@ ’ACADEMIC

The Educational Programs That Are Used To
Make Physicians With Humanistic Behavior

Posted on October 17, 2019

Reflection on the White Coat Ceremony and the
Culture of Medical Training

Reflecting on medical practice and the habits formed during training is important because
professional identity develops long before graduation. Medical students enter a demanding
environment in which knowledge, hierarchy, time pressure, uncertainty, and patient suffering
interact. Ceremonies, curricula, clinical role models, assessment, and informal conversations all
influence how students learn what it means to be a physician. The White Coat Ceremony is one of the
most visible symbols of that process. It can remind students that competence, empathy, integrity,
respect, and service belong together, but a ceremony alone cannot preserve those values. The hidden
curriculum, workload, supervision, and the examples set by senior clinicians shape behavior every
day.

The original reflection discusses the White Coat Ceremony, the decline of empathy, the meaning of
humanism, and the need to learn from exemplary physicians. Those concerns remain relevant.
Contemporary medical education should strengthen them through structured reflection, longitudinal
patient relationships, coaching, interprofessional learning, attention to student wellbeing, and
assessment of professional behavior alongside scientific knowledge.

The White Coat as a Symbol

The white coat can symbolize entry into a profession that carries social trust and special
responsibilities. Students may experience the ceremony as a moment of pride, anxiety, belonging, or
commitment. Family members and faculty often witness an oath or statement of professional values.
The symbolic transition can help students recognize that medical knowledge creates obligations
toward patients, colleagues, and society.

Symbols can also create distance. A white coat may represent authority or status and can make
patients feel intimidated. Professional identity should therefore be grounded in humility rather than
prestige. The coat has value only if the behavior of the person wearing it reflects respect, honesty,
and competence.
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Humanism in Medicine

Humanistic care treats the patient as a person whose illness exists within a life, family, culture, work
situation, and set of values. It includes attentive listening, respect for autonomy, compassion,
honesty, and recognition of suffering. Humanism does not compete with scientific rigor. Accurate
diagnosis and evidence-based treatment are forms of respect because patients deserve competent
care.

The false choice between being technically excellent and emotionally attentive should be rejected.
The strongest clinician integrates both. A kind explanation cannot compensate for unsafe practice,
while technically correct treatment delivered without communication may fail because the patient
does not understand or trust the plan.

Empathy and Medical Education

Research on empathy during medical training has produced mixed findings. Some studies report
declines during clinical years, while later reviews show that results depend on measurement, setting,
specialty, and educational culture. It is therefore too simple to claim that medical school inevitably
removes empathy.

Students may become emotionally guarded because of sleep deprivation, repeated exposure to
suffering, fear of error, workload, or role modeling. Emotional regulation is necessary, but detachment
should not become indifference. Programs can teach students to remain present without assuming
personal responsibility for every outcome.

The Hidden Curriculum

The formal curriculum teaches ethics, communication, and professionalism, but students also observe
how physicians speak about patients, respond to mistakes, treat nurses, use time, and handle
uncertainty. These observations form the hidden curriculum.

A lecture on respect has limited effect if students regularly see humiliation, dismissive language, or
unnecessary hierarchy. Institutions must therefore align policies, incentives, workload, and leadership
behavior with the values taught publicly.

Learning From Role Models

The original essay recommends studying physicians who exemplify humanistic practice. This
approach is supported by research showing that interactions with faculty members and residents
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recognized for humanistic qualities can deepen junior students’ reflection. (McEvoy et al., 2016) Role
models demonstrate how to disclose uncertainty, communicate bad news, obtain consent, and
balance efficiency with dignity.

Role modeling should be explicit. Faculty can explain why they chose certain words or invited a
patient to participate. Without explanation, students may notice the behavior without understanding
the reasoning.

Reflection as a Professional Skill

Reflection is not simply writing about feelings. It involves examining what happened, assumptions,
alternative interpretations, ethical tensions, and future actions. Reflection can occur through journals,
discussion groups, coaching, case conferences, or debriefing.

Mandatory reflection can become artificial if students believe they must produce the “correct”
emotional response for grading. Programs should create psychologically safe spaces and protect
confidentiality while distinguishing reflection from evaluation when possible.

Communication Skills

Communication is a clinical skill that can be taught and assessed. Students need practice taking
histories, explaining uncertainty, checking understanding, using interpreters, discussing risk, and
responding to emotion. Simulated patients can provide structured practice before difficult real
encounters.

Listening should not be confused with allowing unlimited conversation. Clinicians often face time
constraints. Efficient communication involves setting an agenda, identifying the patient’s priorities,
and summarizing decisions without making the patient feel dismissed.

Patient-Centered Care

Patient-centered care respects the patient’s preferences, needs, and values while providing evidence-
based recommendations. It does not mean that the physician simply agrees with every request.
Shared decision-making is appropriate when several reasonable options exist and outcomes depend
on patient priorities.

Students should learn that a treatment plan can be medically sound yet impractical because of cost,
transportation, caregiving, work, language, or cultural concerns. Understanding these factors
improves adherence and safety.
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Professionalism and Accountability

Professionalism includes honesty, reliability, respect, confidentiality, boundaries, and accountability.
Students should report errors and seek help when uncertain. Pretending competence can create
harm.

Institutions must avoid defining professionalism through appearance, conformity, or silence in the
face of mistreatment. A student who raises a legitimate safety concern is practicing professionalism
even if the question challenges hierarchy.

Ethics and Moral Distress

Medical students may witness situations in which they believe the right action is known but
institutional constraints prevent it. Examples include inadequate resources, unsafe staffing,
discriminatory behavior, or treatment that appears inconsistent with patient goals. This experience
can create moral distress.

Ethics education should give students frameworks and channels for consultation rather than leaving
them to manage distress privately. Faculty should explain how disagreements are handled and how
escalation can occur respectfully.

Burnout and Wellbeing

Wellbeing matters because exhausted clinicians are more vulnerable to error, cynicism, and poor
communication. Individual strategies such as sleep, exercise, and peer support can help, but burnout
should not be framed only as a failure of resilience. Workload, scheduling, administrative burden,
harassment, discrimination, and learning climate are organizational issues.

Students need confidential mental-health services and should not fear career damage for seeking
appropriate care. A culture that celebrates exhaustion undermines both learners and patients.

Interprofessional Respect

Medicine is team-based. Students should learn with and from nurses, pharmacists, therapists, social
workers, technicians, and other professionals. Disrespectful hierarchy can prevent people from
speaking up about safety.

Interprofessional education is strongest when teams solve real clinical problems rather than attend
isolated lectures about teamwork. Shared rounds and simulation can develop communication and
understanding of roles.
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Cultural Humility

Cultural competence should not be treated as memorizing traits associated with groups. Cultural
humility recognizes that patients have individual identities and that clinicians bring assumptions of
their own. Students should ask respectful questions rather than predict beliefs from ethnicity or
religion.

Bias can affect pain treatment, diagnosis, communication, and trust. Training should include evidence
on disparities, self-reflection, structural factors, and accountability in clinical decisions.

Health Equity

Humanistic medicine includes attention to unequal access and outcomes. Patients may face barriers
related to income, housing, immigration status, race, disability, language, or geography. Clinical care
alone cannot solve every social problem, but physicians should understand how these conditions
affect treatment.

Students can learn about community resources, social services, public health, and advocacy. Equity
should be integrated throughout the curriculum rather than treated as one optional module.

Assessment and the Values We Reward

Students learn what institutions value from what is assessed. If examinations reward only factual
recall, communication and teamwork may feel secondary. Contemporary competency frameworks
include communication, professionalism, systems-based practice, and interprofessional collaboration
alongside medical knowledge. The AAMC and partner organizations released common foundational
competencies for undergraduate medical education in 2024. (Association of American Medical
Colleges, 2024)

Assessment should use multiple methods, including observation, structured clinical encounters,
multisource feedback, and reflective review. One score should not define a student’s professional
identity.

Longitudinal Relationships

Short rotations can make patients appear as diagnoses encountered briefly. Longitudinal clinics and
patient partnerships allow students to observe chronic illness, recovery, recurrence, family burden,
and the effects of social conditions over time.

Continuity also teaches responsibility. The student sees what happens after a recommendation rather
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than moving immediately to another service.

Cadaver and Anatomy Learning

Early medical education often begins with anatomy and cadaveric dissection. Programs increasingly
acknowledge donors and families through ceremonies and ethical teaching. Students may experience
curiosity, discomfort, gratitude, or grief.

Respectful anatomy education can introduce professional responsibility without imposing one
emotional response. Donor confidentiality and careful handling remain essential.

Technology and Humanism

Electronic records, telemedicine, decision support, and artificial intelligence can improve access and
information but can also distract from the patient. Students should learn how to use a computer while
maintaining conversation and explaining what they are doing.

Al-generated suggestions require verification and should not replace informed consent or professional
accountability. Humanism includes using technology in ways that serve rather than dominate the
encounter.

Medical Errors and Disclosure

Students and clinicians will encounter error and uncertainty. A just safety culture investigates
systems while maintaining individual accountability. Concealing an error to protect reputation
damages trust and learning.

Students need instruction in disclosure, reporting systems, and how to respond emotionally after an
adverse event. Supervisors should model transparency.

End-of-Life Care

Humanistic practice becomes especially important when cure is impossible. Students should learn
symptom control, goals-of-care discussion, advance directives, grief, and respect for cultural and
religious differences.

Death should not be treated automatically as medical failure. The goal may shift toward comfort,
dignity, and support for the patient and family.
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Service and Social Responsibility

The White Coat Ceremony often invokes service. Service should not be reduced to occasional
volunteering. Physicians have obligations to individual patients and to the systems that influence
health.

Students can contribute through community partnerships, quality improvement, public health,
research, teaching, and advocacy. Projects should respond to community priorities rather than using
underserved populations mainly as learning opportunities.

Student Voice

Learners should participate in curriculum and learning-environment improvement. They often observe
inefficiencies and mistreatment that senior faculty do not see.

Feedback systems need protection from retaliation and visible follow-up. Asking students for
evaluations without acting on repeated concerns creates cynicism.

Maintaining Professional Values Over Time

Professional identity does not become fixed at graduation. Physicians continue to face new
technology, uncertainty, leadership roles, financial pressure, and personal change. Reflection and
feedback should remain part of continuing professional development.

Mentorship can support transitions into residency, independent practice, and leadership. Senior
physicians also need colleagues who can question their habits.

Conclusion

The White Coat Ceremony can mark an important commitment to medicine, but its values must be
sustained through everyday education and clinical practice. Humanistic medicine requires
competence, empathy, honesty, communication, cultural humility, teamwork, and attention to equity.

Medical education should support these qualities through role models, reflection, longitudinal
relationships, meaningful assessment, safe learning environments, and organizational commitment to
wellbeing. Students should not be expected to preserve compassion through willpower while working
in systems that reward the opposite. The purpose of reflection is to align what medicine teaches,
rewards, and practices so that professional identity grows around both scientific excellence and
respect for the person receiving care.
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