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AGENDA ACADÉMIQUE 2020-2021 
DATE TITRE Professeur/

présentateur
Lieu

10 juillet PM Demi-journée académique

17 juillet AM 8h00-10h00 Rencontre avec le DP Dr Elkouri ZOOM

17 juillet  AM 
10h00-12h00

Cours ischémie aigue Dr Elkouri ZOOM

24 juillet PM Demi-journée académique

31 juillet AM 9h00 Cours Physiologie vasculaire 
chap 3 et 8

Dr Thorin ZOOM

7 août PM Demi-journée académique

14 août AM et PM Atelier de Microchirurgie AM  
(2 résidents) module 1 
Atelier de Microchirurgie PM 
(2 résidents)

Dr Lijun Song CHUM R03.278

21 août AM Ischémie mésentérique  
(chap 131-136)

Dr Ghali ZOOM ET HMR

21 août PM Atelier de microchirurgie 
module 2 (4 résidents)

Dr Lijun Song CHUM R03.278
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HEURE RÉSIDENT

8h00 Dr Xavier Hommery-Boucher, R2

8h30 Dr Olivier Gagnon, R5

9h00 Dre Catherine Boudreau, R3

9h30 Dr Cristian Rosu, R7

Année académique 2020-2021

Rencontre avec le directeur de programme

QUAND:  Vendredi 17 juillet 2020 
Où:  AU  BUREAU DU DIRECTEUR DE PROGRAMME 
    CHUM, Tour S, 4ème étage  
   OU 
    VIA ZOOM 

 OBJECTIFS DE LA RENCONTRE: 

	 RENCONTRE	DU	DÉBUT	D’ANNÉE	ACADÉMIQUE	30	minutes	

	 REVUE	DE	L’ANNÉE	PRÉCÉDENTE	ET	AGENDA	DE	L’ANNÉE	

	 DROPBOX	

	 SÉCURITÉ	DES	RÉSIDENTS	

	 OBJECTIFS	SPÉCIFIQUES,	DBRIEF,	APC	

	 ÉVALUATION	ET	PROCESSUS	D’APPEL	

	 POLITIQUE	D’INTIMIDATION	DU	PROGRAMME	

	 PRÉSENTATIONS	

	 RECHERCHE	

	 DIFFICULTÉS	SPÉCIFIQUES	ET	PLAN	

	 PLANIFICATION	CARRIÈRE	

	 MENTORAT	

	 PROJET	D’ÉTUDE	PAR	CRITÈRES	OBJECTIFS	
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Année académique 2020-2021

Ischémie aigue membres

Vendredi 17 juillet 2020
10h00-12h00

ZOOM 

PROGRAMME DE CHIRURGIE VASCULAIRE

Par Dr Stéphane Elkouri
Chirurgien vasculaire

Chapitres 100-103
9ème édition Rutherford

Lire les chapitres et cet article
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Physiologie vasculaire

Vendredi 31 juillet 2020
9h00-12h00

CHUM D17-2041 + ZOOM 

PROGRAMME DE CHIRURGIE VASCULAIRE

Par Dr Éric Thorin
Professeur de médecine
Département de chirurgie

Chapitres 3 et 8
9ème édition Rutherford
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Que cache le curriculum 
caché?

Jean-François Latulippe,
Professeur agrégé, département de chirurgie, Université de Montréal

Chirurgien colorectal, service de chirurgie générale, 
CIUSSS de l’est de l’île de Montréal

18 juin 2020



Pourquoi l’emphase sur le curriculum caché?
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La sécurité des patients et le curriculum caché 

On ne peut pas présumer que le milieu de soins de santé complexe dans lequel 

nous évoluons offre systématiquement des soins sécuritaires. Ces derniers exigent les 

efforts constants et concertés des prestataires de soins, des patients et des familles. Il ne 

suffit pas d’être passé maître dans l’art d’établir des diagnostics et de prendre en charge 

des patients, ou d’obtenir la pleine participation des patients; il faut aussi compter sur 

l’appui d’un milieu à l’échelle macro et locale propice à une « culture de la sécurité des 

patients ». En quoi consiste une culture de la sécurité des patients? Il s’agit d’une « culture 

juste » qui rejette la honte et le blâme ressentis lorsque quelque chose tourne mal, où les 

valeurs, les attitudes et les normes confirment un engagement à l’égard de la prestation 

sécuritaire de soins et favorisent un environnement sécuritaire sur le plan psychologique, 

propice aux discussions sur les comportements antiprofessionnels ou les pratiques non 

sécuritaires (1). C’est une culture où l’on apprend des incidents qui compromettent la 

sécurité des patients, et où les efforts se concentrent sur l’amélioration des vulnérabilités 

manifestes et latentes du système. Dans une culture axée sur la sécurité des patients, les 

gens qui œuvrent au sein du système s’engagent à offrir des soins de santé sécuritaires, 

soutenus par leurs dirigeants et par les structures et processus qui définissent ce système. 

Ainsi, le patient, sa famille et ses proches aidants reçoivent de meilleurs soins et les 

membres du personnel éprouvent une plus grande satisfaction (2). 

 Les professionnels de la santé doivent s’investir dans l’apprentissage à vie pour 

acquérir les connaissances et les compétences qui leur permettront d’offrir des soins de 

grande qualité, et s’adapter à la complexité et à l’imprévisibilité du système de santé actuel. 

La formation formelle des professionnels de la santé offerte sous forme de présentations 

magistrales, de lectures dirigées, de séances en groupes restreints et d’autres formules 

constitue une bonne source d’apprentissage. Cela dit, le programme d’études formel 

perdure tout au long de leur vie professionnelle, dans le cadre de l’apprentissage informel 

qui prend place entre individus dans leur milieu de travail. Cet « apprentissage qui 

s’effectue au moyen d’interactions informelles entre étudiants, enseignants et d’autres 

personnes, ou l’apprentissage qui prends place et est influencé par le contexte 

organisationnel, structurel ou culturel propre aux établissements de formation » s’appelle 

le curriculum caché (3). Le curriculum caché peut perturber les valeurs et les 
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Les types de curriculum

the effects go beyond learners to practicing clinicians and
patients.

This American College of Physicians (ACP) position
paper on the relationship among hidden curricula, eth-
ics, and professionalism identifies challenges, opportu-
nities, and strategies for optimizing learning environ-
ments. Ethical principles should apply to all health care
environments. Strategies to identify and address dis-
crepancies between our values and actions are pro-
posed to help align positive hidden curricula with for-
mal curricula. This executive summary is a synopsis of
position statements of the ACP. The rationales for the
position statements are presented in the Appendix
(available at Annals.org).

METHODS
This position paper was developed on behalf of the

ACP Ethics, Professionalism and Human Rights Com-
mittee (EPHRC). Committee members abide by the
ACP's conflict-of-interest policy and procedures (www
.acponline.org/about-acp/who-we-are/acp-conflict-of
-interest-policy-and-procedures), and appointment to
and procedures of the EPHRC are governed by the
ACP's bylaws (www.acponline.org/about-acp/who-we
-are/acp-bylaws). After an environmental assessment to
determine the scope of issues and literature reviews,
the EPHRC evaluated and discussed several drafts of
the paper. The paper was then reviewed by members
of the ACP Board of Governors, Board of Regents,
Council of Resident/Fellow Members, Council of Stu-
dent Members, and other committees and experts.
The paper was revised on the basis of comments
from these groups and individuals. The ACP Board of
Regents reviewed and approved the paper on 16
February 2017.

ACP POSITIONS AND RECOMMENDATIONS
1. The hidden curriculum must become a positive

curriculum that aligns with the formal curriculum. Fac-
ulty and senior clinicians should model empathy, en-

courage reflection and discussion of positive and nega-
tive behaviors in the training environment, and promote
clinician wellness. What is taught in the classroom must
be reinforced and enhanced by what is practiced at the
bedside.

2. The learning environment should foster re-
spect, inquiry, and honesty and empower every indi-
vidual, including learners, to raise concerns about
ethics, professionalism, and care delivery. Teamwork
and respect for colleagues must be both taught and
demonstrated.

3. Leaders should create and sustain a strong ethi-
cal culture by encouraging discussion of ethical con-
cerns, making values in everyday decision making ex-
plicit, and embodying expectations of professionalism
in which patient well-being is a core value.

CONCLUSION
The educational and social milieu of medical learn-

ing environments is a complex system of influences.
Role models across peer relationships and the hierar-
chy of medicine contribute to the formation of profes-
sional identity, behaviors, and attitudes of future physi-
cians. The best solutions to the influence of the hidden
curriculum will uncover it, integrate its positive aspects
into the formal curriculum, and lead to development of
approaches to understand and mitigate its negative as-
pects by educators and practicing clinicians. The hid-
den curriculum in medicine presents challenges but
also opportunities to help reshape not only education
but also the culture of medicine.
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Table. Types of Curricula*

Classification Definition Example Method of
Transmission

Formal The intended, official curriculum sanctioned by the
institution

Course objectives
Course content
Competencies

Structured
Intentional

Informal† Idiosyncratic, sporadic learning that occurs outside
the classroom

Ward rounds
Bedside rounds

Ad hoc
Variable
Intentional

Hidden† That which the school or residency program teaches,
generally without being aware that it is being
taught; lessons that are embedded in the
organizational structure and culture and are not
explicitly intended

Empathic role models
Behaviors that convey respect for patients and all colleagues
Negative attitudes toward patients with substance use

disorder or obesity
Conflating a patient's disease with who they are as a person

Ad hoc
Variable
Unintentional

Null What is not taught, which by its absence conveys the
message that it is not important to becoming an
excellent physician

Social justice
Patient advocacy

Ad hoc

* Adapted from Hafferty and O'Donnell (3).
† May be consistent or inconsistent with the formal curriculum.
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Much of what is formally taught in medicine is about the knowl-
edge, skills, and behaviors required of a physician, including
how to express compassion and respect for patients at the bed-
side. What is learned, however, includes not only admirable
qualities but also behaviors and qualities that are inconsistent
with ethics and professionalism. Positive role models may rein-
force the character and values the profession seeks to cultivate;
negative ones directly contradict classroom lessons and expec-
tations of patients, society, and medical educators. These posi-
tive and negative lessons, which are embedded in organizational
structure and culture, are the hidden curricula conveyed in med-
ical schools, residency programs, hospitals, and clinics. This po-

sition paper from the American College of Physicians focuses on
ethics, professionalism, and the hidden curriculum. It provides
strategies for revealing what is hidden to foster the development
of reflective and resilient lifelong learners who embody profes-
sionalism and clinicians who are, and are perceived as, positive
role models. Making the hidden visible and the implicit explicit
helps to create a culture reflecting medicine's core values.
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Hidden curricula are lessons learned that are em-
bedded in culture and are not explicitly intended.

Medicine's hidden curriculum powerfully influences
student and resident norms and values. More than half
of 2016 medical school graduates said that they expe-
rienced “disconnects between what [they were] taught
about professional behaviors/attitudes and what [they
saw] being demonstrated by faculty” (1). Learners re-
ceive conflicting messages about ethics and professional-
ism when the actions or words of role models are not
consistent with the values espoused by the profession.
Uncovering inconsistent messages and revealing and re-
inforcing inspiring examples of doctoring is challenging.

The concept of a hidden curriculum is neither new
nor limited to medical education. It was identified by
Philip Jackson, who described elementary education as
a socialization process (2)—the method by which the
values, skills, and attitudes of a group being joined are
adopted. In medicine, it is distinct from the “formal cur-
riculum” of coursework and classroom lessons sanc-
tioned by the institution, the “informal curriculum” of ad
hoc instruction (such as bedside rounds), and the “null
curriculum” of what is not taught (see the Table for def-
initions). Awareness of all of these curricula adds im-
portant perspectives for assessing learning environ-
ments, but this article's focus is the hidden curriculum.

In medicine, the hidden curriculum is transmitted in
the clinic, the hospital, the operating room, the team
room, and the cafeteria. The “culture” of medicine is

passed down through examples, stories, rituals, sym-
bols, and defined hierarchies (4, 5). A primary care phy-
sician visiting her hospital patient in the evening after
clinic is a positive example of the hidden curriculum;
making disparaging comments about frequently admit-
ted patients is a negative example. Disrespect can also
occur between clinicians, such as disparaging com-
ments about nonacademic physicians by academic
physicians or about a specialty.

The hidden curriculum has large-scale effects. For
example, systemic bias against primary care contrib-
utes to the U.S. health care system being unprepared
to meet the needs of an aging population (6, 7). Neg-
ative comments from leadership and greater financial
rewards for subspecialists can discourage students
from choosing primary care despite societal need, in-
tellectual rigor, and the importance of longitudinal
healing relationships. System structure and culture re-
flect what society values.

The intensity of medical training is a cultural im-
mersion in which values are often communicated and
adopted without adequate reflection and critique. The
professionalization of future physicians is affected, but
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Qu’en est-il de la professionnalisation des 
étudiants en médecine?

• La formation de l’identité du médecin se fait à partir de 
• l’identité individuelle de l’externe ou du résident basés sur ses croyances, ses 

caractéristiques personnelles.
• L’identité relationnelle provient de lien avec des individus signifiants, amis, 

parents, collègues, mentor.
• L’identité collective relève de l’appartenance à un groupe et des valeurs que 

ce groupe privilégient – ici la profession médicale



Qu’en est-il de la professionnalisation des 
étudiants en médecine?
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During the past two decades, attention 
has been directed at the nature of medical 
professionalism and how best to teach 
and assess it. The concept of professional 
identity has received some mention, albeit 
relatively little in medical education. 
Recently, educators have suggested 
that the objective of teaching medical 
professionalism is to support students 
and residents as they develop their own 
professional identity.1–3 In this context, 
teaching professionalism becomes a 
means to an end, with the end being the 
development of a professional identity. 
An extensive literature in developmental 
psychology illuminates how individuals 
develop a personal identity,4–8 and during 
the past decade, this scholarship has 
served as the basis of original and creative 
work examining the nature of physicians’ 
professional identities and the factors that 
influence their emergence.9–22

A 2010 Carnegie Foundation Report 
proposed that professional identity 
formation should be a major focus for 
medical education,1 an opinion echoed by 
others in the field.2,3,9,10 For this to occur, 
medical educators must understand the 
nature of professional identity, professional 
identity formation, and the process of 
socialization through which a professional 
identity is formed. The inherent logic of 
these issues, however, may be obscured 
by their complexity. We have therefore 
developed schematic representations of 
identity formation, socialization, and 
learners’ roles and responses to this process 
to assist medical educators to better 
understand these issues. We hope that 
such schemata prove useful in designing 
educational interventions to more 
effectively guide identity formation in 
medicine as students and residents come to 
“think, act, and feel like a physician.”23

Personal and Professional 
Identity Formation

Conceptually, professional identity 
formation must be congruent with 
the processes through which human 
beings develop a personal identity.24 
Psychological theories propose that 
individuals proceed through life 

continuously organizing their experiences 
into a meaningful whole that incorporates 
their personal, private, public, and 
professional “selves.”4–8,24,25 As they pass 
through each stage, from infancy to 
childhood, adolescence, and beyond, 
individuals gain experience and become 
capable of constructing an increasingly 
complex persona. The theoretical 
approaches to identity formation 
suggest three domains through which 
identity is influenced and developed, all 
relevant to medical education: individual 
identity, relational identity, and collective 
identity.24 The identity of an individual 
at any moment represents the sum of 
the influences impacting these three 
domains. The individual domain includes 
personal characteristics, self-chosen or 
mandated commitments, beliefs about 
one’s self, and the impact of multiple 
life experiences. The relational domain 
expresses the influence on identity 
of significant individuals, such as 
family members, friends, mentors, and 
coworkers. The collective domain reflects 
the impact of the social groups to which 
an individual belongs or wishes to join. 
An individual’s status within the group 
and the group’s status within society are 
important contributors to this identity 
component.24,25

Acad Med. 2013;90:718–725

Abstract
Recent calls to focus on identity formation 
in medicine propose that educators establish 
as a goal of medical education the support 
and guidance of students and residents 
as they develop their professional identity. 
Those entering medical school arrive with 
a personal identity formed since birth. As 
they proceed through the educational 
continuum, they successively develop the 
identity of a medical student, a resident, and 
a physician. Each individual’s journey from 
layperson to skilled professional is unique 
and is affected by “who they are” at the 
beginning and “who they wish to become.”

Identity formation is a dynamic process 
achieved through socialization; it 
results in individuals joining the medical 
community of practice. Multiple factors 
within and outside of the educational 
system affect the formation of an 
individual’s professional identity. Each 
learner reacts to different factors in her 
or his own fashion, with the anticipated 
outcome being the emergence of a 
professional identity. However, the 
inherent logic in the related processes 
of professional identity formation and 
socialization may be obscured by their 

complexity and the large number of 
factors involved.

Drawing on the identity formation and 
socialization literature, as well as experience 
gained in teaching professionalism, the 
authors developed schematic representations 
of these processes. They adapted them 
to the medical context to guide educators 
as they initiate educational interventions, 
which aim to explicitly support professional 
identity formation and the ultimate goal of 
medical education—to ensure that medical 
students and residents come to “think, act, 
and feel like a physician.” 
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Some aspects of an individual’s identity 
are relatively stable throughout life, 
whereas others are more dynamic 
and change as the individual passes 
through each developmental stage and 
as his or her individual, relational, and 
collective relationships are altered. Some 
changes are brought about consciously, 
whereas others are more “automatic and 
implicit.”24 Although identity stabilizes 
in early adulthood, transformation 
continues throughout life, with an 
enduring core being ever-present.6,21,24

Building on the long-held belief that 
human beings develop their personal 
identity in stages, our current knowledge 
of identity formation is based on 
the theories of Piaget and Inhelder,4 
Goffman,5 Erikson,6 Kohlberg,7 
and others. Continuing their work, 
Kegan8 proposed a framework for the 
longitudinal development of the self into 
a moral and meaning-making entity, 
which has helped us to understand 
the development of a professional 
identity in dentistry,3 the military,3,26 
and medicine.2,3,9 His classification, 
which refers to identity formation in 
general, consists of six stages, beginning 
in childhood and extending into adult 
life. They include (0) incorporation, 
(1) impulsion, (2) imperial, (3) 
interpersonal, (4) institutional, and (5) 
interindividual. The early and final stages 
are not pertinent to the development of 
a young adult, such as a medical student 
or resident. Thus, a medical identity, 
including one’s professional identity, 
is thought to develop sequentially 
throughout Kegan’s Stages 2, 3, and 4.

Table 1 adapts Kegan’s stages of personal 
identity formation to describe the 
development of a professional identity. 
In Kegan’s Stage 2, individuals take on 
a professional role, but it is not fully 
integrated into their identity. In Stage 
3, individuals begin to identify with the 
profession, to the point that they become 
totally immersed in and integrated with 
it, as the concepts of altruism and service 
begin to take hold. Those who reach 
Stage 4 are characterized as the self-
defining professional; they can negotiate 
conflicts between professional values and 
their core belief system and criticize or 
challenge aspects of the profession. Their 
reason is in control of their emotions and 
desires. At this stage, a deep, authentic, 
and unshakable incorporation occurs 
with professional identity and the other 

enduring identities defining the self. 
Those who transition to Stage 5 do not 
perceive themselves as having a single 
identity and are open to other influences. 
Information from the military indicates 
that few individuals are able to reach this 
stage in a lifetime.3,26 Bebeau3 described 
professional identity formation using 
Kegan’s framework in this way:

Individuals move from self-centered 
conceptions of identity through a 
number of transitions, to a moral identity 
characterized by the expectations of a 
profession—to put the interests of others 
before the self, or to subvert one’s own 
ambitions to the service of society.

Preparation and training for a career is an 
important part of identity development. 
An individual’s vocation is a stabilizing 
and integrative force in his or her personal 
identity.25 The process is highly individual 
with each person proceeding at a different 
pace.8 However, as society and the 
profession determine norms of behavior, 
each individual wishing to join the 
profession must adhere to these norms.9

Identity Formation and Medical 
Education

The following schematic representations 
were developed on the basis of the 
literature on identity formation and 

the authors’ experiences in teaching 
professionalism. They have been modified 
substantially following interactive 
sessions with members of McGill 
University’s Centre for Medical Education 
and in response to feedback from 
workshops at national and international 
meetings and at other medical schools. 
We hope that the diagrams will assist 
medical educators in determining where 
they can intervene in the process of 
identity formation to cultivate a more 
supportive, consistent, and effective 
process.

Identity formation and communities of 
practice

Figure 1 places identity formation 
within the context of medical education. 
Students enter medical school in late 
adolescence or early adulthood (Kegan’s 
Stage 2 or 3).8 Their identity is partially 
formed, with the classic nature and 
nurture influences having been active 
for almost two decades. Their genetic 
inheritance, including their sex, race, 
and personal characteristics, in part 
determines “who they are.”6,24 Their life 
experiences, including culture, religion, 
and socioeconomic status, represent 
major influences, as do their education 
and sexual orientation.24 Finally, their 
multiple personal relationships have 

Table 1
Kegan’s Stages 2 to 4 of Identity Formation Adapted to Describe the Development 
of a Professional Identity in Medicine

Stage Personal characteristics
Manifestations in a 
professional context

2: Imperial An individual who takes into 
account the views of others but 
whose own needs and interests 
predominate

An individual who can assume 
professional roles but is primarily 
motivated to follow rules and to 
be correct; self-reflection is low. 
Emotions can overwhelm reason.

3: Interpersonal An individual who is able to view 
multiple perspectives simultaneously 
and subordinate self-interest; who 
is concerned about how she or he is 
perceived by others

An individual who can assume 
professional roles and is oriented 
towards sharing obligations; tends 
to seek out those to emulate; 
is idealistic and self-reflective. 
Emotions are generally under 
control, and she or he generally 
does the right thing.

4: Institutional An individual who can assume a role 
and enter into relationships while 
assessing them in terms of self- 
authored principles and standards; 
the self is defined independently of 
others

An individual who is able to 
understand relationships in 
terms of different values and 
expectations. The external values 
of the professional become internal 
values. Reason is in full control over 
needs, desires, and passion.

Note: Adapted from Kegan R. The Evolving Self: Problem and Process in Human Development. Cambridge, 
Mass: Harvard University Press; 1982.8
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an important formative impact.5,6,24 
Acceptance into medical school is 
symbolically significant as it begins the 
long process of socialization through 
which students transform from 
members of the lay public to skilled 
professionals.27 This process has several 
stages—the identity of a medical student 
is distinct from that of a resident, 
which differs from that of a practicing 
physician.9,19,23,28,29 It is difficult to “skip” 
stages as, for example, issues facing a 
resident may be incomprehensible to a 
first- or second-year medical student who 
is less developmentally advanced and has 
not yet participated in the full process of 
socialization.9

Although the achievement of a 
professional identity appropriate for 
graduating medical students or emerging 
residents is a valid educational objective, 
we emphasize that identity is not static 
and that the identity of a practicing 
physician will continue to evolve 
throughout his or her practice.3,6,8,24

The response of each individual to 
socialization will vary, but all must enter 
into a series of personal negotiations 
as they acquire their new identity. The 
“readiness” of individuals to alter their 
existing identity differs25; some navigate 
the process with little difficulty. Erikson6 
believed that frequently some degree of 
“repression” of one’s existing identity 
is required. This repression can lead to 
“identity dissonance” as aspects of one’s 
new identity conflict with one’s old 

identity.14 Such negotiations can result in 
the individual accepting all or part of the 
new identity, arriving at a compromise 
between the new and old identities, or 
rejecting the new identity. For example, 
recent generations have distanced 
themselves from the lifestyle of those 
whose professionalism has been described 
as “nostalgic”30 and have committed to 
configuring a different balance between 
lifestyle and work.31

The bottom of Figure 1 invokes social 
learning theory to help understand the 
acquisition of a professional identity 
within medical education. The concepts 
of communities of practice and situated 
learning articulated by Lave and 
Wenger32,33 are instructive.1,3,9 These 
authors propose that social interaction 
between individuals promotes learning 
and that a community of practice is 
created when those who wish to share 
a common body of knowledge engage 
in activities whose aim is to become 
knowledgeable and skilled in a defined 
field. The learning takes place within the 
defined domain and thus is “situated.” 
As a consequence, the individual moves 
from “legitimate peripheral participation” 
to full participation in the community. 
An important aspect of full participation, 
according to these authors, is the 
acquisition of the identity associated 
with the community.32 This activity is 
voluntary—the individual wishes to 
join the community and, over time, 
accepts the norms established by it.9 The 
movement from peripheral participation 

to the center occurs in stages, proceeding 
from observation to imitation, then 
to carrying out uncomplicated 
tasks, culminating in more complex 
activities.32,33 This description applies to 
the transformation of a medical student 
from a member of the lay public to a 
professional. The sense of belonging, an 
important component of a community 
of practice, translates into the collegiality 
of the profession.34 Finally, the profession 
exerts a compelling social influence on its 
members as compliance with professional 
norms eventually emerges from within 
the individual.24,25,34

The norms of medicine’s community 
of practice change over time as the 
social contract between medicine and 
society evolves, altering the expectations 
of patients, society, and physicians.35 
Each individual wishing to join the 
community must adhere to these norms. 
Failure to do so can inhibit progress to 
full membership or elicit sanctions or 
exclusion from the community.24

In the past, the identity of physicians 
has been exclusionary as the profession 
was dominated by white males of 
the dominant religion.3,11,13,17 Even 
though progress has been made, 
with the community becoming more 
representative of the society it serves, 
minority and class distinctions still exist, 
making entry challenging for many.3,10,11,17 
In addition, tension may arise between 
the imperative to impose norms and 
standards in an effort to homogenize 
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Figure 1 A schematic representation of professional identity formation, indicating that individuals enter the process of socialization with partially 
developed identities and emerge with both personal and professional identities (upper portion). The process of socialization in medicine results in an 
individual moving from legitimate peripheral participation in a community of practice to full participation, primarily through social interaction (lower 
portion).
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values and the desire of individuals to 
maintain important aspects of their own 
identity as they join the community of 
practice.10,11,13

Identity formation and socialization

Figure 2 outlines the multiple factors that 
influence the process of socialization in 
shaping a physician’s professional identity. 
Not all of these factors exert equal 
influence. The most powerful are role 
models, mentors, and the accumulation 
of individual experiences.9,12,16,18,20,22 
In Figure 2, we have grouped these 
influences together in the center box, both 
because of their importance and because 
they shape professional identity through 
complex conscious and unconscious 
processes that can lead to both explicit 
and tacit knowledge.24,25

Although role modeling and experiential 
learning are important, the impact of 
each factor on individual learners varies 
widely. For example, how an individual 
is treated by others may have a more 
significant impact on those individuals 
from visible minorities or those from 
lower socioeconomic backgrounds.11,13,17 
More mature medical students who have 
a more developed identity may respond 
differently compared with students 
proceeding directly from secondary 
education to medical school.

In addition, not all factors operate 
simultaneously or at the same stage of 
education. For example, the nature of 
the health care system may have little 
effect during the early phases of medical 
education, but its impact may grow as 
learners approach the end of their formal 
education.

Role models, mentors, experiences, and 
reflection.  Role models are “individuals 
admired for their ways of being and 
acting as professionals.”36 Mentors, 
characterized as being “experienced and 
trusted counselors,”37 have closer and 
more prolonged contact with learners 
and can have a greater impact on their 
professional identity.38 Role models and 
mentors are members of the community 
of practice that students and residents 
wish to join.9,25 Becoming like them in 
action, appearance, and beliefs facilitates 
the move from the periphery towards the 
center of the community.

Role models and mentors generally exert 
their influence in two ways.39,40 First, 
learners consciously acquire knowledge 
through observation, imitation, and 
practice, a process made more effective 
by guided reflection.39,41,42 Second, the 
unconscious patterning of behaviors to 
which learners are exposed is equally 
powerful39 and results in the acquisition 
of tacit knowledge, “that which we 

know but cannot tell.”43 The learner 
is generally unaware that she or he 
is developing a professional identity 
through this process.20,21 Although it is 
clearly preferable for role models to be 
explicit about what they are modeling, 
unconscious patterning will always be 
present and powerful.39

The literature on role modeling 
highlights the potential negative impact 
of lapses in professional behavior 
exhibited by role models, as students and 
residents may replicate these behaviors 
in their own practice.39,44 However, every 
practicing physician has both consciously 
and unconsciously patterned his or her 
behavior on that of respected individuals, 
and the overall impact of role models 
remains powerful and positive.42

Both clinical and nonclinical experiences 
also impact the development of a 
learner’s medical professional identity 
through conscious and unconscious 
pathways.40 Experience gained from 
direct encounters with patients and their 
families is foundational to the identity of 
a physician.9,12,15,16

Reflection on individual experiences 
with role models and mentors as well as 
on clinical and nonclinical experiences 
during medical education is fundamental 
to socialization.9,12,14,15 It leads to a 
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Figure 2 A schematic representation of the multiple factors involved in the process of socialization in medicine. The large center box surrounded 
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During the past two decades, attention 
has been directed at the nature of medical 
professionalism and how best to teach 
and assess it. The concept of professional 
identity has received some mention, albeit 
relatively little in medical education. 
Recently, educators have suggested 
that the objective of teaching medical 
professionalism is to support students 
and residents as they develop their own 
professional identity.1–3 In this context, 
teaching professionalism becomes a 
means to an end, with the end being the 
development of a professional identity. 
An extensive literature in developmental 
psychology illuminates how individuals 
develop a personal identity,4–8 and during 
the past decade, this scholarship has 
served as the basis of original and creative 
work examining the nature of physicians’ 
professional identities and the factors that 
influence their emergence.9–22

A 2010 Carnegie Foundation Report 
proposed that professional identity 
formation should be a major focus for 
medical education,1 an opinion echoed by 
others in the field.2,3,9,10 For this to occur, 
medical educators must understand the 
nature of professional identity, professional 
identity formation, and the process of 
socialization through which a professional 
identity is formed. The inherent logic of 
these issues, however, may be obscured 
by their complexity. We have therefore 
developed schematic representations of 
identity formation, socialization, and 
learners’ roles and responses to this process 
to assist medical educators to better 
understand these issues. We hope that 
such schemata prove useful in designing 
educational interventions to more 
effectively guide identity formation in 
medicine as students and residents come to 
“think, act, and feel like a physician.”23

Personal and Professional 
Identity Formation

Conceptually, professional identity 
formation must be congruent with 
the processes through which human 
beings develop a personal identity.24 
Psychological theories propose that 
individuals proceed through life 

continuously organizing their experiences 
into a meaningful whole that incorporates 
their personal, private, public, and 
professional “selves.”4–8,24,25 As they pass 
through each stage, from infancy to 
childhood, adolescence, and beyond, 
individuals gain experience and become 
capable of constructing an increasingly 
complex persona. The theoretical 
approaches to identity formation 
suggest three domains through which 
identity is influenced and developed, all 
relevant to medical education: individual 
identity, relational identity, and collective 
identity.24 The identity of an individual 
at any moment represents the sum of 
the influences impacting these three 
domains. The individual domain includes 
personal characteristics, self-chosen or 
mandated commitments, beliefs about 
one’s self, and the impact of multiple 
life experiences. The relational domain 
expresses the influence on identity 
of significant individuals, such as 
family members, friends, mentors, and 
coworkers. The collective domain reflects 
the impact of the social groups to which 
an individual belongs or wishes to join. 
An individual’s status within the group 
and the group’s status within society are 
important contributors to this identity 
component.24,25
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Abstract
Recent calls to focus on identity formation 
in medicine propose that educators establish 
as a goal of medical education the support 
and guidance of students and residents 
as they develop their professional identity. 
Those entering medical school arrive with 
a personal identity formed since birth. As 
they proceed through the educational 
continuum, they successively develop the 
identity of a medical student, a resident, and 
a physician. Each individual’s journey from 
layperson to skilled professional is unique 
and is affected by “who they are” at the 
beginning and “who they wish to become.”

Identity formation is a dynamic process 
achieved through socialization; it 
results in individuals joining the medical 
community of practice. Multiple factors 
within and outside of the educational 
system affect the formation of an 
individual’s professional identity. Each 
learner reacts to different factors in her 
or his own fashion, with the anticipated 
outcome being the emergence of a 
professional identity. However, the 
inherent logic in the related processes 
of professional identity formation and 
socialization may be obscured by their 

complexity and the large number of 
factors involved.

Drawing on the identity formation and 
socialization literature, as well as experience 
gained in teaching professionalism, the 
authors developed schematic representations 
of these processes. They adapted them 
to the medical context to guide educators 
as they initiate educational interventions, 
which aim to explicitly support professional 
identity formation and the ultimate goal of 
medical education—to ensure that medical 
students and residents come to “think, act, 
and feel like a physician.” 
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Et dans ce cadre de professionalisation, le 
curriculum caché joue le rôle d’un trou noir…

Small group discussion does have logistical diffi-
culties. The group should allow all to participate.
Small group discussion involves a significant time
commitment from all participants. Finding this time is
particularly problematic for graduate medical educa-
tion. Residents have patient care responsibilities that
must be acted upon immediately. Many problems
cannot wait until the small group is finished. Hard
work, long hours, and pressure for all aspects of the
patient’s care divert the resident’s attention from
small group learning. Other logistics include an in-
creased need for faculty and space for a meeting. A
significant commitment from faculty is also re-
quired.15 Although these barriers to its implementa-
tion are real, they are not insurmountable.

Assessment must be incorporated to ensure that the
desired results are obtained. The assessment serves as
evidence of whether the desired result has been ob-
tained. There currently are no good means for assess-
ment. One simple means of assessment would be to
observe behaviors, but this can be problematic. If a
resident knows an observation is occurring, the resi-
dent can fake professional behavior and trick the
evaluator into thinking that the desired result has been
achieved.16 Other authors have noted this finding.
When medical students were asked to respond to
videotaped vignettes on professional decisions, the
verbal responses were different than the written re-
sponses.17 When preparing the written responses,
students were informed that their responses were part
of an examination and that their grades would be
dependent upon their responses. Students were re-
porting what they thought the instructor wanted to
hear rather than what they actually thought. It may be
beneficial to observe over longer periods to see if the
desired results have been incorporated.

An opportunity for education in professionalism is
necessary. Without a curriculum, it does not happen.
One-hundred-forty-four residents participated in a
study in which their medical knowledge was assessed
by an in-training examination, and their empathy was
assessed by the Interpersonal Reactivity Index.18 The
Interpersonal Reactivity Index is a 28-item instrument
with 4 different subscales evaluating various aspects
of empathy. Both scores were obtained every 3 mo
over a 1-yr period. During this 1-yr period, the resi-
dents’ medical knowledge increased by 8 points,
whereas empathy decreased by 1.6 points. The pro-
gram did not have a formal curriculum for knowledge
or for empathy. The lack of curriculum should have
resulted in relatively steady scores. However, the
knowledge and empathy scores did change, one in a
positive direction and one in a negative direction.
There is an informal curriculum as “these data dem-
onstrate that the environment may simultaneously
promote competency in one domain (e.g., medical
knowledge) and erode competency in another (e.g.,
professionalism).”19 There is a curriculum, one that is

the antithesis of professionalism. It is frequently re-
ferred to as the hidden curriculum as it is not directly
taught. The hidden curriculum is a strong one. Despite
the presence of a curriculum in professionalism in 97
articles, researchers were unable to detect a measur-
able change in professionalism.19 This lack of change
is attributed to the hidden curriculum. “Simply creat-
ing a new curriculum for students and residents may
fail. Indeed, the problem lies not in what we fail to
teach our students, but in what we teach them every
day by our own actions and inactions in medical
schools’ ‘hidden curricula.’”20 This hidden curriculum
is a real phenomenon with significant impact upon the
resident.

THE HIDDEN CURRICULUM

While relatively recent to the medical literature,
being described in 1994, it is a well described phenom-
enon in the education literature, appearing as early as
19301. The hidden curriculum involves the knowledge
taught through actions and words in the clinical
situation. The hidden curriculum is a by-product of
situational learning. As stated by Brown et al. “stu-
dents can quickly get an implicit sense of what is
suitable . . . what is legitimate or illegitimate behav-
ior . . . what they pick up is a product of the ambient
culture rather than of explicit teaching.”2 The resi-
dents observe the faculty and learn about profession-
alism from their actions and from the consequences of
their actions. In medicine, patients receive care from a
health care team, which has many individuals of
varying seniority. These characteristics establish the
perfect foundation for a hidden curriculum. As high-
lighted by Marsh, “these three elements of ‘crowds,’
‘praise,’ and ‘power’ gives rise to norms of behaviors,
values, and norms which are initially completely
unknown to the students.”21 The current means of
providing health care, as well as of teaching medicine,
provide the perfect substrate for a hidden curriculum.

The faculty are frequently unaware of their role in
the hidden curriculum. Faculty represent the role
model for the resident. “We are teaching far more than
we know. Every word we speak, every action we
perform, every time we choose not to speak or act,
every smile, every curse, every sigh is a lesson in the
hidden curriculum.”22 Residents also participate as
teachers and have an influence on the medical student.
In a qualitative study, six medical teams were fol-
lowed and observed during their work day. The
informal (hidden) curriculum extended to the time
periods when the residents discussed patients or ate
meals with the medical students.23

An example of the hidden curriculum in action was
provided by Lingard et al.24 These authors studied
team communication in the operating room by observ-
ing video recordings of 128 h of operating room
interactions. The authors identified several episodes of
tension and noted how the tension spread to other
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Review Article

The Teaching of Professionalism During Residency: Why
It Is Failing and a Suggestion to Improve Its Success

Robert R. Gaiser, MD, MS.Ed Professionalism is one of the core competencies to be taught and evaluated during
residency. A review of the literature suggests that professionalism is not com-
pletely understood or practiced. The teaching of professionalism has been incor-
porated into the educational programs for residents. However, residents learn from
two curriculums: the stated curriculum and a hidden curriculum. The hidden
curriculum represents the actions observed by the resident of the faculty in the
hospital. The impact of this hidden curriculum upon professional behavior by the
resident is significant. Due to the hidden curriculum, a possible means of
improving professionalism involves the development of a program for faculty. This
program must include not only topics but time for personal reflection of one’s
knowledge and actions. Self-reflection allows for the development of a true
understanding and practice of professionalism and may improve professional
behavior.
(Anesth Analg 2009;108:948–54)

According to the Merriam-Webster Dictionary, pro-
fessionalism is the conduct, aims and qualities that
characterize a group of individuals with a calling. An
emphasis on the education of professionalism is a
major curriculum change occurring in residencies
approved by the Accreditation Council for Graduate
Medical Education. A third party observer in an
academic hospital in the United States is likely to
witness residents receiving lectures in professional-
ism. These lectures discuss the importance of respect
for the patient and for all members of the health care
team. The classes also address cultural sensitivity,
conflict resolution and communication. In addition to
these classes, a third party observer is also likely to see
an anesthesiologist and surgeon yelling at one another
in front of the resident, or the anesthesiologist berating
an anesthesia technician for the lack of availability of
the fiberoptic bronchoscope. In the pain clinic, a senior
resident tells a junior resident to ignore the patient’s
complaint because people of that nationality exagger-
ate their pain. In both the classroom and the clinical
setting, learning occurs and the resident was educated
in professionalism. The concern from these examples
lies in the material taught and learned. These ex-
amples represent a dichotomy in the education of
medical professionalism.

Many physicians feel that professionalism consists
mainly of a list of behaviors. The advantage to such a
belief is its ease of teaching and evaluating. A checklist
can be generated and used. Yet, the previous scenarios
also highlight the ineffectiveness of this approach.
This article begins with a description of the attempt to
understand professionalism. After this discussion, the
effect of the hidden curriculum upon the understand-
ing and the practice of professionalism is presented.1

The hidden curriculum represents the actions of phy-
sicians in the clinical setting that is implicitly taught as
compared to explicit teaching of lectures and discus-
sions. The learning from the hidden curriculum occurs
in the context of activities that residents encounter in
the hospital.2 Once the hidden curriculum becomes
unveiled, a successful program improving profession-
alism is possible.

UNDERSTANDING AND THE PRACTICE
OF PROFESSIONALISM

Accrediting organizations for graduate medical edu-
cation have increased the stake for the definition of
professionalism. Residencies must have documentation
that professionalism has been taught and evaluated
during their training and then use these evaluations for
program development. According to the Accreditation
Council for Graduate Medical Education, professionalism
is “respect, compassion, and integrity; being responsive to
the needs of patients and society that supersede self inter-
est; working effectively with others as a member or a leader
of a health care team or other professional group.”3 While
a list is helpful in describing professionalism, it does not
define professionalism nor assist with its understanding.
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Comment se protéger du curriculum caché?

Patient-Doctor’’. This revolutionary innovation brought every third
year medical student back to his/her original groups and focused
on their clinical experiences [5]. Faculty members and students
almost uniformly embraced the two Patient–Doctor Courses as
crucially important to their learning. The courses taught 240
medical students using nearly 100 faculty members at any one
time. Course Directors designed a structure that allowed small
groups of students and faculty to work together for as long as two
years and incorporated ongoing faculty development (Table 1). The
designers also created curricula appropriate to the students’
developmental levels (Table 2), and developed a theory of small-
group learning that imparted medical humanism (Table 3) [6].
Using the small groups promoted experiential, self-directed
learning. Critical reflection in the groups linked topics and
patient-interactions to medical students’ values. Group dynamics
generated support and validation for the students’ humanistic
values. Role modeling by faculty facilitators added positive
influences. Pass–fail grading avoided competition in favor of
collaborative learning. The courses had one additional impact that
curricular designers hoped to achieve: the large scale nature of the
Patient–Doctor project along with its unparalleled emphasis on
medical humanism would positively influence the learning culture
at Harvard Medical School.

Curriculum designers maintained active and reflective learning
by adopting ‘‘semi-structured’’ curricular sessions. Instructions for
each session included educational goals and objectives, case
examples, a carefully selected paper for reading (no more than 1 h
per session), and a suggested format for the session. The format
and examples provided opportunities for active learning using role
plays and patient interviews, and for reflection during interactive
discussions.

A controversy arose over using expert versus generalist faculty
as group-facilitators. There were not enough ‘‘experts’’ to provide

for the groups. Designers were firm in deciding to teach in small
groups, and, therefore, assigned generalist faculty facilitators to
the groups. Many experts participated as curriculum or faculty
developers.

An important innovation of the required first-year course was
to build its entire curriculum around medical interviewing. Within
1 week of matriculation, the students were eliciting patients’
stories of illness. The patients’ stories were connected to reading
materials that formed a year-long comprehensive curriculum in
patient–doctor relationships. Topics included patients’ experi-
ences of illness, gaining trust and rapport, and following the bio-
psychosocial model. Additional topics included the social history,
the sexual history, the history of substance abuse and the
occupational history (Table 2). The course alternated experiential
learning by interviewing patients with reading about, discussing
and reflecting on each curricular component. Again, there was
controversy. Some faculty members believed the students would
resist spending time on communication skills, as opposed, for
example, to using the stethoscope. This proved entirely wrong.
First year medical students embraced the opportunity to base their
learning on interviews with patients.

Whereas the first year emphasized patient–doctor communi-
cation, the year-long third year course addressed the issues
students encountered on the wards. Examples of sessions include
giving bad news to patients, talking to dying patients, the process
of informed consent, ‘‘truth-telling’’, and medical mistakes, all the
way to health policy and management (Table 2).

Critical reflection in the small groups held prominence
throughout the Patient Doctor Courses. This collaborative reflec-
tive learning style encouraged small-group cohesion and support-
iveness. Hence, peer support enhanced the students’ commitment
to humanistic values. Group-safety was maintained by focusing
reflection on curricular and patient-related as opposed to personal
topics.

Writing critical incident reports was a unique component of
Patient Doctor Three. These one-to-two page narratives were
written by students given open-ended instructions, ‘‘Write a story
about an important event that you experienced in medicine.’’ [7]
The vivid compelling stories offered heretofore unrecognized
insights into the students’ introductions to clinical medicine. The
Course Directors realized that qualitative analysis of the hundreds
of collected critical incident reports would prove invaluable in
understanding the educational process that molded medical
students into doctors [8].

The initial qualitative analysis of the critical incident reports
concluded that students’ acculturation into medicine was the
theme that underlay the largest number of narratives [8]. A
ubiquitous subtheme was the powerful empathy that pervaded
third year students’ relationships with patients [9]. Medical
students’ empathic feelings clashed with the more dispassionate
care displayed by the residents. Hence, the students resisted
socialization when it seemed to demand relinquishing empathy.
They often described wishing and sometimes struggling to comfort
suffering and dying patients (Table 4). A separate analysis of
critical incident reports applied the philosophy of caring to the
third year experiences [10]. This analysis concluded that caring
was the natural philosophy of medical students as they ministered
to patients.

Table 1
Overall design: the patient–doctor courses.

Harvard Medical School, 1988 – Present
Small groups meet weekly, years 1 and 3
8 students, 2–3 faculty per group
Total 240 students and over 100 faculty
Semi-structured, problem-based learning
Faculty development component

Table 2
Curriculum of patient–doctor courses.

Harvard Medical School, 1988 – Present

Year 1 (Examples) Year 3 (Examples)

Listening to patients’ stories Communication issues
Patient-interviewing skills Giving bad news
Reflection on interviews Medical mistakes

The patient’s experience of illness Difficult relationships
Building a relationship Health policy
Developing trust and rapport Ethical issues for students
Bio-psychosocial model Informed consent
Alcohol and substance abuse DNR decisions
Sexual history-taking ‘‘truth telling’’
Difficult relationships Critical incident narratives

Table 3
Learning theory of patient–doctor courses.

Experiential learning of communication skills
Skills ‘‘opened the door’’ to exploring relationships and topics
Topics were related to the communication issues
Topics also addressed issues students encountered on clerkships
Critical reflection occurred throughout
Narrative writing was used for reflective learning

Table 4
Excerpt: critical incident report.

Empathic identification with patients

While drawing blood for gas measurements from a dying non-English-speaking
man, a student communicated with him ‘‘through the anguish on my face’’
so that he would know ‘‘that I was suffering along with him’’.
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succumb to the informal or hidden curriculum. A group of medical
educators sought to apply the principles of small-group learning to
those teachers most likely to influence the hidden curriculum: the
clinical faculty. Based on the work with graduating residents [16],
one could hypothesize that young faculty members would be
entering a stage of rapid professional growth. At this stage, they
would be open to development into humanistic teachers. They
could then impart their values to the residents. The educators
approached faculty development from two directions: (a) identi-
fying the teaching skills whereby faculty role models might best
influence residents [22], and (b) creating a faculty development
curriculum that would impart these skills [23]. This meant
reaching faculty participants at the levels of their values, beliefs,
and attitudes. Eight promising teachers and a facilitator were
chosen to form small-learning groups at each of five medical
schools [23]. The curriculum was designed similarly to the
successful programs previously described. It was longitudinal
(meetings once or twice monthly for 18 months), alternated
experiential learning of skills with reflective exercises, and built a
supportive group process over time [23]. This curriculum would
enhance the faculty members’ commitment to humanism at deep
personal levels.

A set of key role-modeling skills were identified by collecting
and reading critical incident reports written by faculty members
who attended workshops at national meetings (Table 8). Stories
described being influenced early in training by seminal events
while rounding with eminent professors. These seminal events
could awaken a learner’s understanding of humanism and serve as
life-long examples. The challenge was to make the seminal events
occur more predictably. For this purpose, the educators introduced
two concepts, the ‘‘mini-seminal event’’ and ‘‘active role model-
ing.’’ [22,23] Mini-seminal events involve ordinary faculty
members taking advantage of humanistic teaching opportunities
that occur frequently in clinical settings. Young faculty members
can learn to recognize and take advantage of these teaching
opportunities. Mini-seminal events might have the same life-long
influences on trainees as the seminal events some older physicians
had described.

Active role modeling consists of a series of steps that can be
applied in whole or in part when the teacher recognizes a learning
opportunity (‘‘teachable moment’’). The role modeling teacher
points out skills that will be utilized in interacting with a patient.
The skills become transparent to observing learners. The magical
and seemingly mysterious success of an experienced teacher in
dealing with a patient’s issues is thereby broken into learnable
steps. Learning can be solidified immediately after the patient-
interaction through feedback and reflection (Table 9). Table 10
describes a mini-seminal event wherein an assistant professor
actively demonstrates to a medical student the skills involved in
imparting bad news to a patient.

The curriculum taught that active role modeling does not
replace the important (‘‘passive’’) role modeling that occurs
constantly as teachers interact respectfully and compassionately
with every patient.

The faculty development curriculum also included learning
exercises in which the teacher coached the learner to apply
humanistic skills in interacting with a patient (Table 8). Here again,

Table 8
Interventions to strengthen professional values.

Table 9
Active learning in clinical settings.

In bedside teaching of humanism, active learning generally coincides with
teaching rounds.

A ‘‘teachable moment’’ is utilized by an attending who has won the team’s
trust.

Learners are ‘‘primed’’ to observe and/or participate in the patient-interaction.
Feedback and reflection are key components, necessary in learning for

psychological growth.
Examples of brief reflection done at the bedside: ‘‘What did we learn from
this? How do you think the patient felt? What made this work for the
patient?’’ ‘‘Can we spend this much time with our patients?’’

Table 10
Example of a mini-seminal event with active role modeling.

A new third year student was assigned to my office. The patient was a thirty-eight year old woman who was just coming in to establish care. The student found that
the patient had lost twenty pounds in the previous four months which the patient had attributed to working hard and eating less. We ordered an HIV test, which
came back positive.

I told the student that I wanted her to come with me when the patient returned. I also gave her an article on delivering bad news and we talked about the strategies
mentioned. The student was with me when I told the patient the results. We sat and listened as the patient started to digest the news. We remained with the patient
for some time, during which both the patient and the student began crying. After the patient left we discussed how we felt about the visit.
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Appendix Table 1. Vignettes

While rounding, Dr. Hernandez models behavior by washing her hands
before each patient encounter, knocking on the patient's door before
entering the room, introducing herself and the group, and asking the
patient how she wants to be addressed and whether she may sit on the
edge of the bed while they talk. After rounds, she also notes to the
team why she does this with each patient.

Mr. Green is transferred to the service from the intensive care unit after
being admitted for a submassive pulmonary embolism. He is
recovering well on anticoagulation until the intern reports a sudden
decline in his breathing. On hearing about Mr. Green's acute change,
the resident excuses himself from rounds; walks past Mr. Green's
room; and orders electrocardiography, chest radiography, and a
troponin test without examining the patient, to the surprise and dismay
of the attending physician.

A medical student standing outside a patient's room notices that her
team's attending physician examines a patient with Clostridium difficile
infection and leaves the room without washing his hands. Fearful of
how she might be perceived and possible effects on her clerkship
evaluation, the student does not say anything to the attending
physician about the patient's infection status and what she observed.

During rounds in the stepdown unit, the team discusses the evidence for
a particular antihypertensive agent for a patient. As the senior resident
explains the methods of a landmark trial, the nurse interrupts to ask
what the team is doing for the patient's pain. An intern starts to
respond when the attending physician asks the nurse to return after
they finish teaching. The nurse says, “This patient needs a pain consult
today,” and walks away feeling frustrated and dismissed. She believes
that the attending physician is not prioritizing the patient's immediate
clinical needs.

A resident admits a patient with decompensated liver failure, stays with
the family all night, and bonds with the patient. Despite resuscitation,
the patient declines, developing multiorgan failure. The family meets
with the team to discuss goals of care, but the resident has left the
hospital because her duty hours have been completed. The ICU
attending physician subsequently asks why the resident was not at the
meeting, because it was a unique learning opportunity and she was
that patient's physician. The resident feels caught between conflicting
messages, worrying that some attending physicians may unfairly judge
her as not eager to learn when she is simply trying to follow duty hour
rules.

Appendix Table 2. Strategies for Revealing the Hidden
Curriculum

Strategy Example

Dedicate time for guided reflection Organize rounds to reflect on
experiences with patients
who have died

Encourage reflective writing
Foster group engagement with

literature and poetry
Encourage explicit conversations

about problems, uncomfortable
situations, and emotionally
challenging experiences

Encourage role models to share
vulnerabilities

Provide more opportunities for
group discussion of concerns
about ethics, professionalism,
and quality of care

Use challenges as a way to
continuously improve our
systems and culture

Leverage existing morbidity and
mortality conferences to
include a discussion of
structural and cultural factors
that may have affected care
outcomes
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Hidden Curricula, Ethics, and Professionalism: Optimizing Clinical
Learning Environments in Becoming and Being a Physician: A Position
Paper of the American College of Physicians
Lisa Soleymani Lehmann, MD, PhD; Lois Snyder Sulmasy, JD; and Sanjay Desai, MD; for the ACP Ethics, Professionalism and
Human Rights Committee*

Much of what is formally taught in medicine is about the knowl-
edge, skills, and behaviors required of a physician, including
how to express compassion and respect for patients at the bed-
side. What is learned, however, includes not only admirable
qualities but also behaviors and qualities that are inconsistent
with ethics and professionalism. Positive role models may rein-
force the character and values the profession seeks to cultivate;
negative ones directly contradict classroom lessons and expec-
tations of patients, society, and medical educators. These posi-
tive and negative lessons, which are embedded in organizational
structure and culture, are the hidden curricula conveyed in med-
ical schools, residency programs, hospitals, and clinics. This po-

sition paper from the American College of Physicians focuses on
ethics, professionalism, and the hidden curriculum. It provides
strategies for revealing what is hidden to foster the development
of reflective and resilient lifelong learners who embody profes-
sionalism and clinicians who are, and are perceived as, positive
role models. Making the hidden visible and the implicit explicit
helps to create a culture reflecting medicine's core values.
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Hidden curricula are lessons learned that are em-
bedded in culture and are not explicitly intended.

Medicine's hidden curriculum powerfully influences
student and resident norms and values. More than half
of 2016 medical school graduates said that they expe-
rienced “disconnects between what [they were] taught
about professional behaviors/attitudes and what [they
saw] being demonstrated by faculty” (1). Learners re-
ceive conflicting messages about ethics and professional-
ism when the actions or words of role models are not
consistent with the values espoused by the profession.
Uncovering inconsistent messages and revealing and re-
inforcing inspiring examples of doctoring is challenging.

The concept of a hidden curriculum is neither new
nor limited to medical education. It was identified by
Philip Jackson, who described elementary education as
a socialization process (2)—the method by which the
values, skills, and attitudes of a group being joined are
adopted. In medicine, it is distinct from the “formal cur-
riculum” of coursework and classroom lessons sanc-
tioned by the institution, the “informal curriculum” of ad
hoc instruction (such as bedside rounds), and the “null
curriculum” of what is not taught (see the Table for def-
initions). Awareness of all of these curricula adds im-
portant perspectives for assessing learning environ-
ments, but this article's focus is the hidden curriculum.

In medicine, the hidden curriculum is transmitted in
the clinic, the hospital, the operating room, the team
room, and the cafeteria. The “culture” of medicine is

passed down through examples, stories, rituals, sym-
bols, and defined hierarchies (4, 5). A primary care phy-
sician visiting her hospital patient in the evening after
clinic is a positive example of the hidden curriculum;
making disparaging comments about frequently admit-
ted patients is a negative example. Disrespect can also
occur between clinicians, such as disparaging com-
ments about nonacademic physicians by academic
physicians or about a specialty.

The hidden curriculum has large-scale effects. For
example, systemic bias against primary care contrib-
utes to the U.S. health care system being unprepared
to meet the needs of an aging population (6, 7). Neg-
ative comments from leadership and greater financial
rewards for subspecialists can discourage students
from choosing primary care despite societal need, in-
tellectual rigor, and the importance of longitudinal
healing relationships. System structure and culture re-
flect what society values.

The intensity of medical training is a cultural im-
mersion in which values are often communicated and
adopted without adequate reflection and critique. The
professionalization of future physicians is affected, but
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Je pense également que le médecin dans l’action peut démontrer les enjeux qui le tracassent ou 
démonter une émotion ou une réaction qu’il a eu pour l’expliquer et rendre conscient ce qui ne 
l’était pas.



Comment se protéger du curriculum caché?
Appendix Table 3. Strategies for Mitigating the Risks of
the Hidden Curriculum

Strategy Example

Foster resilience Teach self-efficacy
Teach mechanisms for coping with failure
Encourage faculty to share vulnerabilities

Offer wellness programs Teach work–life balance skills
Teach organizational skills
Encourage healthy diet and exercise
Offer movement therapy
Offer mindfulness meditation

Create a strong ethical
culture

Encourage ethical leadership
Invite discussion of ethical concerns
Create psychologically safe environments

Cultivate ethical
competence

Develop a formal ethics curriculum
Integrate ethics case discussions
Develop ethical analysis skills as a basis for

moral action
Cultivate moral courage Teach communication skills
Encourage peer support Provide student and resident mentoring

programs
Institute faculty student

mentoring programs
Project HEART at Virginia Commonwealth

University (www.medschool.vcu.edu
/studentaffairs/project-heart)

The Colleges at University of Washington
(www.uwmedicine.org/education/md
-program/the-college)

HEART = Healing with Empathy, Acceptance, Respect and Integrity.

Annals.org Annals of Internal Medicine • Vol. 168 No. 7 • 3 April 2018

Hidden Curricula, Ethics, and Professionalism: Optimizing Clinical
Learning Environments in Becoming and Being a Physician: A Position
Paper of the American College of Physicians
Lisa Soleymani Lehmann, MD, PhD; Lois Snyder Sulmasy, JD; and Sanjay Desai, MD; for the ACP Ethics, Professionalism and
Human Rights Committee*

Much of what is formally taught in medicine is about the knowl-
edge, skills, and behaviors required of a physician, including
how to express compassion and respect for patients at the bed-
side. What is learned, however, includes not only admirable
qualities but also behaviors and qualities that are inconsistent
with ethics and professionalism. Positive role models may rein-
force the character and values the profession seeks to cultivate;
negative ones directly contradict classroom lessons and expec-
tations of patients, society, and medical educators. These posi-
tive and negative lessons, which are embedded in organizational
structure and culture, are the hidden curricula conveyed in med-
ical schools, residency programs, hospitals, and clinics. This po-

sition paper from the American College of Physicians focuses on
ethics, professionalism, and the hidden curriculum. It provides
strategies for revealing what is hidden to foster the development
of reflective and resilient lifelong learners who embody profes-
sionalism and clinicians who are, and are perceived as, positive
role models. Making the hidden visible and the implicit explicit
helps to create a culture reflecting medicine's core values.

Ann Intern Med. 2018;168:506-508. doi:10.7326/M17-2058 Annals.org
For author affiliations, see end of text.
This article was published at Annals.org on 27 February 2018.

Hidden curricula are lessons learned that are em-
bedded in culture and are not explicitly intended.

Medicine's hidden curriculum powerfully influences
student and resident norms and values. More than half
of 2016 medical school graduates said that they expe-
rienced “disconnects between what [they were] taught
about professional behaviors/attitudes and what [they
saw] being demonstrated by faculty” (1). Learners re-
ceive conflicting messages about ethics and professional-
ism when the actions or words of role models are not
consistent with the values espoused by the profession.
Uncovering inconsistent messages and revealing and re-
inforcing inspiring examples of doctoring is challenging.

The concept of a hidden curriculum is neither new
nor limited to medical education. It was identified by
Philip Jackson, who described elementary education as
a socialization process (2)—the method by which the
values, skills, and attitudes of a group being joined are
adopted. In medicine, it is distinct from the “formal cur-
riculum” of coursework and classroom lessons sanc-
tioned by the institution, the “informal curriculum” of ad
hoc instruction (such as bedside rounds), and the “null
curriculum” of what is not taught (see the Table for def-
initions). Awareness of all of these curricula adds im-
portant perspectives for assessing learning environ-
ments, but this article's focus is the hidden curriculum.

In medicine, the hidden curriculum is transmitted in
the clinic, the hospital, the operating room, the team
room, and the cafeteria. The “culture” of medicine is

passed down through examples, stories, rituals, sym-
bols, and defined hierarchies (4, 5). A primary care phy-
sician visiting her hospital patient in the evening after
clinic is a positive example of the hidden curriculum;
making disparaging comments about frequently admit-
ted patients is a negative example. Disrespect can also
occur between clinicians, such as disparaging com-
ments about nonacademic physicians by academic
physicians or about a specialty.

The hidden curriculum has large-scale effects. For
example, systemic bias against primary care contrib-
utes to the U.S. health care system being unprepared
to meet the needs of an aging population (6, 7). Neg-
ative comments from leadership and greater financial
rewards for subspecialists can discourage students
from choosing primary care despite societal need, in-
tellectual rigor, and the importance of longitudinal
healing relationships. System structure and culture re-
flect what society values.

The intensity of medical training is a cultural im-
mersion in which values are often communicated and
adopted without adequate reflection and critique. The
professionalization of future physicians is affected, but

See also:

Editorial comment . . . . . . . . . . . . . . . . . . . . . . . . . 521

* This paper, written by Lisa Soleymani Lehmann, MD, PhD; Lois Snyder Sulmasy, JD; and Sanjay Desai, MD, was developed for the American College of Physicians
Ethics, Professionalism and Human Rights Committee. Members of the 2016–2017 ACP Ethics, Professionalism and Human Rights Committee at the time of the
paper's approval were Carrie A. Horwitch, MD, MPH† (Chair); Omar T. Atiq, MD† (Vice Chair); John R. Ball, MD, JD†; Nitin S. Damle, MD, MS†; Pooja Jaleel†; Daniel
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Intervention :
Réduire les impacts du 

curriculum caché

Étudier et agir sur le curriculum caché

Intervention :
Modifier le développement 
du curriculum caché

Formation
Quelles forces 
favorisent le 

curriculum caché?

Description
En quoi consiste le 
curriculum caché?

Impact
Quels sont les effets 

du curriculum 
caché?

Traduit et adapté de : Teal et Haidet. Chapitre 7: Organizing chaos – A Conceptual Framework for Assessing Hidden Curricula in Medial 

Education dans Hafferty et O’Donnell (eds.), The Hidden Curriculum in Health Professional Education, Dartmouth College Press, 2014. 

Évaluation

Intervention



A quoi s’attend le collège royal???





En terminant,

• 2 aphorismes anglais:

1. Pobody’s nerfect:
1. La notion du curriculum caché ne nous demande pas d’être parfait, mais d’être 

explicite.

2. Talk the talk, walk the walk:
1. Les étudiants sont très sensibles à détecter la BS.  Ne tentez d’être ou de 

transmettre quelque chose que vous n’êtes pas, soyez sincère.  C’est la lumière qui 
révèle le curriculum caché.  

2. Plutôt que d’inventer des raisons, entretenez des discussions d’adulte avec eux sur 
les enjeux et les dilemmes qui vous préoccupent, et comment vous les résolvez.


