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Professions such as medicine lay claim to expertise and jurisdiction over specific sets of 
tasks [1]. They are social structures that have a cultural dimension, with distinct norms of 
interaction, registers of evaluation, systems of meaning, and myths, symbols, and rituals 
that govern professional life [2, 3]. 
 
Professional culture in medical schools includes norms of interpersonal interaction among 
peers, between superiors and subordinates, and towards patients; criteria for evaluating 
whether actions, desires, and goals are worthy/unworthy or laudable/deplorable; beliefs 
about, for example, what areas of specialization are more “difficult,” what personal 
sacrifices are justifiable for the sake of the profession, what sort of candidate would be a 
good “fit” for a position, and what emotions one should or shouldn’t express; and shared 
tastes and dispositions [4-9]. Professional cultures also include socialization rituals. For 
instance, classical sociological studies on medical professionalization depict medical 
schooling as a rite of passage during which neophytes are structurally separated from their 
former environments, then transition through a liminal phase in which they are (at least 
symbolically) stripped of their former external identities, and finally are collectively 
incorporated into their new roles [10, 11]. 
 
Formal socialization can transmit certain aspects of professional culture, such as beliefs 
about what it means to be a responsible and caring physician and codes of ethics by which 
to abide. But professional cultures also powerfully shape trainees’ values and behavior 
through informal and tacit modes of socialization and implicit influences at the 
organizational and structural levels—what some call the “hidden curriculum” [11-13]. In 
medicine, the hidden curriculum can undermine formal goals of professional socialization, 
contributing to “ethical erosion” among medical students [14, 15] and raising important 
questions about how curricular and institutional reform should proceed [12, 16]. 
 
In what follows, I discuss structural and cultural means by which professional cultures are 
communicated to new members. In doing so, I highlight the effects of hidden messages in 
medical education on doctors in training, particularly on their ethical development. 
 
Communicating Professional Culture in Medicine 
Structures. At the structural level, institutional arrangements such as reward systems, 
institutional policies, or the racial and gender composition of professions can send 
messages about cultural values, some of which are harmful. For instance, these messages 
can sustain discriminatory tendencies and constrain equal access to opportunities. In 
medicine, women and members of marginalized groups may not be seen by gatekeepers 
and mentors as a “good fit” for subfields that are perceived as more demanding (which 
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also tend to be seen as more prestigious), and as a result might be turned away from 
these subfields or might realign their own preferences and opt out of these subfields [17]. 
Established hierarchies also protect unprofessional behaviors on the part of educators, 
whom students feel too vulnerable to challenge [18]. 
 
Narrative scripts. Narrative scripts are ideas about the kind of self one ought to become that 
are internalized and shape students’ ideas of what desires, attitudes, behaviors, and 
dispositions are expected or unbecoming of professionals. They can take the form of 
declarative injunctions, directives, assertions, and statements as well as messages implicit 
in such communications. For example, during the medical school orientation process, 
narrative scripts abound that signal to students their privileged status and new identities: 
 

You are no longer John or Mary. You are John-physician-in-training. It’s 
part of your identity now. 
 
There are hundreds of people who would kill to be in your spot right now. 
 

Narrative scripts also include warnings and instructions that shape interpersonal 
interactions and conduct: 

 
My third-year mentor told me never to ask questions during rotations that 
you could look up yourself or the doctors will just get annoyed with you. 
She told us, “They are going to ignore you anyway, so the best thing to do 
is to try to stay out of the way” (unpublished interview data, 2014). 
 
The most important professional virtue is getting along with your superiors 
[18]. 
 
The professional student would just do the work and not complain [18]. 
 

The influence of these scripts extends to the lifestyles and life choices that one 
should or should not pursue: 

 
When I asked a physician…who gave a talk on bioethics how he balances 
family and work life, he told me that if I’m asking those sorts of questions I 
might want to rethink pursuing medicine in the first place. He told me it 
takes incredible dedication to learn all that you need to in order to become 
a competent doctor and that that sort of training requires sacrifice 
(unpublished interview data, 2014). 
 
If you want a family, you go into pediatrics or ob-gyn or psychiatry 
(unpublished interview data, 2014). 
 
Dress like you’re in the upper class (unpublished interview data, 2014). 

 
When reinforced and internalized, such scripts become taken-for-granted assumptions 
about the requirements of professional life. In the rare moments in which people are able 
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to reflect consciously on their influence, the ethical implications of professional cultures 
can start to become apparent: 
 

During the chaplain-shadowing program I saw two people die within five 
minutes…. At one point the chaplain left to get some paperwork and I was 
left with the mother of the girl that just died. She started talking to me and 
I started to cry and I felt like all the nurses were staring at me and that I 
wasn’t supposed to be crying. I was supposed to just be observing. The 
medical student is supposed to be an invisible shadow. We’re not 
supposed to be experiencing, just observing (unpublished interview data, 
2014). 

 
Mimesis (imitation). Professional cultures are also sustained through tacit processes of 
mimesis, or imitation of superiors. Medical students experience much uncertainty and 
anxiety—about the new jargon they must quickly become familiar with, about the 
limitations of their own knowledge and skills, about the limitations of current medical 
knowledge, about how to attract the limited attention of superiors [19, 20] while avoiding 
humiliation from them, about how to manage enormous drains on their time and energy, 
and about how to conduct themselves given the numerous conflicting expectations of their 
new environment [21-23]. 
 
In attempting to navigate uncertain environments, people begin to imitate models whom 
they perceive as successful—as possessing a greater sense of “being” or “fullness” than 
themselves [24]. Such imitation is not always deliberate. Students learn to become adept 
at managing others’ impressions of them, adopting a “cloak of competence” in front of 
faculty and patients [25]. They can inadvertently pick up attitudes, such as detachment 
from or cynicism towards patients, from peers and mentors [26, 27]. 
 
Habituation. Both technical skills and social norms are reinforced with regular practice and 
over time become second nature [28]—a process I have termed “habituation.” In learning 
surgery, for instance, students undergo a process of defamiliarization with their own 
bodies (e.g., having to alter habitual left- or right-handedness) and become adept at quickly 
interpreting and responding to a wide range of nonverbal and tacit cues [29]. Habituation 
also involves the cultivation of new tastes—for instance, derogatory humor towards 
certain kinds of patients—that may have seemed alien or offensive prior to medical school 
[30], as well as new dispositions, i.e., durable and socially patterned ways of feeling, 
thinking, and acting [28]. Decades of research suggest a progressive decline during medical 
school in students’ idealism about the medical profession and empathy towards patients 
and a concomitant increase in cynicism [10, 11, 31-37], perhaps as a psychological coping 
mechanism in the face of a stressful socialization process [38]. Some see these changes 
as evidence of “abuse,” “mistreatment,” and “traumatic de-idealization” of medical 
students [39-41]. 
 
These processes of cultural transmission are of ethical concern when they have harmful 
consequences. While some aspects of the hidden curriculum can reinforce formal 
education—for instance, when students encounter examples of altruism, accountability, 
caring, and respect [23, 42]—many scholars and educators have expressed concern about 
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“ethical erosion” among medical students and believe that professional culture generates 
effects such as that voiced by the following student quoted in a prominent study: 
 

There are certain things that I do, and I’m not the only one, that I don’t 
think are right. I don’t think I should do them but I don’t think I have a 
choice right now. I’ve got to play the game. I don’t know if this is going to 
be possible, but I hope that later on after I graduate I’ll be able to run my 
practice the way I’d like, and not like you’re supposed to do it [23]. 

 
If—as research suggests [43, 44]—students believe that their personal values about 
empathy or other aspects of moral life are at odds with those held by their peers and 
superiors, their moral commitments may be further weakened. This can become a self-
fulfilling prophecy when they, in turn, discourage others from developing or expressing 
those values [45]. 
 
The duration and significance of this ethical decline is unclear. Scholars have long 
recognized that the professional culture of medical students is not the same as that of 
practicing physicians [10]. Do purported forms of moral “erosion” such as the loss of 
idealism and decline in empathy persist after medical school? While some suggest that this 
erosion is temporary and situational and declines towards graduation [10], others argue 
that it is long-lasting [32]. Other questions have been raised as well—for instance, about 
the validity of reported changes in empathy [46] or of survey measures due to changes 
over time in how the same students interpret the same survey questions [47]. 
 
Given the association between physician empathy and clinical competence [48, 49], the 
long-term ethical effects of structural and cultural aspects of professional socialization 
merit continued study—out of concern for the well-being of both physicians and patients. 
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