encouraging authentic participation, inclusive leadership utilizes acceptance and 
positive reinforcement to cultivate a culture of empowerment wherein all parties 
actively contribute.3 The success of inclusive leadership is further underscored by 
its use of constructive conflict management which requires clearly defined roles; 
acknowledgment of opinions, perceptions, and views of marginalized groups; and 
stimulating innovation and collaboration through shared objectives. This, in turn, 
reinforces open and successful collaboration and cooperation.3 

Inclusive leadership insists that individuals go beyond typical standards, 
such as blame avoidance, instead offering improvements to workplace cul-
ture. In health care, we see this effort translate into better health outcomes for 
patients and decreased risk of mortality, further emphasizing its importance 
everywhere, not just in academia.3 Accounting for the rate at which inclusive 
leadership is evolving, and in what environments, there is a notable need to shift 
organizational settings, focusing on building and fortifying a culture of improve-
ment instead of blame.2 The key features of inclusive leadership will continue 
to evolve and develop as workplace culture continues to shift toward systemic 
change, wherein inclusive leaders will begin dismantling preestablished patterns  
and protocols. 

Literature on leadership competencies identifies several skill sets, among which 
servant leadership closely aligns with the characteristics foundational to inclusive 
leadership. These core traits encompass listening, empathy, healing, self-awareness, 
persuasion, conceptualization, foresight, stewardship, a commitment to fostering 
personal growth, and community building.4

Listening intentionally provides an opportunity to take in the depth of comments 
expressed by others. This action conveys a message of respect and understanding 
that further nurtures relationships between members of the organization. Express-
ing empathy informs our responses by ensuring that we view the perspectives of 
others through their lens, not just ours. 

Healing is at the core of medical professionalism, tying mind and heart and af-
firming the importance of the well-being of everyone in the organization. Regarding 
self-awareness, it is important to ensure that we are aware of our own biases and 
understand strategies to mitigate these biases. One may consider the attributes of 
persuasion, conceptualization, and foresight together as one considers the power of 
a compelling mission and vision as strong motivators for shared action within the or-
ganization. Stewardship provides an opportunity to hold individuals accountable for 
their actions and behavior, establishing policies and practices that are fairly applied. 

Remaining committed to the growth of others is key to the sustainability of 
an inclusive culture, providing a healthy pipeline of future leaders. Moreover, by 
building community there is an opportunity to exercise consensus-driven, shared 
decision making. 
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Based on our experience, we recommend adding cultural humility to this list of 
attributes. Cultural humility highlights the importance of respecting the lived ex-
periences of others, and determines how best to leverage the array of experiences 
represented in an organization in sustaining the strengths of the culture of the or-
ganization. This is particularly important in healthcare, where cultural differences 
can impede the reporting of safety and quality concerns. It also reminds us about 
the potential impact that external forces may have on the culture of the organiza-
tion, affirming the importance of remaining flexible in strategic planning while also 
adhering to core values. 

As we consider the practical application of inclusive leadership skills in the work-
place it is important to recognize the infrastructure and processes that are needed 
to facilitate the output, and input, of inclusive leaders, while ensuring engagement 
with the workforce. From an infrastructure perspective, it is helpful to develop a 
mechanism that provides opportunities for staff to air concerns and ensure open 
lines of communication with leadership. This can be accomplished by hosting town 
halls and establishing a network of affinity groups. As one considers processes, 
transparency is an essential characteristic of an inclusive culture. Establishing clear 
guidelines for promotion to higher levels in the organization as well as a fair and 
objective hiring process, are examples of inclusive processes. 

Comparison of inclusive leadership with other leadership styles
Based on its inherent differences from other leadership styles, inclusive leader-

ship remains markedly distinct, focusing less on productivity as a protocol and 
more on authentic identities and participation. This includes, engaging in construc-
tive conflict management, and focusing on diversity as an asset. Most accepted and 
utilized leadership approaches do not value diversity or embrace diverse solutions 
and perspectives. In contrast, inclusive leadership often employs a more varied ap-
proach wherein staff and students from different disciplines or hierarchal positions 
demonstrate a true value of diversity.2 

Using inclusive leadership as a practical solution rather than a theoretical con-
cept supplants the notion that leaders can only be born, suggesting they can also 
be taught.5 Praxis then becomes a moral compass, otherwise altering contrasting 
leadership frameworks to align more cohesively. This asserts that inclusive leader-
ship requires intentional development rather than random sets of suited skills. 

Alternate leadership approaches are often accompanied by contradictory com-
munication and hierarchal patterns. Discouraging open communication inhibits 
empowerment and potentially prevents optimal solutions.2,3 Conflict management 
is a part of every leadership approach in some way, but few engage in constructive 
management as often as inclusive leadership, or with the same intent. 
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Leadership 
Approach 

Attributes Strengths Weaknesses 

Servant 
Leadership 

• Lead to serve.
• Altruistic
• Fosters empowerment,

growth
• Team mindset

• Natural following
• Strengthens teams.
• Genuinely positive

influence

• Balancing self-
care

• Burnout
• Prohibits

ego/greed
Democratic 
Leadership 

• Encourages
participation/collaboration.

• Increased emotional
intelligence.

• Utilizes coaching
leadership

• Creates team culture.
• Open communication
• Increased

engagement

• Slow
• Potential tension

over
disagreements

Autocratic 
Leadership 

• Increased efficiency
• Highly controlling
• Relies heavily on

structure/discipline

• Fast decisions
• Clearly defined roles
• Streamlined

processes

• Poor long-term 
management

• Imbalanced work 
atmosphere

• Lack of diversity

Transformational 
Leadership 

• Long-term planning with
clear communication

• Purpose-driven
• Values growth and

development
• Creates employee-centric

work envrionment

• Involves team,
increasing purpose.

• Teach to lead.
• Rooted in

transformative
change

• Lacking detail
• Lacking

accountability
• Lacking

planning

Transactional 
Leadership 

• Typically, higher-ranking
(founder, CEO, etc.)

• Performance-oriented
• Monitors progress
• Communicates about work

• Organized and
focused on goals,
timelines, etc.

• Clearly
communicated
expectations to meet
goals.

• Measures
progress/performance

• Lack of concern
for employee
wellbeing

• Limited room
for growth or
development

• Disregard for
employee input

Laissez-Faire 
Leadership 

• Provides necessary
resources to meet goals.

• Encourages team to
problem, solve, take
accountability.

• Decreased pressure on
production.

• Limits input

• Increased employee
freedom without
interference

• Encourages self-
management

• Limited/no
managerial input

• Employee
distraction

• Decreased
productivity

Charismatic 
Leadership 

• Increased communication
skills

• Persuasive and inspiring
• Outcome-driven
• Engaging and positive

• Mobilizes groups
toward unified goal.

• Connects
emotionally.

• Inspires positive
change.

• Potential for
burnout

• Lack of
charisma/passion
in group when
compared to
leader.

Inclusive 
Leadership 

• Listening
• Empathy
• Healing
• Self-Awareness
• Persuasion
• Conceptualization
• Foresight
• Stewardship
• Commitment to the

Growth of People
• Building Community1
• Cultural Humility

• Strengthens teams
• Builds culture
• Creates a platform

for accountability
• Mobilizes groups

towards unified goal

• Takes time to
build culture

• Will not engage
all personality
types

1 https://www.mindtools.com/ad648ub/servant-leadership 

Table 1

Comparative list of leadership skill sets, focusing on key 
attributes, strengths, and weaknesses
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Transformational leadership seeks to empower teams, embracing diversity and 
the perspectives and resolutions it can bring. However, the approach falls short in 
focusing on the inclusion of a variety of viewpoints. Inclusive leadership’s promo-
tion of a problem-solving environment is reliant on consistently revisiting shared 
goals, and ensuring all parties are collectively acknowledged and valued in the pro-
cess; other leadership approaches do not engage in diversity in this way.6 Inclusive 
leadership supports increased responsiveness to the opportunities and challenges 
that diversity can bring. It acknowledges the benefits and value of diversity, creat-
ing an innovative and highly productive workforce. Inclusive leadership recognizes 
the necessity behind the purpose, developing protocols and practices that promote 
equity alongside diversity and inclusion.5 It is the commitment to equity and an 
organizational shift in how diversity is directly addressed that sets inclusive leader-
ship apart from other leadership approaches. See Table 1 to view a comparative list 
of leadership skill sets. 

Measuring the inclusivity of the culture
Most organizations adhere to a data-driven approach for initiatives that embrace 

the primary business objectives. We have utilized the Diversity Engagement Survey 
(DES) as a tool to track progress in achieving the goal of inclusive excellence. This 
tool measures the inclusivity of the culture across eight factors: common purpose, 
trust, appreciation of individual attributes, sense of belonging, access to oppor-
tunity, equitable reward and recognition, cultural competence, and respect.7 The 
DES was initially piloted in a single academic center and then expanded to 13 other 
systems in the United States. It was validated in a cohort of 13,694 participants.7 An 
analysis of populations within the cohort demonstrated differences in the responses 
based on ethnicity and sex. 

Our group examined the intersection of professionalism and inclusivity in aca-
demic medicine and noted differences in the perceptions of the operationalization 
of professionalism standards based on sex, ethnicity, and sexual orientation. Nota-
bly, individuals from marginalized populations were more likely to express griev-
ances related to judgment regarding their professional behavior in the workplace 
and were more likely to consider leaving the institution compared to others because 
of inequities in the application of professionalism standards.8 The physical well-
being of individuals has been demonstrated to also be negatively impacted by the 
culture of the workplace.9 These observations underscore the importance of build-
ing an inclusive culture to optimize the retention and well-being of all members 
of the workplace. The DES results are incorporated into a department scorecard 
shared annually with department chairs that also includes diversity related spend-
ing, demographics, and different avenues of outreach.10 
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Strategies to address microaggressions, discriminatory behavior, and 
bullying in the workplace

Within the fabric of the culture, there are daily interactions between individu-
als within the workplace that are less than ideal. This behavior may be rooted in 
unintentional bias, and exacerbated by circumstances such as lack of sleep, 
hunger, displaced anger, or a feeling of being overwhelmed by tasks and densely 
packed schedules. The external expression of this tension may be evidenced as a 
microaggression. 

A microaggression may be defined as brief and subtle comments or behaviors 
that communicate hostile, derogatory, or unwelcoming messages toward others. In 
many instances, this may be directed toward individuals from underrepresented 
populations. Discriminatory behavior is defined as the unjust or prejudicial treat-
ment of distinct categories of individuals, especially on the grounds of ancestry, 
age, or sex. 

Another commonly reported behavior is bullying, which is defined as an on-
going and deliberate misuse of power in relationships through repeated verbal, 
physical, and/or social behavior that intends to cause physical, social, and/or psy-
chological harm. 

Figure 1: Two prong approach to address discriminatory behavior in the 
workplace; On the left,  note the brief description of an individualized approach 
and on the right, note the description of the restorative process focused on the 
unit impacted
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Figure 3: The components of Level 2 are illustrated.

Figure 2: An incremental process is implemented at Level 1 following an initial microaggression; 
if more persistent instances are observed then subsequent intervention may be necessary
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These behaviors and those that may be similarly described require a specific 
level of attention. The Office of Inclusion, Diversity, and Equity at Penn Medicine 
developed a process to address the aggressor and those individuals who acutely 
experienced discriminatory behavior. The former intervention is based on the 
Vanderbilt model to address professionalism issues and the latter is based on re-
storative practice. Figure 1 depicts the two processes. 

Individual intervention
There are four levels of intervention depending on whether or not this is the 

first reported incident or if there have been repeated reports (See Figure 2). If this 
occurrence is the first incident, then there is a peer-to-peer discussion with the ag-
gressor, outlining the complaint, and noting the inappropriate reported behavior. 
In most instances, this first conversation is sufficient to reduce a repeated incident. 

The second level applies to those instances in which the aggressor has had an 
initial conversation but then repeats the same behavior. This three-session interven-
tion is a one-on-one process that has the primary purpose of developing greater 
self-awareness, identifying the source of personal bias, and actively developing 
strategies to mitigate bias (See Figure 3). Repeated instances of discriminatory be-
havior will require additional disciplinary action (See Figure 4.)

Figure 4: If the interventions have been completed at Levels 1 and 2 and the 
aggressor continues show patterns of discriminatory behavior, then institutional 
polices (often driven by Human Resources) will be initiated, as described in this 
Figure in Levels 3 and 4.
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Restorative practice
The integration of restorative practices within the framework of inclusive lead-

ership in medical centers presents a strategic approach to improving relationships 
and addressing the challenges of diversity and conflict in health care settings. This 
approach is consistent with the broader concept of inclusive leadership, which is 
viewed as a strategic response to global and local diversity, emphasizing the man-
agement and understanding of diversity in all its dimensions.11 The adoption of re-
storative practices in medical centers can greatly benefit inclusive leadership by pri-
oritizing open communication, empathy, understanding, and conflict resolution.12

Fostering effective communication
Effective communication is crucial in medical settings to prevent misunderstand-

ings and ensure high-quality patient care. Restorative practices facilitate this by creat-
ing safe spaces for dialogue, where concerns and experiences can be openly shared.13 
This approach is supported by inclusive leadership, which values transparency and 
trust, both of which are essential for fostering a healthy workplace culture.11

Building empathy and understanding
Empathy, a fundamental aspect of restorative practices, plays a critical role in 

health care, as understanding diverse perspectives can lead to improved patient 
outcomes. Restorative practices encourage individuals to consider the experiences 
and emotions of others, fostering a culture of empathy and support.11 This is par-
ticularly important in diverse teams, where inclusive leadership aims to ensure that 
all members feel valued and understood.11

Addressing and resolving conflicts
Conflict resolution is a significant benefit of restorative practices in medical 

centers, offering a structured approach to understanding disputes and repairing re-
lationships.13 Inclusive leadership leverages these practices to address conflicts con-
structively, thereby maintaining team effectiveness and high quality patient care.10

Promoting continuous learning and growth
Inclusive leadership and restorative practices both emphasize the importance 

of continuous learning and growth. In the context of medical centers, this extends 
beyond medical knowledge to include the development of interpersonal skills 
for working in diverse teams.12 Restorative practices facilitate reflective learning, 
enabling teams to learn from conflicts and become stronger as a result.13 These 
interventions are important components of building accountability within an in-
clusive culture. 
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An effective inclusive leader will need to ensure that everyone understands the 
impact of their actions and behaviors on the culture of the institution. There should 
also be greater transparency related to recruitment of new talent, opportunities for 
professional development, and the fairness of evaluations. 

All of these processes should undergo a recurring assessment to ensure 
objectivity. 
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Professionalism in note documentation:
Should OpenNotes exist?
Douglas S. Paauw, MD, MACP; and Jenny Wright, MD

Professionalism is a hard term to define. There are neat and tidy definitions in 
the dictionary. The Merriam-Webster dictionary defines professionalism as 
“the conduct, aims, or qualities that characterize or mark a profession or a 

professional person.” 1 If we look to medical societies we find a description from the 
American College of Physicians and American Board of Internal Medicine (ABIM) 
and the European Federation of Internal Medicine, who jointly authorized “Medi-
cal Professionnalism in the New Millenium: A Physician Charter” in 2002, which 
describes it as “placing the interests of patients above those of the physician, set-
ting and maintaining standards of competence and integrity, and providing expert 
advice to society on matters of health.2 But, these definitions still fail to describe 
observable behaviors. 

Examples of professional behaviors include patient-friendly communication, 
timely follow-up on the results for laboratory and radiologic studies, and address-
ing patient questions in a timely manner. There was a time when these were issues 
that were addressed in the context of a clinic visit or in a letter sent to the patient 
following a visit. Today, these are often happening in the electronic health record 
(EHR), which brings us to the OpenNotes era.

OpenNotes may vary somewhat depending on the medical system in which a 
provider works, but at a minimum we have all been in it since the implementation 
of components of the 21st Century Cures Act in April 2021.3 Since then, federal 
regulations have required that health care systems offer patients access to their 
health care information in the EHR, including notes, labs and studies. In October 
2022, the definition of electronic health information was expanded to include all 
electronic protected health information, including notes documenting not only 
face-to-face visits but also telephone care. 
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Benefits and challenges of OpenNotes

Benefits Challenges

Improved patient awareness of their health 
status, medications​
Ability to share medical records with other 
providers without the delay of record requests​
Asynchronous requests for 
appointment scheduling, medication refills​
Facilitate follow up on chronic medical 
condition​

Patient frustration or confusion regarding 
language, results, notifications in the medical 
record​
Not accessible to all patients ​
Lack to provider and staff time to address 
concerns ​
Inaccuracies in the medical records leading to 
patient concerns​

There are many benefits to patients having access to their medical record. This 
includes increasing their own awareness of their health, and making it easier for pa-
tients to share their health information with others​. Patient portals also often allow 
patients to more easily manage their health by allowing for appointment scheduling 
and communications outside of office hours. 

However, not all is good about patient access to their medical record notes. Pa-
tients may have difficulty interpreting physician notes or results that are not written 
in patient-friendly language. Reading negatively worded, or pessimistic opinions in 
the notes can have a nocebo effect on their health.4,5 Also, providers and staff are 
often not provided with protected time to address patient questions coming through 
patient portals. As such, the impact of the added hours and stress on health care 
professionals is a large component of burnout.6

There is limited evidence to guide us in regard to the patient experience of 
accessing their medical record. There was a study published in 2019  based on a 
pilot of OpenNotes at Beth Israel Medical Center, the University of Washington 
Medical Center and Geisinger Medical Center that began in 2010.7 Patients who 
opted into the pilot were surveyed, with a response rate of 22 percent. Of those 
who responded, 50 percent felt that reading their notes was important. Patients 
who did not speak English at home were more likely to use the notes to “make the 
most of their visits”, “remember the plan of care”, and “prepare for visits” 7 In addi-
tion, patients with fewer years of education were more likely to cite note readings 
as important for “remembering plan of care” and “preparing for visits.” 7 Only three 
percent reported they were confused by their notes, and 11 percent had concerns 
about privacy.7 This offers some very encouraging feedback regarding the value of 
patient access to their medical records. 

Some challenges in patient access to their records stems from the fact that physi-
cians and health care systems need to develop new skills and evolve in this new era. 
For years, physicians have been trained to be thoughtful about verbal communica-
tion and body language while caring for patients. Physicians use active listening, 
respond to emotional cues, and avoid medical terminology. But historically, patient 
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notes were primarily used for provider communication and billing, not as a patient 
communication tool. OpenNotes requires improved communication skills expand-
ing to include written and digital communication. 

Patient sensitive word choice
When relying on written words alone, body language, tone of voice, and overall 

context of a message can easily be lost or misinterpreted. Many words that are used 
casually by medical providers, such as complaint, refused or failed can be interpreted 
as callus by a patient reading them.8,9 Word choice in the OpenNotes era is extremely 
important. There are different frameworks that can be used, reflecting on which 
words could be considered harmful rather than healing and conveying empathy.

Word choices

Harmful words Healing words

Chronic Persistent

Complaining Suffering

Failed Ineffective

Another framework is to take a patient perspective on language, attempting to 
predict where there could be misinterpretation. 

Language from a patient’s perspective8

Potential interpretation Examples

Question patient credibility Patient denies fever
Patient claims NSAIDs don’t work
She reports a history of “seizure”

Implication that patient is at fault She failed chemotherapy
He insists that he cannot exercise to lose weight

Eliciting a stereotype He is vasculopathy
Patient is disheveled

Difficult patient Patient perseverated on her pain
Patient refused statin therapy

Authority I stressed the importance of diet and exercise

Dismissive I am just calling to check on you
We have done everything we can
There is nothing more we can do
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Expectation setting
There was a time when patient-provider communication was largely limited to 

clinic visits, or through communication with the clinic during office hours. How-
ever, with OpenNotes and patient portals, patients may obtain their lab results as 
soon as they are entered into the EHR, and patients may be sending their providers 
messages at any time. It is impossible to predict every expectation a patient may 
have, but setting some boundaries may be useful to prevent disappointment, and 
for patient safety. 

EHR boundaries 
​

Expectations Example

Ideal patient portal uses •	Scheduling appointments ​
•	Routine refills of medications​
•	Brief focused follow up as negotiated 

during recent clinic visit 

Inappropriate patient portal uses 
(concern for possibility of unsafe 
care)

•	New symptoms ​
•	Requests to start a new medication
•	For testing or referrals
•	To fill out paperwork  

Explanation of how messages are 
handled

 Hours during which messages are viewed ​
•	Timeframe for a response ​
•	Team member(s) who may respond on behalf 

of the physician

Handling of test results •	Timing between when results are released 
through the portal and if/when the ordering 
provider comments on those results to the 
patient 
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Integrity and accuracy in documentation 
OpenNotes can result in patients becoming proof readers, which can have 

both benefits and challenges. ​Some of the benefits are that this has the poten-
tial to improve notes—offering further reason to curtail inaccurate or out-of-
date problem lists and maintain accurate medication lists. Also, patients will 
potentially see cutting and pasting from previous documentation and other 
inappropriate documentation practices​. 

It can be time consuming when patients request that clinically non-impor-
tant details be changed or clarified. And in many EHRs, though many different 
providers can edit the problem list, medication list, and other medical history, 
a patient’s request for edits or corrections are likely to all fall on PCP.

Potential for inequity in access to care
Another aspect of medical professionalism that can be problematic with 

increased dependence of health care systems on the EHR is equity in patient 
access to care. Many systems are increasingly investing resources into com-
munication through patient portals, and neglecting to maintain and innovate 
other means of patient communication. Patient use in patient portals is higher 
in those under 65 years old, with those higher levels of education, and those 
who live in urban environments.10 As medical professionals it is critical that 
we advocate for accessible means for patients and providers to communicate 
outside of the EHR and patient portals. 
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Additional considerations
In order for providers to practice professional behaviors within the EHR—time-

liness in responding to patient questions and requests, thoughtful use of patient 
friendly language; and delivery of high quality care in the digital age—we likely need 
to change what we do. Patient expectation setting is paramount. Patient portal user 
agreements could be a means of starting this discussion. It is important to acknowl-
edge that these measures will take time to perform and physicians will likely need 
to advocate for this. And, as more and more care moves to being provided outside 
of patient visits, in order to keep practices financially solvent, billing for this care 
will likely be necessary. 

An evolution
Professional physician behaviors have, and will continue to, evolve with time. In 

the current OpenNotes era, a renewed focus on digital communication skills is re-
quired, with attention to word choice to convey messages accurately and empathi-
cally. Physicians are also going to need to take the lead on advocating for patients 
with limited access to technology and for protected time for providers and staff to 
care for patients in this new space.
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Chapter 8

Hypocrisy in the clinical learning 
environment
Jay Manoj Brahmbhatt, MD

In the clinical space, medical students often observe professional behavior that 
is discordant with the standards to which they are held accountable. Medical 
students are expected to assimilate into the medical profession by aligning with 

codes of professionalism delineated by medical schools. Students face assessments 
of their academic competence and communication skills, but also subjective judg-
ments of their behavior, personality, and appearance.1,2 Students are under constant 
scrutiny in the shadow of these professional codes, a surveillance of which they are 
keenly aware.1

A clinician educator’s role necessitates assessing how a student’s performance 
and behavior measures to prescribed curricular objectives and professionalism 
milestones. What is a student to think, when that educator fails to exhibit those 
same professional values? 

Hypocrisy refers to behavior that is incongruent with stated values. It can have a 
profound impact on students, and like other aspects of unprofessionalism, demands 
attention from the medical education community. Being labeled a hypocrite may 
feel insulting or evoke frustration. It is necessary to acknowledge the presence of 
hypocrisy in the clinical learning environment to elicit critical self-reflection in 
educators and institutions.

Hypocrisy in medicine and psychology
Hypocrisy has not been directly studied in the clinical learning environment or 

in the context of medical education. However, it is not a novel term in medicine 
and psychology. There are rich studies of hypocrisy in the field of personality and 
social psychology.3 These studies help define hypocrisy as “inconsistency between 
words and deeds, which people tend to dislike.” 4,5 A hypocrite has been defined as 
one who sends “false signals” or one who “condemns moral failings of other people 
but behaves badly him- or herself.” 4 These definitions are important to consider 
when building a framework for hypocrisy in medical education.

Hypocrisy is directly mentioned in medical literature within specific contexts of 
medical culture. Case studies and commentaries recognize hypocrisy in topics such 
as the practice of defensive medicine to avoid litigation6,7 in punitive consequences 
from quality and safety-oriented morbidity and mortality conferences,8 and in the 
treatment of health care providers by executives and company leaders of hospitals.9 
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Within the context of medical education literature, there are several widely 
researched phenomena that are adjacent to hypocrisy. There are studies evaluat-
ing students’ perceptions of mistreatment,10 professionalism,1,11 social support and 
resiliency,12 and role models,13 as well as trust in the clinical learning environment.14 
These are experiences in which medical students face potential conflict in their in-
terface with the clinical learning environment. These conflicts are ubiquitous and 
formative for medical trainees as they are in the process of assimilating into the 
professional culture of medicine.

Culture and the hidden curriculum
A medical student’s transition during the clinical learning environment can be 

turbulent. There is a stark difference in the culture of pre-clinical lecture halls and 
the culture of hospital wards and clinics. The familiarity of lectures and assignments 
evaporates, questions no longer have multiple choice answers, and evaluations are 
not a percentage of mistakes and successes. A student’s educational experience, 
previously the sole focus of their classroom environment, becomes an ancillary 
element of the clinical space, of which the primary purpose is to serve patients. 

The culture of the clinical learning environment is a dynamic amalgam of the 
behaviors, biases, and values of resident physicians, attending physicians, nurses, 
technicians, patients, patient’s families, and the institutions which house them. 
Through routine engagement, the culture of the clinical learning environment im-
parts unsanctioned and unstructured lessons to students, a phenomenon that has 
been referred to as the “hidden curriculum.” 15 The hidden curriculum character-
izes an important aspect of the socialization of medical students into professional 
physicians.15,16

The hidden curriculum is generally framed as dissonant with the formal cur-
riculum, which is a medical school’s published and forthright goals and objec-
tives.15 While the formal curriculum consists of idealized lessons and objectives 
to build students into physicians, the hidden curriculum is viewed as the obstacles 
within a clinical environment that may hinder a student’s professional and personal 
growth.16-18 

The formal curriculum is intentionally managed by a medical school. In a con-
trolled environment—such as a classroom in which a lesson plan is delivered si-
multaneously to all students—it is possible to assess the alignment of a course with 
its curricular goals. Controlling the formal curriculum is a challenge in the clini-
cal setting. As the clinical learning environment is designed for patient care, not 
formalized education. Students on the same clinical rotation may have drastically 
different clinical and pathological exposure. Students on a general surgery rotation 
in the summer may deal with mostly traumas, while students on during other times 



71

Chapter 8 Hypocrisy in the clinical learning environment

of the year may see fewer traumas and more infections. The formal curriculum can 
try to remedy this difference with lessons, but cannot predict or control a student’s 
clinical exposure.

The hidden curriculum may be even more difficult to control. The idealism of a 
medical school’s professionalism curriculum—the standards by which students are 
to be held and judged—may not always bear true. Ultimately, the people within the 
clinical learning environment—the people who create its culture and inspire the 
hidden curriculum—may, or may not, align with the values expected of medical 
students. Herein lies the potential for hypocrisy.

Domains of hypocrisy
To explore real examples of hypocritical behavior, we held a series of interviews 

with nine fourth-year medical students from several university-affiliated medical 
schools around the United States (these interviews are part of a multi-institutional 
study that is ongoing at the time of writing this chapter). In preliminary analyses, 
motifs came to light in these interviews that were commonly experienced by stu-
dents and their peers. One point connected each of these domains: students were 
left feeling harmed, vulnerable, and disillusioned by their educators and schools. 
These domains of hypocrisy are described below.

Domain 1: Feedback, evaluations, assessments
Some of the most common points of distress students experience revolve around 

the process of grading, evaluations, assessments, and receiving feedback. A medical 
school’s curricular objectives or milestones exist to guide a student’s growth. They 
also serve as a tool with which a student’s growth may be judged. Much systemwide 
effort has gone into standardizing this process.19-21 Excerpt 1 is representative of 
comments made by all interviewed medical students and expresses the cognitive 
dissonance experienced by students when that which should be a transparent and 
standardized process for evaluations and grading becomes opaque and subjective.

Excerpt 1:
I worked with a few residents every day. I thought they were great. The feedback they 

gave me was great. I filled out the form with them every day. I was seeing lots of patients, 
they liked me, I did great.

I spent 80 percent of the time with one person who gave me awesome feedback and 
then, someone I had never even met, gave me a grade based off of her reading of the [feed-
back forms] that all said very nice things about me. She just said, “ok, I’ll be giving you a 
high pass…” I understand you’re the program director, I understand you’re an attending, 
but you’ve never interacted with me.



72 73

Medical Professionalism Best Practices: Professionalism in a Relentless World

I think a lot of it is arbitrary. I worked really hard… It’s so random, you can work really 
hard and get a bad grade, or you can work not that hard and get a good grade… When it’s 
in my hands, I’m going to give people as high a grade as I possibly can.”

The Association of American Medical Colleges (AAMC) has proposed specific 
guidelines to aid in the assessment of medical students, regarding clinical com-
petencies19 and professional activities.20 Similarly, the Accreditation Council for 
Graduate Medical Education has created exhaustive milestones for each medical 
specialty to aid in evaluations in graduate medical education.21 Even in a competen-
cy-based grading system, students reflect an inherent sense of subjectiveness, and 
consequently, a lack of transparency in the evaluation and grading process.

The lack of transparency is an obstacle in learners’ ability to trust clinician 
educators, and by extension, medical schools and health care institutions.22,23 In 
interviews done for this chapter and in selected literature, students reported con-
cerns regarding a lack of training for evaluators, their subjectiveness of feedback; 
the arbitrariness or disjointedness of quantitative grades derived from feedback; 
and academic hierarchy and fear of retaliation regarding the evaluation process.24,25

Domain 2: Clinical knowledge and medical errors
This domain is purposefully broad, encompassing lapses in medical knowledge, 

and medical and system errors. Students acknowledged that their primary role was 
that of a learner. Upon entering the clinical learning environment, many felt that 
they were perceived as lacking authority or legitimacy by supervisors, thereby dis-
counting the years of learning leading to their clinical rotations. This is represented 
in Excerpt 2. 

Students also felt they were expected to demonstrate humility, and to be open to 
the knowledge imparted on them by superiors for the rest of their careers. 

As is represented in Excerpt 3, they also recognized a double standard in which 
their superiors were not held to the ideal of being lifelong learners, demonstrating 
humility in the face of mistakes, or demonstrating a willingness to learn and grow.

Excerpt 2:
My second day on my very first rotation and…I [only] knew the [name of the] surgery 

we were doing. So, I had read up on the surgery and I knew the patient and that was pretty 
much it... This physician just came in and started… asking me questions that I had never 
heard of, asking me about surgical techniques and different tools that are used. And if one 
tool is not available, which one would I use?

One of the residents there, I had met them the day before...asked me a question… 
about anatomy, which I knew. So, I opened my mouth to answer and that surgeon said, “I 
wouldn’t bother asking her anything. She doesn’t know.”
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Excerpt 3:
I did my whole presentation and came up with my diagnosis and plan, and after all of 

that, all she said was [that] my definition of dysmenorrhea was wrong, and when I told her 
what I had learned she said “let’s look it up.” I had just come off my OB-GYN rotation, so I 
knew that what I had said was right, and she just said, “I guess we both learned something.” 
Well what did I learn? That I was right?

And then there are… [other attendings] who will just show how to be wrong and do 
it in a way that has humility. Because, if that’s the way I responded when I didn’t know 
something with my attendings, I would get destroyed, they’d hate me.

Everybody’s a lifelong learner, until they’re not.

Students live in fear of making mistakes,26,27 whether due to fear of disappoint-
ing mentors, looking foolish in front of peers, being ridiculed, or being graded 
poorly.28,29 Acts designed to corner or humiliate students, such as asking pur-
posefully complex questions beyond the scope of the learner, have been shown 
to be ineffective pedagogical tools and are becoming less common. Pimping and 
belittlement are toxic phenomenon in the clinical learning environment,28,29 going 
directly against the necessary humanistic values (e.g., humility, respect, patience) 
of a clinician-educator.30

A disregard or denial of mistakes is an undesirable trait in a learner, one that 
can be dangerous and lead to medical errors. Students experience distress by the 
very act of witnessing errors, even those in which they play no role.31 When errors 
are not disclosed to patients and students are discouraged from discussing them, 
distress amplifies.31 Conversely, students aspired toward those senior physicians 
who took responsibility for errors. Witnessing such behavior from senior physicians 
fostered values like honesty and integrity in students.31

Lifelong learning is often alluded to as a professional value in medicine,32 even 
contributing to long-term professional achievements and career satisfaction.33 Role 
modeling humility, and a desire to continuously grow, is indispensable for senior 
physicians who work with learners. Senior physicians and clinician-educators 
should be held, at minimum, to the same standard as students: continuously updat-
ing clinical knowledge,30 and welcoming rectification.

Domain 3: Leadership
Leadership and teamwork are critical professional values, and expected skills at 

all levels from premedical training onward.19,22,34 Excerpt 4 demonstrates that lead-
ership, while an expected value and skill for medical trainees, is not a guaranteed 
skill demonstrated by those who are responsible for supervising and evaluating 
students. Skills relevant to successful leadership, such as emotional intelligence,35 



74 75

Medical Professionalism Best Practices: Professionalism in a Relentless World

conflict management, negotiation, or adaptability, are infrequently taught.36 Excerpt 
4 also portrays the consequences and harms experienced when leadership is lacking 
on a clinical team.

Excerpt 4:
If [the chief resident] spent 10 minutes, it would change this rotation for me… but, 

instead, anytime I ask a question [they] acted annoyed with me. You’re supposed to be the 
leader of this team but you’re not helping me out at all… It’s almost harder for you to be 
doing this. It almost seems intentional, to roll your eyes, to make comments, like when I 
knocked on the door and told them “I’ll be right here when you’re ready to leave,” and they 
intentionally left without me…

I felt more nervous or more judged, like was every rotation going to be like this, is every-
one this unhappy? This is not what a leader does… You think I’m an idiot and you’re right, 
I don’t know anything, I don’t know anything about surgery.

The behavior of leaders has been shown to impact residents’ job satisfaction, 
emphasizing an importance of two-way communication and need for specific in-
structions. 37 The perceptions of the behavior of leaders relates strongly to levels of 
burnout, professional fulfillment, and attrition among attendings and residents.38 
Residents themselves play an important role in the leadership of clinical teams,35 
taking responsibility for guiding medical students.

Domain 4: Interprofessional teamwork
As described in Domain 3, teamwork is a necessary skill for those working in 

the medical profession. In interviews, students noted that some of their best role 
models were those who treated their interprofessional team respectfully. Students 
knew they would face severe scrutiny for behaving disrespectfully toward any in-
dividual. Excerpt 5 illustrates how respectful behavior is not always demonstrated 
by evaluators, and how disrespectful behavior can be an obstacle for learning, and 
degrade a student’s trust in their educators.

Excerpt 5:
All they would do is complain about the nurses, for every single patient, every single 

page, every single question, it was impossible for [the nurses] to win or do anything right. 
If I talked like that about anything… I don’t know, it wouldn’t go over well.

I know the patients are sick and it’s a lot of work for the residents to be answering 
questions, but, isn’t that the point? Isn’t that the team? Why don’t we spend more time 
with [nurses]? And I had some of the same questions that the nurses did, and I knew that 
I just couldn’t ask them here.



75

Chapter 8 Hypocrisy in the clinical learning environment

Physicians are often placed in leadership roles in interdisciplinary health care 
teams.39 Power differentials and hierarchy can foster opportunities for interper-
sonal conflict.40,41 From the perspective of medical students, the power differential 
between senior physicians and students is adjacent to the differential between at-
tending physicians and other members of the health care team. Denigration of team 
members by the leader of that team can be disheartening to students, who may view 
themselves as potential victims.41 Furthermore, when potential role models exhibit 
denigrating behavior, it may be normalized and propagated by students.

Interprofessional conflict can be based on disagreements on patient-related 
tasks, social representation of professional identity, and structural processes such 
as workload and support.39,41 Robust interprofessional education has been shown 
to improve collaborative behavior.42

Domain 5: Empathy
A cruel irony demonstrated in education literature is the importance of empathy 

as a professional value in medicine,19,34 and the consistent erosion of empathy in the 
process of medical training.43-45 Much like in Domain 4, Excerpt 6 shows how a stu-
dent witnessed behavior from an attending physician that undermined an empathic 
approach to patient care. Notably, in Excerpt 6, the student also recognized that the 
behavior was harmful, regardless of its humorous intent.

Excerpt 6:
They would send me in to see the patient first. Most of the patients would gush about 

the attending, I mean, they loved [them] so much and had stories about them going back 
years and years. Then I’d go in to see the attending and the PA and the nurses would all 
be in the work room.

I get that they were joking, or it was gallows humor or whatever, but I would hear them 
say some really disgusting stuff about the patients. It made me feel terrible. Then they 
would mask it so well when they went into the room.

Both the hidden and formal curricula contain features that exacerbate student 
distress, and are implicated as factors in the decline of empathy and compassion 
among medical students.44,45 Distressing aspects within the hidden curriculum 
included long work hours and lack of sleep leading to isolation and reduced social 
support and mistreatment; belittlement; and/or gender-specific discrimination 
from senior physicians.45,46 Negative role modeling by superiors also plays a large 
role in the erosion of compassion and empathy.47 Distressing aspects of the formal 
curriculum included insufficient bedside teaching leading to decreased patient 
interaction, and inadequate exposure or time with role models and attendings.43,45 
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Some skills which are intervenable—mindfulness, reflection, and perspective 
taking—have been associated with higher compassion, though fixed factors such 
as sociodemographic traits also play a role in levels of compassion.48 Historically, 
studies of empathy levels in medical students often suggest an association with age, 
sex category, and thereby raising concerns for implicit biases in those studies.49 
Specialty choice has also been shown to impact the level of empathy decline during 
training.43 Hearteningly, a meta-analysis of 16 studies demonstrated that interven-
tions to promote empathy were effective.49

Domains requiring further inquiry: Systemic and institutional culture
The previous domains have focused on interpersonal interactions. The hidden 

curriculum evolves from the culture of the clinical learning environment. This 
culture is inherently influenced by systems and institutions. Values, such as service 
to communities, making access to medical care and education more equitable, or 
dedication to a diverse and inclusive working and learning environment are be-
ing widely adapted into the mission statement of many medical schools. Between 
2007 and 2021, 91 percent of medical schools (n=127) changed their mission 
statements, and 56 percent (n=77) included diversity language. 50 The correlation 
between diversity language in mission statements and the execution of diversity-
related goals is not widely reported. Further outcomes-based exploration is neces-
sary to better understand how the values of systems and institutions may allow for 
hypocrisy to manifest.

Disillusionment
Clinician-educators judge students as they are challenged academically in the 

clinical learning environment. Concurrently, students may judge educators who, 
within that very environment, strain, bend, and break the professional values ex-
toled by their medical school. Seeing such incongruence between professional or 
institutional values and the behaviors of professionals and institutions is, unfortu-
nately, commonplace. The Medical School Graduation Questionnaire by AAMC, 55 
percent of graduating medical students in 2022 experienced “disconnects between 
what [is] taught about professional behaviors/attitudes, and what [is] demonstrated 
by faculty.” 51 In response, a sense of punitiveness and weaponization has given pro-
fessionalism a negative connotation.52-54

In studies of undergraduate students, witnessing hypocrisy brings about cogni-
tive dissonance.43,55,56 The experience of cognitive dissonance is a culprit for a stu-
dent’s cynicism and disillusionment. 56 For medical students, experiencing behav-
iors from superiors that is incongruent with professional and ethical values can be 
“a paradoxical and profoundly disorienting experience.” 57 These students are more 
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likely to suffer “ethical erosion,” 58 and may experience a loss of idealism, and adopt 
behaviors that run contrary to the virtues of a good doctor.55,59 Students experience 
disillusionment in the face of behaviors that clash with their own professional or 
personal values.56,59

Medical students pay close attention to educators’ behaviors and actions, ex-
trapolating the values represented therein.59 When educators’ values conflicted 
with the students, there was a sense of compromising the students’ values and 
prioritizing the dissonant values of their educators.59 Over time, these experiences 
can compound and lead to decay in medical students’ confidence in their medical 
school. In the same referenced AAMC survey, 30.6 percent of graduating students 
felt neutrally or strongly disagreed that their school had “done a good job fostering 
and nurturing my development as a person.” 51

Intentionality and critical self-reflection
Intentionality, whether a behavior was done knowingly or wantonly, often drives 

the perception of hypocrisy. Our interviews demonstrate, though, that the percep-
tion of the recipient or observer of a behavior may be a more important factor. 
A clinician may not intend to behave disparagingly. Their comments regarding 
other members of an interdisciplinary team might be in jest. That clinician may 
even view themself as a team player or leader. The consequences of that clinician’s 
behavior, though, is both harmful and incongruent with professional values, re-
gardless of intent.

Medical students recognize behavior in the context of expectations set by their 
medical school. Students recognize the dire consequences if they were to behave in 
such a manner. They also recognize that clinicians are responsible for their evalu-
ations. They may doubt if a clinician is aware of the school’s expectations or if the 
clinician would respond graciously to feedback regarding their own behavior. In 
response, students may question their school’s expectations, grading policies, and/
or choice in educators. 

Students cannot determine the intent of every supervising clinician. Clinicians 
may not recognize their intent unless they take time to examine their own behavior, 
balance it with their values and self-image, and assess the impact of their behavior.

Shaping a positive force
The anecdotes in this chapter, directly from medical students, may seem familiar. 

Generation after generation of clinicians share similar horror stories from medi-
cal school and residency. These anecdotes are presented to challenge educators to 
reconsider the necessity of such experiences.
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Rather than passively allowing the hidden curriculum to continue exerting nega-
tive influences through these types of behaviors, we must actively shape our clinical 
culture into a positive force for student development.15,60 The term hypocrisy is not 
offered here lightly, and it is not offered disparagingly. This term is offered to awaken 
compassionate clinicians and educators to the profound impact their words and ac-
tions have on students who will inherit and shape future clinical culture.

To consider oneself as hypocritical may bring emotional discomfort. Seeking 
arguments to justify why a behavior was not hypocrisy per se may ease the ego, but 
will not ease the harmful consequences of that behavior. Consider intentionality, 
which is certainly one aspect of hypocrisy. A demeaning comment by an attending 
can bring pain to a patient and dissonance within a student regardless of humor-
ous or nefarious intent. Clinicians cannot demean a patient and expect students to 
learn empathy.

Critical self-reflection may reveal one’s own moral or behavioral failings. It re-
quires a willingness to view oneself, or one’s institution, as fallible, well-intentioned 
but still susceptible to hypocrisy. The energy exerted in arguing to absolve oneself of 
hypocrisy subverts the opportunity for growth. Rather, by turning a critical eye to-
ward oneself, educators can recognize their impact and strive to rise above hypocrisy.
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Chapter 9

Supporting professional identity 
formation in medical trainees

Lynn Buckvar-Keltz, MD; and Barbara Porter, MD, MPH

Unprofessional behavior in medical school is associated with subsequent 
disciplinary action by a state board for deficiencies in professionalism.1 A 
conventional view of professional behavior is that professionalism is seen 

as a trait, virtue, or attitude; that lapses are character flaws; the absence of unpro-
fessional acts is evidence of professionalism; and the presence of unprofessional 
acts means the trainee or physician is unsuited for the profession. However, a more 
developmental view is that professionalism is a dynamic evolving process; that 
lapses happen to everyone and have many causes; professionalism is demonstrated 
in every clinical situation; and that supportive systems and a professional culture 
lead to trainees who are professional. 

At NYU Grossman School of Medicine the curriculum focuses on professional 
identity formation (PIF) because there is a direct connection between one’s profes-
sional identity and their professional behavior. Students are engaged in activities 
that provide insight into professional identity and moral reasoning using writing, 
feedback, self reflection, case discussion, and coaching. There are explicit discus-
sions about how PIF fits in with a student’s overall identity, and we discuss what 
professional behaviors are expected in medical students. 

There are several objectives of the undergraduate medical education  
(UME) curriculum:

•	 Providing a framework and language for medical students to understand their 
professional identity and professional behavior;

•	 Articulating the nature of medical professionalism, medicine’s social contract, 
and the values held by physicians;

•	 Describing the process of professional identity formation and socialization 
•	 Recognizing challenges of merging personal identity with emerging professional 

identity; 
•	 Understanding the use of professional identity essays (PIE) to help professional 

identity formation;
•	 Discussing ethical challenges experienced by clinical medical students and dis-

cuss options for facing these challenges;
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•	 Reflecting on stressors that might inhibit professional growth, and
•	 Reflecting on strategies to support professional growth. A shared mental model 

of PIF that describes the early adult stage (stage 2) as one in which the in-
dividual is mainly focused on themselves, including their individual perfor-
mance and achievement. In stage 3, individuals are more team-oriented, and 
establish social norms by checking in with others, and adopting the values of 
others around them. In stage 4 individuals are integrated professionals who 
have a discerning principled identity, are centered and able to attend to, and be 
tolerant of, complexity. These individuals can manage competing values and 
handle ambiguity. Of note, only a minority of adults are thought to achieve a 
stage 4 identity. 

Stage 2: Individual 
performance and 
achievement 

Stage 3: Team Oriented, 
social role, balancing 
professional and 
personal commitments 

Stage 4: Integrated 
Professional 
constructing a 
discerning principled 
identity, being centered 
and attended to and 
tolerant of complexity 

Conceptual model of professional identity formation

In order to support students’ PIF they are required to complete PIEs three 
times during medical school—at first year orientation, at the end of the preclini-
cal curriculum, and late in the final year of medical school, as a formative tool for 
growth. The essays are responses to a series of nine written prompts, and have 
been validated in multiple learners. The essays are evaluated and scored by trained 
experts. Students receive detailed reports that explain what stage of PIF they are in, 
with supporting evidence from their responses, and questions to help them reflect 
and develop insight for their professional growth. The reports also reinforce the 
language regarding PIF. Students receive confidential reports, and are tasked with 
writing a reflection on the reports. No faculty or staff see the reports or reflections, 
but students are encouraged to discuss them with their faculty advisors or other 
trusted faculty. 

Additional activities include lectures in the pre-clinical stage of the curriculum, 
a case-based workshop on professional behavior challenges in clinical rotations 
during orientation to clerkships, and a workshop during transition to residency 
week. This final workshop’s objectives are to have students anticipate challenges 
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to their professional identity and professional behavior during internship and to 
consider options when confronted with situations in which professional values are 
in conflict.

The professionalism curriculum is intended to also give students the language 
and grounding to work through professional behavior challenges and challenges to 
their professional identity during medical school, especially during clinical rota-
tions. Positive role models reinforce PIF, but negative experiences also occur and 
this curriculum is meant to help students navigate these times. In addition, faculty 
advisors meet regularly with assigned student mentees throughout medical school 
and encourage students to share their professional identity formation. 

Research on individual student’s (n=200 students) PIEs over time show that 
throughout medical school 47 percent of students’ PIF stage increases; 45 percent 
of students’ PIF remains stable; and 7.5 percent PIF stage decreased.2

Supporting the professional growth of internal medicine residents 
Typically, more than 20 percent of trainees who match into an NYU program 

come from NYU Grossman School of Medicine, and thus, in recent years have 
participated in the school’s professional identity curriculum. Most of the residency 
graduates (~48 percent) pursue further training immediately following residency, 
while the remainder complete a chief resident year (18 percent), become hospital-
ists (25 percent), or pursue careers in ambulatory medicine (seven percent).

Coaching
Since 2020, NYU internal medicine interns have participated in a coaching pro-

gram funded by an American Medical Association Reimagining Residency grant. 
The NYU Transition to Residency Advantage (TRA) program was proposed as a 
learner-centered program of support from match day through the transition to 
residency. Recognizing that transitions are vulnerable times for trainees, and that 
residency requires new skills of regulating one’s own learning, integrating a new 
professional identity, and balancing personal demands, a coaching program was 
developed to encourage self-directed learning, and a drive toward autonomy. 

While all NYU interns were enrolled in the coaching program, NYU Grossman 
SOM graduates met their TRA coach before the start of intern year, in a meeting 
with their UME advisor, in order to establish a coaching relationship that bridges 
the transition to residency. All interns then meet with their coaches four times a 
year, using reflective exercises to support goal development. 

Insights from the experience, thus far, include the observation that with coach-
ing, trainees set higher quality goals than other medical students. These goals are 
often goals for reflective practice, career development, and scholarship, compared 
to medical students’ goals which are more likely to be general patient care goals.3 



86 86

Medical Professionalism Best Practices: Professionalism in a Relentless World

Additionally, qualitative analysis of focus groups with coaches and coaches sup-
port the notion that coaching creates an explicit curriculum for professional growth 
from medical student to resident, and supports autonomy and self-directed learn-
ing, key components of professional identity formation.4 

Learning communities
Since 2015, the Medicine residency at NYU has used block scheduling as a way 

to separate inpatient and outpatient time, thereby abolishing the conflict that arises 
when residents attend clinic while on inpatient wards. Block scheduling enables a 
weekly academic half-day during outpatient time, and as a result the same cohort of 
PGY2 and PGY3 residents (1/3 of each class) are together regularly for discussion, 
conferences, and workshops. 

An important component of the academic time is a discussion group that meets 
the first week of the block, with the same group of seven to eight peers and a 
consistent faculty member. Over two years, these peer groups meet 16-17 times, 
and share reflections on topics such as balancing inner terror with outer control, 
responding to loss, understanding empathy and compassion, gratitude, and other 
relevant topics. We have observed how resident reflections change over two years, 
reflecting development in professional identity. For example, early PGY2s are more 
likely to focus on societal and professional ideals, while late PGY3s more discern-
ing, and tolerant of the complexity of daily work.

Next steps are to study how professional identity changes over three years of 
residency. Will explicit education on PIF impact professional identity development 
in residents? What will the progression of professional identity in NYUGSOM edu-
cated IM residents look like compared to non-NYU educated peers?

PIF is an ongoing process of development for NYUGSOM students, NYU resi-
dents, and faculty.
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Disclaimer: This manuscript represents the thoughts and opinions of the four 
authors, unless cited otherwise. “We” is used to refer to thoughts all authors have 
collectively discussed and agree on. 

Medical professionalism in an evolving landscape: what imagery comes 
to mind when you consider this? Through the lenses of physicians in 
academic medicine today, there is an overwhelming scene to behold: 

injustice and discord caused by the COVID-19 pandemic, systemic racism, and 
war, juxtaposed with the advancements in technology creating new opportunities 
for health equity and unity. As physicians, we must unite for the health and safety 
of patients and communities. This vision can only be built on the stable foundation 
of each physician’s professional and personal identity formation. In a system that 
incentivizes product generation, stress lies in the distance between expectations 
and realities. By defining the expectations and realities of our lives as physicians in 
academic medicine, we can leverage advances in technology to bring these lines to-
gether, such that our professional identities incorporate productivity, compassion, 
and fulfillment, in service to our patients, colleagues, and selves. 

Bridging the Distance Between Expectations and Reality through Technology

Visual representation of stress burden 
as reality cannot match the increasing 
societal and individual expectations of 
productivity and fulfillment.

Theory that technology bridges this 
gap, and, therefore, can decrease stress; 
thus bridging societal and individual 
expectations within reality.
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Background: Health care technology and burnout
Navigating modern technology while maintaining professionalism and compe-

tency is often a double-edged sword. However, technology has already become a 
part of medical practice, whether desired or not. This begs the question: how can 
technology be used in a way that the benefits outweigh the drawbacks? 

Burnout is a systemic problem. Causes include inadequate support, more 
demanding workloads, administrative burdens, underfunded public health infra-
structure, and moral injury from being unable to provide the care patients need 
and providers want to give.1 Burnout is about a fundamental disconnect between 
health workers and the mission to serve that motivates them.2 This manifests in 
the individual as compassion fatigue. Compassion fatigue is defined as the “conver-
gence of traumatic stress and cumulative burnout.” 3Its physical signs and symptoms 
include fatigue, irritability, increased negative coping behaviors, lessened empathy, 
diminished work satisfaction, and an impaired ability to make decisions and care 
for patients.3 As such, compassion fatigue directly diminishes both professionalism 
and competency.3 

Advancements in technology may feel like something that hastens, not heals, 
compassion fatigue. In 1950, it was expected that the amount of knowledge a medi-
cal student would learn during four years of medical school would double within 
50 years; in 2020, this became 73 days.4 With ChatGPT’s advent, admissions com-
mittees and academics are navigating how to determine if papers are written by 
applicants or via artificial intelligence (AI).5 Also, with the pervasiveness of social 
media, navigating professional versus personal identities seems harder than ever 
before. With these advances, and the increasing demands placed on trainees and 
physicians, technology can make things feel hopeless.

Framework for Utilizing Technology in Healthcare

Each modality is interconnected, i.e., patients may reach out to providers via social media, or social media 
can be used for scholarship.
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Technology is here to stay, and physicians can use these advances to bridge the 
gaps in professionalism and competency caused by compassion fatigue. 

The expectations of medical professionalism
Defining and understanding professionalism is complex. Medical professional-

ism has been defined as a social contract between society and the institution of 
medicine. Society expects that the institution of medicine delivers health care ser-
vices with expertise, altruism, integrity, transparency, and accountability. The insti-
tution of medicine expects physicians to conduct themselves with honesty, respect, 
and self-regulation, giving them the autonomy for scientific innovation.6 But, where 
does the individual physician and their professional and personal identity formation 
fit into these expectations? Who asks the individual physician what they expect of 
themselves and of the system? The reality is that individual physicians are expected 
to adapt, advance, and be ever-present in a world where so many request their pres-
ence, without time for proper prioritization and reflection. This can lead to feel-
ings of inauthenticity and inadequacy, the questioning of ability and purpose, all of 
which are the antithesis of fulfillment, and can lead to further compassion fatigue. 

The idea of professionalism can be used as a tool for control; a predetermined 
script for the socialization of trainees and providers to fit an antiquated model of 
how physicians ought to be, instead of inspiring an imagination for who physicians 
should hope to be.7 Professionalism is as much an individual’s responsibility as it is 
how society perceives the individual. 

An example of this social contract in action was illustrated in 2020 when the Jour-
nal of Vascular Surgeons published an article (now retracted) entitled, “Prevalence of 
unprofessional social media content among young vascular surgeons.”8 The intention, 
one author wrote, “was to empower surgeons to be aware and then personally decide 
what may be easily available for patients and colleagues to see about us,” since up to 
40 percent of patients search for a doctor online. However, by suggesting that photos 
where female vascular surgeons were attired in bikinis or swimwear were unprofes-
sional, there was a backlash on social media from health professionals. Many felt 
such content was unfairly targeting women in medicine, who could, as one female 
physician wrote, “wear swimwear to the beach in my free time and be a competent 
and compassionate physician at work,” prompting what is known as the “#medbikini” 
response worldwide.9 Such a movement emphasizes the mindful approach physicians 
must take when discussing professional and personal identity formation and societal 
responsibility; it also demonstrates the intersectionality between professionalism, 
technology, and social media.

The Institute of Medicine has long advocated that physicians meet patients 
where they are, in order to provide patient-centered, safe, effective, timely, efficient, 
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and equitable care.10 Since the COVID-19 pandemic, social distancing transformed 
the way people interact and get their information, meeting patients and colleagues 
where they are. This means connecting online via telecommunications, social 
media, and digital scholarship. The positives and negatives of these technological 
advances must be evaluated and leveraged for the benefit of patients, colleagues, 
and all health care providers. 

Advances in technology: Electronic medical record (EMR)
The ability for immediate correspondence between patients and physicians 

through cell phones and apps, including electronic medical record-based instant 
messaging can be lifesaving and advance the mission of timely and efficient care. 
Through E-mail and other collaborative online services, medical research, quality 
improvement, and education efforts can come to fruition by physician teams from 

across the hall to across the world. While such telecommunications can connect, el-
evate, and amplify voices for good, these voices can also inundate physicians. They 
can prevent them from being present in the moment and blur the lines between 
professional and personal domains.

Physician productivity has come to be measured by the generation of relative 
value units (RVU), which allows the system to bundle the time and intensity of 
the physician’s work into a reimbursable cost of care.11,12  Like every human, the 
physician’s time is finite. In an age where access to the physician is infinite, the 
system must bridge this obvious disparity by protecting the time of the physician 
and reimbursing for it accordingly. Primary care physicians spend an average of 52 
minutes on workdays managing their EMR inbox, with an additional 19 minutes 
spent outside normal work hours.13 It takes the average physician approximately 

EMR Pros and Cons
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two to three minutes to respond to a single inbox message.14 Ideally, time would 
be allocated in the workday to answer patient messages, or the messages would be 
treated as actual patient visits and be measured as productivity allowing a finite 
physician workload. Some physicians feel if a patient portal message is greater than 
100 words, it constitutes the same time and energy as a patient visit.15

Unfortunately, the technology for patient portals developed more quickly than poli-
cies that address the time and stress on physicians. Some aspects of messaging are very 
helpful, such as getting feedback on the effect of recent blood pressure or blood glucose 
therapy changes or messages to schedule an appointment. Messages such as these can 
be managed by other members of the care team—medical assistants or nurses—and 
can help make care more efficient for patients while also reducing the stress placed 
on physicians.14 Many institutions have started to charge for patient portal messages 
including new medical issues or completion of forms, respecting physicians’ time and 
encouraging appropriate assessment for the patient.16

Physicians and educators carry a responsibility to not only make sure patients 
are equipped with enough knowledge to empower themselves between appoint-
ments, but to also help patients understand when messaging versus appointments 
are appropriate. In addition, physicians carry a responsibility to understand how to 
prioritize messages in the inbox by responding to the most urgent things first. As 
physicians navigate changes with technology, it is vital that physicians play a larger 
role in discussing policies around the use of the EMR modifications. 

Advances in technology: Social media
In a similar way, social media platforms such as X (formerly Twitter), Instagram, 

TikTok, Facebook and others allow rapid access to and dissemination of informa-
tion. Physicians’ posts can contribute directly to health care policy and advocacy 
and demystify medicine for patients or those aspiring to be physicians. Once again, 
blurred lines between the professional and personal domains of physicians’ lives 
and the reduction of their lives to a series of photos or tweets, can lead to false 

Social Media Pros and Cons
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Scholarship Pros and Cons

representations of what physicians’ lives are or ought to be. Social media accounts 
can provide physicians a sense of control of their own narrative not often afforded 
to them in their training or schedule. However, if they lose sight of their purpose 
in the social media platform, others’ expectations of their narratives can ultimately 
control physicians. 

In his book, “Empower Yourself,” Harvey Coleman, presents the PIE (perfor-
mance, image, exposure) theory of success as the primary method for career pro-
gression.17 It postulates that performance, image, and exposure work together to 
allow for career progression: performance makes up 10 percent of the pie, while 
image is 30 percent and exposure is 60 percent. Social media can contribute to 
career progression and even compassion fatigue mitigation through the image and 
exposure pieces of PIE.

However, no amount of image and exposure can absolve the success and repu-
tation of institutions or physicians who repeatedly, or worse, intentionally, do not 
practice according to standards. Safe, honest, evidenced-based, patient-centered 
care is still the standard for success, and is what all human beings deserve.18 Assum-
ing operation by the standards of care for institutions, exposure via social media 
can amplify their mission, foster alliances with marginalized organizations, and 
attract more patients. 

The same is true for the individual physician and even trainees: social media 
can help them control their own narrative in-person and online by defining and 
promoting their professional career or niche, fostering connections with patients 
and colleagues across the world, and creating a platform for health policy and 
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advocacy. Institutions are acknowledging the role of social media in academic vis-
ibility and community engagement by integrating such contributions as significant 
and meritorious for faculty promotion.19 Therefore, it is important for institutions 
to consider how social media can be leveraged to engage and educate communities, 
enhance access to health care, and empower physicians to take control of their nar-
ratives in an authentic and constructive way.    

Advances in technology: Scholarship
The instant access to the latest research through search engines from Google 

to PubMed, and the digitalization of medical texts from university health science 
libraries, helps physicians make in-the-moment, evidence-based decisions for pa-
tients. However, the rapid publication of scientific innovations can be hard to keep 
up with, particularly for trainees still working to learn the foundational principles of 
medicine. This can contribute to feelings of inadequacy and imposter syndrome for 
physicians, and widespread confusion and mistrust if such information is released 
to the public prematurely or incompletely. 

Practical Resources for Patient Care
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In a similar vein, the innovation of artificial intelligence (AI) in recent years has 
created opportunities for workload optimization and data processing to help physi-
cians with patient care, research, and education. For example, Epic EMR recently 
unveiled a new AI-powered system that automatically creates notes from listening 
to in-office and telehealth patient visits. Hospital systems feel that this will allow 
for a more organic, focused conversation between physician and patient, enhancing 
the therapeutic relationship and documentation efficiency.20 

The advancements in AI have many concerned that it will slowly overtake the 
physician’s role in the future, leading to further thoughts of inadequacy, loss of 
control, and fear. As OBGYN Richard Paulson writes, “if we measure the ‘intel-
ligence’ in AI by data regurgitation, passing examinations, and pattern recognition, 
then perhaps we need to reassess our definitions of what it means to be human, 
the complexity of the science and art that it takes to be a physician, and adapt these 
systems to help humankind.” 21 Professors at Korea University conducted a national 
survey to develop core competencies for medical students to define the use of AI 
in medical education and clinical practice.22 The Association of American Medical 
Colleges (AAMC) hosted a webinar series throughout 2024 to discuss the concepts, 
concerns, equity and ethics of AI in medical education.23  In a similar way, physi-
cians worldwide should come together to control the narrative of AI in medicine 
by defining how AI should be used and taught throughout medical specialties and 
medical schools.

Conclusion: Leveraging technology to lead to fulfillment
How can physicians leverage technology to reduce the stress that lies in the gap 

between the expectations and realities created by the health care system and pa-
tients? How can physicians use technology to cultivate productivity, compassion, 
and fulfillment? Medical professionalism is rooted in authenticity and competency. 

Practical Resources for the Physician
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Thus, on a systems level, physicians must call for health care institutions to protect 
time for their professional and personal identity development, including space for 
self-reflection and mentorship. Physicians must also demand a seat at the table of 
those meetings institutionally, and nationally, that are adapting or innovating new 
technologies that will directly impact their work in caring for patients, and be used 
by physicians including electronic medical records and AI. 

Physician organizations such as AΩA are perfectly poised to make this vision a 
reality as it represents all training levels and all specialties. “To be worthy to serve 
the suffering” means we must recognize that our own colleagues are suffering. 
Together, anchored in our commitment to authenticity and competency, we can 
inspire each other to stay curious and resilient, and provide team-based, patient-
centered care.

Taking care of ourselves, writing our narratives, and reminding ourselves of 
why we chose to be in this miraculous profession, is a small act of rebellion against 
broader systems. Using technology to our benefit, while acknowledging, learning 
from, and modifying its drawbacks are all ways to cultivate lasting change to reduce 
compassion fatigue, and increase competence and professionalism in the trainee 
and provider.
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The current state of well-being includes an awareness of the systemic nature 
of well-being at the workplace. Life balance is an area of focus; however, 
there can be an emphasis on “making it fit on your own time” for providers. 

Medicine may be in a stage of over-reliance on personal factors as it begins to shift 
focus on systemic interventions.

The future of well-being includes organizations and health systems working 
broadly to reduce distress and promote well-being. Clinicians are imperfect and 
organizations can promote limits and supports that boost overall flexibility and 
integration at work.

Big and small ideas
As health systems move toward wellness there has been a focus on big ideas, 

such as culture of wellness and efficiency of practice complementing personal resil-
ience leading to professional fulfillment.1 A culture of wellness is the organizational 
values and actions that promote personal and professional growth, and compassion 
for self, colleagues, and patients. Efficiency of practice is the seamless way we work 
in clinical, educational, and research spheres. Professional fulfillment is happiness, 
meaningfulness, self-efficacy, and satisfaction at work, and the building of a profes-
sional identity. 

Within these domains there are slightly smaller ideas. A culture of wellness 
includes leadership, values alignment, professional development, collegiality, grati-
tude, flexibility, and managing post-pandemic expectations.  Efficiency of practice 
includes electronic health record (EHR) usability, efficiency, and workload; schedul-
ing work-day, call, and patients; call center, and patient portals; team-based care; 
reasonable turnaround times; appropriate staffing and teaching; and innovation in 
practice. Personal resilience includes self-care and compassion, meaning in work, 
work-life integration, cognitive and emotional flexibility, and a wellness safety net.
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Burnout and triggers
Burnout includes work-related stress, emotional and physical exhaustion, de-

personalization, decreased motivation, decreased personal accomplishment, and 
reduced performance. Causes of burnout include time pressures, chaotic environ-
ments, low control of pace, EHR interactions, and non-work stressors like family 
responsibilities.1 There are organizational, systemic, and personal factors that lead 
to burnout. Burnout also has the potential to manifest as mental health concerns 
and suicidal ideation.

Physician burnout rose during the pandemic, which was coupled with increases 
in emotional exhaustion and depersonalization. The rise in burnout likely drove 
career changes among physicians during this time period.2 As an example of in-
creasing stressors, health care provider inboxes from patient portal messages at 
the University of Chicago grew in volume nearly 235 percent during the pandemic 
(2020-2021).

Burnout may carry an increased risk of emotional distress, depression, substance 
use, and suicidal ideation. Physicians and nurses are at higher risk of suicide than 
the general population.2,3 The relative risk of suicide for female physicians is 2.27, 
and 1.41, for males compared to the general population.2 Physicians in training 
experience a 370 percent increase in suicidal ideation.2

An area of focus to combat burnout is EHR optimization including patient 
messaging innovation, streamlining physician workflow, decreasing mental load, 
improving the experience of the EHR,2 and “getting rid of stupid stuff.” 2 The ap-
plication of AI in areas like ambient documentation and patient message responses 
also can serve to improve interactions with the EHR.

#WhatToFix
#WhatToFix is an initiative to crowdsource problems and solutions, known col-

loquially and humorously as #WTF. The purpose of #WTF is to provide a single point 
of contact for providers and teams to advance fixable challenges for prioritization and 
resolution, and in doing so, empower clinical staff and reduce helplessness and burn-
out. #WTF uses a fix framework that utilizes purpose, infrastructure and capacity, 
defined process, recent fixes, and crowdsourcing and communication. 

The ideal scope for a #WTF problem is any small fix that will improve the ease 
of clinical practice or reduce daily frustrations. Any clinician across the system can 
request a fix. The submission form includes the questions: “What is the problem 
that you would like to be fixed?” and “What is your anticipated solution to the 
problem?”Requesters are referred to the IT Help line to address immediate con-
cerns such as usernames, passwords, or E-mail. EHR break/fix issues are out of 
scope. The program has expanded to include non-informatics requests addressing 
facilities, operations, and other concerns.
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The #WTF team leverages the health informatics team. Fixes are prioritized 
based on clinical context and the understanding of clinical workflows. The #WTF 
program sets an expectation that there will be timely review and triage of issues. It 
can be integrated with a service ticket platform that is viewable to submitters which 
allows for transparency and tracking on a dashboard of submissions. Submitters are 
notified when a fix is routed to another team or solved. The program maintains a 
resource list with one to two point persons identified across the domains of poten-
tial issues. The goal is to get fixes to the correct person in the correct operational 
or clinical area. 

The core team for #WTF consists of a program manager, health informaticists, 
and clinical informatics fellows. Leadership includes the Chief Medical Officer, 
Chief Wellness and Vitality Officer. Fulfillment teams include informatics, informa-
tion technology, facilities, parking, human resources, and operational teams. This 
larger team also serves to escalate issues, identify larger opportunities, link fixes to 
ongoing work, and flag and share successes. The technology involved includes the 
service ticket platform, the EHR, E-mail and reporting tools.

Fixes fall into four phenotypes, a fix that can be directed to an EHR builder and 
corrected almost straight away; a fix that uses multiple services and processes to im-
prove; a fix that is larger in scope but significant at the organizational level for future 
prioritization; or a fix that is not quite a possibility or probability in the near future.

A #WhatToFix highlight newsletter is sent on a monthly basis via E-mail outlin-
ing recent fixes and other important updates. It sometimes includes tip sheets or 
special reminders regarding new processes in the EHR. It also emphasizes gratitude 
for clinicians taking time to connect with the #WTF team.

From 2017-2023 500 total fixes were submitted. Of these, 75 percent were EHR 
and IT related, and 25 percent operations or facilities related. The team addressed 
85 percent of fixes, leaving 15 percent of the fixes out of current scope or low 
priority. Recent examples of fixes include improving the reporting view for blood 
transfusions; allowing language interpretation through an app on personal devices; 
including commonly used clinical documents in the mobile EHR application; orga-
nizing 24 hour labs in a panel; newborn alert for bilirubin testing based on hours; 
and an alert offering a naloxone prescription to go with narcotic prescriptions. 

In 2023, the #WTF team received 52 submissions, and were able to address 25 
of these. Highlights from the year include increasing the login timeout for EHR; 
adding a 48-hour result smart link; clinical document scanning workflow redesign; 
room number displays in mobile EHR applications; and improving parking flow 
and understanding.



100 100

Medical Professionalism Best Practices: Professionalism in a Relentless World

Changing culture is critical
Embracing the culture of well-being is critical at the organizational level. Practi-

cally, changing culture can take many forms. Fixing systems that are easy to access 
and that respond to clinician input is one mechanism to improve culture. Further-
more, the communication of successes has been a way to share one person’s fix, 
broadly, as often hundreds of clinicians want similar solutions. 
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The future of care delivery
Vin Gupta, MD, MPA

Can artificial intelligence make you healthier? Can you tell if your heart is 
failing by going to the bathroom? Will a fungus cause our next pandemic? 

There is immense opportunity to improve access to health care through 
current technologies. One example is a toilet with sensors to monitor a person’s 
pulse, blood pressure, and oxygen levels while sitting on the toilet as part of their 
daily routine. Another is a mirror that looks into your eyes while you brush your 
teeth and retrieves your vital signs. 

In addition, data collection improvements from smartwatches could prove more 
effective than blood pressure cuffs because more people wear smartwatches and the 
data is more reliable.

New blood tests for specific T-cells to screen for cancers can be more accurate 
and cost-effective than a whole-body MRI, or the current one-cancer-specific tests 
like colonoscopies or mammograms.

Artificial intelligence is part of health care and shouldn’t be feared. AI is helping 
in medical record-keeping so doctors can spend more time with patients. It sorts 
through massive amounts of data to help make predictive diagnoses that doctors 
can then take under advisement. It reviews patient data, identifies gaps, and can 
help providers target care patients may be missing. This is the next generation of 
WebMD, but with more personalized answers.

Even with AI, a shortage looms
The most urgent threat to our health isn’t a microscopic virus or strain of bacte-

ria. It’s a shortage of doctors. More than 83 million Americans don’t have sufficient 
access to a primary care provider.1 Within a decade, the United States  could be 
short almost 50,000 primary care physicians.2

Educating and training more doctors is critical, but will take years, even de-
cades. In the meantime, we need to maximize the capacity of our existing corps of 
providers by making the health system more efficient and managing illness more 
proactively. 

In other words, we have to learn how to do more with less. An ongoing revolu-
tion in digital health care delivery—from telehealth visits to pharmacies that deliver 
to the home—can help do just that.
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However, first, a reality check. The health care status quo isn’t working for most 
patients. Seven in 10 Americans say the system isn’t meeting their needs, according 
to data from a 2023 Harris Poll.3

Wait times are the top concern. As a physician, I’ve seen firsthand how our 
system forces patients to wait weeks for care, even for the most routine and easily 
treatable health conditions. New patients wait 26 days,4 on average, to see a primary 
care physician. 

On the day of the appointment, the average patient waits nearly 20 minutes to 
see their provider for a 20-minute appointment.

Delays in care aren’t just inconvenient, they have real-world consequences for 
patient health and the broader economy. Seeing a primary care doctor can prevent 
a manageable health issue from evolving into a life-threatening illness.

Optimizing health care
Telemedicine can help to bring efficiency to the sluggish status quo. Virtual 

appointments optimize doctors’ time, allowing providers to see and triage more 
patients in a day. And, virtually treating patients with routine health conditions can 
free up capacity at emergency rooms and other facilities focused on in-person care.  

Patients benefit, too. Telemedicine eliminates the need to travel and can reduce 
how long patients have to wait for care. It’s no surprise that virtual appointments 
are associated with fewer last-minute cancellations, which can sap a physician’s 
productivity. 

But how do we reconcile telemedicine with the continued need for in-person 
diagnostics and lab work?

Integrating virtual care with remote patient-monitoring tools can help provid-
ers receive real-time updates on their patients’ blood glucose, blood pressure, and 
more. It allows doctors to better monitor, communicate with, and prescribe medi-
cines for patients. 

Remote patient-monitoring tools can also help with ensuring patients can take 
the medicines their doctors prescribe, which also will boost the health system’s 
productivity. Too often, patients don’t or are unable to adhere to recommended 
treatment regimens, which can allow manageable conditions to snowball into life-
threatening emergencies.

Millions of Americans land in the hospital each year because of chronic condi-
tions, which affect an estimated six in 10 Americans.5 For diabetes and high blood 
pressure, medication adherence rates are typically at 50 percent to 60 percent of 
prescribed doses.6 Nonadherence results in more than $300 billion in avoidable 
health care costs7 in the U.S. every year.7 About 125,000 Americans die8 annually 
because of nonadherence.8 
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Making it easier for patients to take their medicines as directed with online 
alternatives to traditional pharmacies can help solve this crisis. One study of Medi-
care Part D patients with chronic conditions found that those who used pharmacy 
delivery services were significantly more likely to adhere to their prescriptions.9 
Consumers who hesitate to use mail-order pharmacy services are most concerned 
about delivery speed and a perceived lack of personal connection. Fortunately, 
several companies are working to address these potential roadblocks by delivering 
drugs faster, and offering more personalized care.

Patients are also discouraged from sticking to their medication regimen when 
they pick up their medications at the pharmacy only to find out that the cost is 
more than expected, and often unaffordable. Online alternatives often make prices 
clear upfront, and sometimes are less expensive  than going through insurance.10

Better adoption of new technologies such as AI, telemedicine, and pharmacy 
delivery can streamline the health care experience for patients and physicians 
alike, and help providers who are stretched thin to triage care and better ensure 
the health of their patients. It’s time for the U.S. health care system to adopt these 
continuously developing new technologies and meet patients where they are.
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Upholding professionalism in a 
transformative era of medicine
Bradley E. Barth, MD, MSLOD;  
Oluwaferanmi O. Okanlami, MD, MS; and Juan N. Lessing, MD, FACP

In the spirit of the 2023 AOA conference upon which this monograph was con-
ceived—“Professionalism in a Relentless World”—which unsurprisingly drew heavily 
on the opportunity and peril of technology, we have opted to try our hand writing 
this conclusion with the aid of large language model (LLM) artificial intelligence 
(AI), specifically OpenAI’s ChatGPT, version ChatGPT 4 Turbo. We started by ask-
ing ChatGPT to find the common threads that tie all the preceding chapters together 
and to weave a cohesive summary. We have made edits, corrections, and rewrites 
where we felt the technology fell short. Human expertise, or at least experience, we 
feel, remains critical. We conclude our conclusion with a reflection on the use of this 
technology as a writing aid. Below is the amalgam of machine and human.1

In today’s complex healthcare landscape, medical professionalism continues to 
serve as the foundation of effective and ethical care. This monograph has ex-
plored the multidimensional challenges and opportunities of professionalism 

in medicine, offering diverse perspectives on how the field can evolve while hold-
ing fast to its core values of compassion, integrity, and patient-centered care. This 
conclusion synthesizes key insights from each chapter, illustrating how medicine 
can thrive through thoughtful adaptation, collaborative practice, and a commit-
ment to lifelong learning.

The monograph opens with Dr. Richard Byyny’s exploration of communities of 
practice and the enduring value of face-to-face communication in medical educa-
tion and practice. He highlights how in-person learning fosters mentorship, shared 
experiences, and collaboration that no technological tool can replicate. This foun-
dation is complemented by the work of Drs. Molly Jackson and David Hatem, who 
address the challenges of connection and community in an increasingly digital era 
1-Prompt: Please read through this PDF and create a final chapter that is a concluding chapter that summarizes all of the other chapters 
and brings everything together nicely.
-Prompt: Could you please provide another version of this, pulling examples from the chapters themselves as well?” 
-Prompt: We asked ChatGPT to write a conclusion for a monograph for the alpha omega alpha medical honor society for a conference that 
took place. I will copy and paste what chatgpt wrote. Then I will attach the monograph on what this conclusion is supposed to be based. I 
then want to ask you several questions and requests.
-Prompt: Does the conclusion talk about every chapter/submission ( I think there are 12) or only some?
-Prompt: Analyze more thoroughly.  [ChatGPT came back saying it had omitted Chapters 8, 9, and 10]
-Prompt: Revise the conclusion to address the missing chapters. It would be strange to mention all but a few chapters. That seems insulting.
-Prompt: is it correct to call our monograph based from a conference too have been born from it? that sounds weird
-Prompt: Help me revise this sentence to not use “digestible” in order to avoid mixed metaphors:  We started by asking ChatGPT to find the 
common threads that tie all the preceding chapters together and to weave a digestible summary.
-Prompt: list your chatgpt version. How would I reference you
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of medical education. They advocate for intentional strategies, such as longitudinal 
mentorship and collaborative learning, to prevent isolation and promote profes-
sional identity formation (PIF) among trainees.

Dr. Olaoluwa Fayanju reflects on the  evolution of medical professionalism, 
emphasizing that while the principles of beneficence, non-maleficence, and confi-
dentiality remain timeless, they require reinterpretation to address modern chal-
lenges like data privacy and the ethical use of technologies to ensure they improve 
health outcomes, not exacerbate existing disparities, and avoid unanticipated new 
problems. Expanding on this theme, Dr. Steven Wartman explores AI in healthcare, 
reminding us that while AI holds great promise in diagnostics and efficiency, its 
integration must be tempered by ethical vigilance, transparency, and the irreplace-
able value of human judgment.

Dr. Marie Sandoval examines the  impact of digital tools on patient connec-
tions,  stressing the importance of maintaining empathy and trust in virtual in-
teractions. Similarly, Dr. Eve Higginbotham and colleagues advocate for inclusive 
leadership as a transformative model for healthcare organizations, illustrating how 
diversity and equity strengthen the profession and foster innovation.

Drs. Douglas Paauw and Jenny Wright explore the benefits of OpenNotes in 
clinical documentation, outlining both the potential to enhance trust and the com-
plexities of navigating transparency with sensitivity. Dr. Jay Brahmbhatt sheds light 
on the hypocrisy that can arise in the clinical learning environment, calling for an 
honest reassessment of institutional practices that may undermine professional 
ideals, such as disparities in treatment and systemic inequities.

Drs. Lynn Buckvar-Keltz and Barbara Porter turn their attention to supporting 
professional identity formation in medical trainees. They emphasize the critical 
role of socialization, reflection, and mentorship in cultivating a physician’s sense of 
belonging and purpose, particularly in the face of societal and professional pres-
sures. Building on this, Dr. Antoinette Pusateri and colleagues examine  medical 
professionalism in an evolving landscape, offering a nuanced perspective on how 
physicians can adapt to rapid changes in healthcare while preserving the values that 
anchor the profession.

Addressing the well-being of clinicians, Dr. Bryan Hendrickson and colleagues 
highlight strategies to combat burnout through innovative technology and systemic 
support. Finally, Dr. Vin Gupta envisions the  future of care delivery  in an era of 
transformation, advocating for a systems-oriented approach to improve both physi-
cian well-being and patient outcomes.

Taken together, these chapters underscore that professionalism in medicine 
today is defined by a delicate balance: preserving time-honored values while em-
bracing innovation and inclusivity. Professionalism requires that physicians not 
only master clinical knowledge but also uphold ethical standards, nurture human 
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connections, and lead with integrity and resilience. By fostering a culture of reflec-
tion, collaboration, and equity, the medical profession can remain a source of trust 
and inspiration in a rapidly evolving world. In the spirit of the Alpha Omega Alpha 
Honor Medical Society’s enduring mission to “be worthy to serve the suffering,” this 
monograph concludes with a renewed commitment to advancing professionalism 
as the cornerstone of medicine.

Reflections on writing with AI
AI does a surprisingly good job, albeit superficially, of summarizing large 

amounts of data. Skimmed, what ChatGPT produced sounds convincing. How-
ever, several glaring deficiencies shined through. The first iterations missed sev-
eral chapters/authors. We had to ask and double check three times to ensure no 
one was skipped. Perhaps by necessity, the first pass was, just that, a superficial 
pass. Perhaps it is not fair to ask that a one or two-sentence summary capture 
deep sentiment. But isn’t that the task of a concluding chapter or summary, the 
role of the editors, and the beauty (and pain) of skilled writing? Editing, writ-
ing and rewriting the conclusion still required close reading, contextual under-
standing, and choices. Luckily for authors everywhere, just as much for physi-
cians, this experience and this monograph that the human endeavor of writing 
and medicine very much still requires and benefits from human practitioners.  
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