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C O M M E N T A R Y

Role Models and the Learning Environment: Essential
Elements in Effective Medical Education

The essential elements of effective
medical education—planned and

organized teaching, structured experi-
ences, role models, and the learning en-
vironment—are interdependent and
complementary.1 However, of these four
elements, role models and the learning
environment have received much less
formal attention from institutional and
educational leaders and faculty.

Medical education as a form of adult
socialization is generally characterized
by the strong motivation of students to
acquire the knowledge and skills of the
professional role. In the process, stu-
dents receive a great variety of messages
delivered by many agents, both inside
and outside the medical school, with
little coherence or congruence among
them. Students pick and choose traits
from various models, internalizing an
amalgam of values. As students advance
in their studies and gain more experi-
ence, they increasingly develop their
own criteria for judging the appropri-
ateness of different values and behav-
iors.2 Physician–teachers, the formal
transmitters of clinical skills and knowl-
edge, are also the dominant models of
the norms and values of the profession.
Whether the role modeling is conscious
or unconscious (and it is perhaps more
the latter than the former), it certainly
takes place and can profoundly affect
student learning.

A learning environment exists wher-
ever and whenever students gather,
from the amphitheater to conversation
over a late-night coffee. The learning
environment embraces numerous fac-
tors that contribute to effective educa-
tion and is the background in which the

curriculum resides. To be most effective,
learning must be undertaken in an en-
vironment that emphasizes a spirit of
enquiry, is supportive and understand-
ing of student needs and aspirations,
and is characterized by civility and sen-
sitivity to cultural, ethnic, and gender
issues as they relate to students, teach-
ers, colleagues, and, in the clinical set-
ting, patients and their families.

Role models and the learning envi-
ronment are critical to effective educa-
tion and must be thoughtfully and thor-
oughly considered by all teaching
faculty. Institutions, organizations, fac-
ulty, and students can do much to ad-
vance the impact of role modeling and
enhance the learning environment.

ROLE MODELS

Example is not the main thing in in-
fluencing others, it is the only thing.
—ALBERT SCHWEITZER

In a national survey of medical school
deans on students’ development of high
professional standards, 82% ranked role
modeling* of faculty and residents as
the greatest influence.3 Hafferty and
Franks observed that deans expect a
great deal from largely unobserved, un-

*A distinction needs to be made between mentors
and role models. The former are generally ar-
ranged with the implicit or explicit agreement of
both parties, extend over time, and are limited to
a few individuals. In contrast, role models may be
unaware that they are serving as such to one, a
few, or many individuals, the duration of exposure
is highly variable, and no informal or formal re-
lationship necessarily exists. Clearly there is a
need for both mentors and role models in medical
schools.

monitored, and highly idiosyncratic in-
teractions.4 Clearly, role modeling in
medical education deserves careful
thought and attention.

Wright et al. noted that 90% of stu-
dents identified one or more physician
role models during medical school; for
35% at least one of these role models
was a resident. Role models, once iden-
tified, were perceived as such for the re-
mainder of medical school by half of the
students; the other half changed their
primary role models at least once. The
vast majority (89%) of students identi-
fied their role models during the third
and fourth (clinical) years of medical
school. On average, each student listed
three to seven physicians.5

Improving Role Modeling

n Institutions may have difficulty pe-
nalizing bad faculty behavior, and
some faculty perceive that bad behav-
ior is often rewarded while good be-
havior may negatively influence ca-
reer advancement. Faculty may not
provide effective peer evaluation,
even to colleagues in considerable
need of feedback and support, thus
failing themselves to model a worth-
while behavior. We encourage stu-
dents to engage in peer evaluation,
presumably in preparation for an im-
portant responsibility of practice.
Both students and faculty need guid-
ance and support in developing facil-
ity and comfort with peer evaluation.

n Faculty are recruited primarily for ac-
ademic and research achievements
and potential along with clinical ex-
pertise. Recruitment and selection
should also focus on the candidate’s
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attitudes and behavior as a role model
by explicitly asking for comments in
references and interviews.

n Student evaluations of faculty could
include assessment of professional
characteristics, possibly using the at-
tributes described by the Medical
School Objectives Project (MSOP)6

as a guide. Schools should consider
appropriate faculty recognition for
teachers who best reflect desirable
professional behaviors (e.g. altruism,
dutifulness).

n Students can assist their medical
schools, as individuals and through
their student organizations, in foster-
ing positive role models and a more
supportive learning environment.
Students need to recognize that they
themselves serve as role models—to
fellow medical students, to other stu-
dents, to other health professionals
and staff, and to faculty. Schools
should encourage students to com-
ment on role models and their attrib-
utes.

n Students may need assistance in iden-
tifying good (and bad) models and
how they see successful physicians
and scientists. Possibly a review of the
literature and other schools’ experi-
ences would assist students in devel-
oping a survey or structured group in-
terviews to facilitate their discussion.

n Faculty development activities, in-
cluding discussions about what good
role models are and how to model ap-
propriate attributes, should be central
to the school’s efforts. Videotapes,
role playing, case studies, students’
experiences, and focus groups may
prove useful. Teachers should con-
sider whether or not they consistently
model appropriate attributes; talk
about values and virtues and require
students to behave in ways consistent
with those values; model appropriate
behavior in criticizing colleagues; and
recognize their own shortfalls.

THE LEARNING ENVIRONMENT

Much of what is taught during medical
school—and most of what is learned—

lies outside the formal curriculum. Haf-
ferty described three components of the
educational milieu: (1) the stated, in-
tended, and formally offered and en-
dorsed curriculum; (2) an unscripted,
predominantly ad hoc and highly inter-
personal form of teaching and learning
that takes place among or between fac-
ulty and students (the informal curric-
ulum); and (3) a set of influences that
function at the level or organizational
structure and culture (the hidden cur-
riculum). These components illustrate
the fundamental distinction between
what students are taught and what they
learn.7 The vast majority of important
informal interactions are student con-
versations where no faculty are present.
A shared experience in the formal cur-
riculum can become the raw material
for even more significant discussions.8

Many of the values learned via the
hidden curriculum are accompanied by
norms that warn students against be-
coming too introspective in critically
examining the focus and processes that
are shaping their professional identi-
ties.9 Comments by senior students and
recent graduates about clinical experi-
ences are especially telling: ‘‘I became
increasingly unsure of when I could ex-
press my true compassion, when I would
have to manufacture concern, when I
was expected to offer psychological sup-
port, and when I would be ridiculed for
being too caring. Only in retrospect do
I realize how I, like so many eager med-
ical students under constant surveil-
lance, had shuffled through medical
school from one rotation to the next,
feeling like an emotional chameleon.’’10

And, ‘‘All our energy was devoted to
mastering the vast body of medical
knowledge. We rarely took time to re-
flect on what we were doing. There was
no place for vulnerability, exposure, un-
certainty, or the admission of incom-
plete knowledge. We were never able to
expose our frustration with a system
that does not always succeed in listen-
ing to the suffering of patients. As I
spoke with fellow students, I found that

they shared my sense of isolation in
their struggle to interpret the experi-
ence of clinical medicine.’’11

Improving the Learning Environment

n Institutional leaders need to ask
whether or not their institution acts
altruistically and embodies the virtues
and values (e.g., compassion, honesty
and integrity, commitment to the
common good, awareness of limita-
tions) one would expect of individu-
als. The learning environment, in-
cluding the behaviors of individual
faculty members, and the institution’s
corporate policies and activities
clearly affect students’ and residents’
views of the importance of the values
and principles of medicine. Potential
or real discrepancies between what is
espoused by faculty and institutions
(including codes of conduct and
oaths) and the reality of contempo-
rary medicine must be addressed. An
oversight committee to review and as-
sess learning-environment issues
could be included within the medical
center as well.

n Schools might develop both student
and faculty surveys to assess the qual-
ity of the learning environment. For
example, students and faculty could
be asked about their perceptions of
the helpfulness of classmates; encour-
agement of teamwork; faculty help-
fulness to students (especially those
experiencing academic or personal
problems); openness to constructive
criticism about the educational pro-
gram, including the appropriateness
and fairness of evaluation methods;
the adequacy of supervision; and the
use of constructive feedback in for-
mative evaluation. Both individual
schools and the Association of Amer-
ican Medical Colleges should con-
sider including specific questions
about altruism, dutifulness, role mod-
els, and the learning environment in
student graduation questionnaires.

n Medical student bodies often develop
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codes of conduct for themselves. Stu-
dents and faculty might similarly de-
velop an institutional code. Could we
link the student White Coat Cere-
mony, held in many medical schools,
with a statement of institutional pol-
icies and behaviors (the institution’s
‘‘white coat’’) to be affirmed by fac-
ulty during the ceremony?

ONGOING CHALLENGES

In the process of improving role mod-
eling and the learning environments at
our medical schools, we must visit and
revisit some fundamental questions:

n What role models are we looking for?
n What can schools do individually and

collectively to encourage and support
studies of the effects of positive and
negative role models on students’ ac-
quisition of professional values?

n What can schools do to help faculty
and residents increase awareness of
their strengths and weaknesses as role
models?

n What strategies can schools imple-
ment to assist those identified as poor
role models?

n How can schools best recognize posi-
tive faculty roles?

n How do schools deal effectively with
faculty members who consistently and
persistently exhibit poor attitudes/be-
haviors?

n How will schools consider institu-
tional behaviors and policies to better
demonstrate and reinforce the attrib-
utes we want students to acquire?

n How will schools individually and
collectively address the need for

methods and a blueprint to assess pro-
fessional attitudes and behaviors in
order to know whether or not learn-
ing objectives are being achieved?

n How do we measure the impacts of
interventions to improve the learning
environment?

n How can schools best harness the en-
ergy, commitment, and power of their
students to influence the necessary
changes in the learning environment?

n How can institutional leaders (the
deanery and departmental chairs) be
chosen with a view to the attributes
we wish to impart and reinforce?

Deans and faculty must think seri-
ously about role models and the learn-
ing environment and act accordingly to
create the most supportive and exem-
plary educational milieu possible. This
process will not be easy and often it will
not be pleasant; however, we must be-
gin if we are to make substantial head-
way in reshaping medical education to
better serve the needs of both our stu
dents and society.
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