
Learning Professionalism 
through role modelling

Gandes Retno Rahayu
Faculty of Medicine, 

Public Health and Nursing
Universitas Gadjah Mada 



Trigger
“A call at midnight” 



Profession

An occupation that regulates itself 
through systematic, required training 
and collegial discipline; that has a base 
in technical specialized knowledge; and 
that has a service rather than profit 
orientation, enshrined in its code of 
ethics 

Starr, P. 1982. The Social Transformation of American 
Medicine. New York: Basic Books

Profession
An occupation whose core element is work based 

upon the mastery of a complex body of knowledge 
and skills. It is a vocation in which knowledge of some 

department of science or learning or the practice of 
an art founded upon it is used in the service of others. 

Its members are governed by codes of ethics and 
profess a commitment to competence, integrity and 

morality, altruism, and the promotion of the public 
good within their domain. These commitments form 

the basis of a social contract between a profession 
and society, which in return grants the profession a 

monopoly over the use of its knowledge base, the 
right to considerable autonomy in practice and the 

privilege of self-regulation. Professions and their 
members are accountable to those served, to the 

profession, and to the society.

Oxford English Dictionary,1989. 2nd ed. Oxford, UK: 
Clarendon Press



Acquired during the 
process of socialization 
of students as they 
‘‘acquire the complex 
ensemble of analytic 
thinking, skillful practice, 
and wise judgment.’’

Professionalism

It must be taught and 
evaluated as a specific 
topic. It must be made 

explicit 



o Caring and 
compassion

o Insight
o Openness
o Respect for the 

healing function
o Respect for patient 

dignity and autonomy
o Presence

o Responsibility 
to the 
profession

o Self-regulation
o Responsibility 

to society
o Teamwork

Competence
Commitment

Confidentiality 
Autonomy
Altruism 

Integrity and 
honesty

Morality and ethical 
conduct 

Trustworthiness

HEALER

PROFESSIONAL 

Core Attributes of Professionalism 

Core 
Attributes of 
Professionalism 

Cruess, R. L., Cruess, S. R., & Steinert, Y, 2009. Teaching Medical 
Professionalism. Cambridge: Cambridge University Press



Hudson Birden, Nel Glass, Ian Wilson, Michelle 
Harrison, Tim Usherwood & Duncan Nass, 2013. 
Teaching professionalism in medical education: A 
Best Evidence Medical Education (BEME) 
systematic review. BEME Guide No. 25, Medical 
Teacher, 35:7, e1252-e1266, DOI: 
10.3109/0142159X.2013.789132 

There is no consensus on best 
method to teach 

professionalism in medicine

Role modelling and mentoring 
guided by faculty are critical in 
successful teaching programs

Role modelling and mentoring 
are the most effective 

techniques for developing 
professionalism

The environment of the 
institution does have a critical 

role in the development, 
implementation, and 

evaluation of a successful 
professionalism curriculum



How is 
professionalism 
best taught?

Sarah Riley and Namita Kumar, 2012. Teaching medical 
professionalism, Clinical Medicine, Vol 12 (1), 9–11 
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Formal Lectures
Small Group 
Discussions

Case Discussions/ 
Clinical Vignettes

Experiential / 
Independent 

Learning
Role Modeling

Role Plays / 
Videotape 
Reviews

Independent     
Learning

Other

Caring and Compassion

Insight

Openness

Respect for the Healing 
Function
Respect for Patient Dignity and 
Autonomy

Presence

Competence

Commitment

Confidentiality

Autonomy

Altruism

Integrity and Honesty

Morality and Ethical Conduct

Trustworthiness

Responsibility to the Profession

Self-regulation

Responsibilty to Society

Teamwork

Formal Lectures……………….…

Small Group Discussions…..…..

Case Discussions/Vignettes…….

Experiential Learning…...………

Role Modeling…………...………..

Role Plays/Videotape ……..……

Independent Learning ………....

Portfolios…………………………

Narratives ………………………..

the acquisition of attitudes or skills by observing and patterning the behaviour of others

the use of videotapes and role plays for learning

a collection of papers and other forms of evidence that demonstrate that learning has taken place

written accounts of personal experiences

the independent use of educational resources (e.g., books, journals, film, internet) in the pursuit of learning

Attributes of Professionalism

Educational Methodologies

Glossary of Educational Methodologies:

presentation and discussion of clinical cases in a variety of settings

learning while participating in patient care (e.g., managing ambulatory patients, hospital work, community service)

traditional lectures, grand rounds, large group presentations

interactive discussions in non-lecture, non-clinical settings (e.g., workshops,  journal clubs, sit-down rounds)

2
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1

A Matrix for 
‘‘Matching’’ 

Teaching Methods 
to Attributes 

Cruess, R. L., Cruess, S. R., & Steinert, Y, 2009. Teaching Medical 
Professionalism. Cambridge: Cambridge University Press



Role Modelling



Inspires Way of Learning Follow 
Professionally

Portraying 
Oneself

Role Modelling



Characteristics of a Role Model

Clinical 
excellence 

• Having competence at 
the bedside 

Humanistic 
personality 

• Interpersonal skills 
• Positive outlook 
• Commitment to 

excellence and growth 
• Characteristics of 

leadership 

Effective 
teaching skills 

• Understanding and 
cooperation 

• Special teaching 
methods and 
philosophy 

• Commitment to the 
development of 
learners 



talked about her personal distress in the middle of the
night, she would have given an important—and
positive—message to the student. The lack of con-
versation led to a missed opportunity for learning.
Negative attitudes, such as those shown byDr Smith

(vignette 1) andDrReed (vignette 2), are as powerful as
the positive ones demonstrated by the mentor in
vignette 2 and Dr Jones in vignette 3. Consciously
modelling competence, positive attitudes, and enthu-
siasm for the practice of medicine, as Dr Jones
demonstrates, can be transformative.1 4 However, we
need to ensure that the behaviours being modelled are
made explicit to the learner.

The importance of reflection: making the implicit explicit
The ability to be conscious of, and reflect on, the
behaviours and attributes that we are demonstrating is
crucial to effective rolemodelling.Whenever possible,
we should examine and explain what we do in the
presence of students, junior doctors, and colleagues.
This has been called “reflection in action.”14 It is also
helpful to discuss with students the impact of the
encounter on the patient, the student, and oneself after
it has occurred—“reflection on action.” If we then
relate this experience to future actions, we are engaged
in “reflection for action.”
Many situations include a mix of positive and

negative role modelling; reflecting on these experi-
ences provides valuable lessons to students. For

example, the mentor in vignette 2 demonstrates
positive modelling through self regulation. The fact
that Dr Smith (vignette 1) does come in during the
middle of the night shows both commitment and
altruism. However, without thinking about these
events, students may not learn from what they have
observed. Although important components of role
modelling will always remain implicit, a conscious
effort to articulate what we aremodelling, and to make
the implicit explicit, will benefit both the student and
role model.

Participating in staff development
Staff development programmes designed to improve
teaching skills are now widely available, both within
institutions and at scientific meetings.16 17 Some uni-
versities offer programmes specifically designed to
improve role modelling. These can be of great value if
they encourage reflection by the role models. Volun-
teering to participate in such activities indicates a desire
to improve.

Strategies to improve the institutional culture

Given the multitude of factors that impact role
modelling,working to improve the institutional culture
in which we work cannot be ignored. The important
institutional barriers to effective rolemodelling include
an organisational structure that encourages overwork,
resulting in insufficient time for teaching15; a lack of
institutional support for teaching10 11; and a culture that
accepts inadequate patient care or poor relationships
between members of the healthcare team.11 As
individuals dedicated to student learning, we must
work to overcome these barriers and take advantage of
opportunities that can help to improve the environ-
ment in which we teach. Methods for doing so depend
on the local organisation and culture; they include
raising awareness, pointing out deficiencies, reinfor-
cing strengths, analysing the local environment, and
proposing remedial action, which will often include
staff development. The object is to create an environ-
ment that supports positive role modelling.

Deficient knowledge and skill

Clinical competency

Excellent knowledge and skill

Ineffective communicationEffective communication

Poor clinical reasoningSound clinical reasoning

Negative characteristicsPositive characteristics

Insensitive to patients' suffering

Personal qualities

Compassionate and caring

Lapses in honesty and integrityHonesty and integrity

Dissatisfaction with the practice of medicineEnthusiastic for the practice of medicine

Ineffective interpersonal skillsEffective interpersonal skills

Acceptance of mediocre resultsCommitment to excellence

Lack of collegialityCollegial

Humourless approachDemonstrates humour

Unaware of role

Teaching skills

Aware of role

Not explicit about what is modeledExplicit about what is modelled

Does not make time for teachingMakes time for teaching

Does not show respect for student needsShows respect for student needs

Does not provide timely feedbackProvides timely feedback

Does not encourage reflection in studentsEncourages reflection in students

Fig 2 | Characteristics of role models

Box 2 Strategies to improve rolemodelling

! Be aware of being a role model

! Demonstrate clinical competence

! Protect time for teaching

! Show a positive attitude for what you do

! Implement a student centred approach to teaching

! Facilitate reflectiononclinical experiencesandwhathas
been modelled

! Encourage dialogue with colleagues

! Engage in pertinent staff development

! Work to improve the institutional culture

! Whenever possible be explicit about what you are
modelling

PRACTICE

720 BMJ | 29 MARCH 2008 | VOLUME 336

Cruess, S. R., Cruess, R. L., & Steinert, Y. 2008.  Role modelling--making 
the most of a powerful teaching strategy. BMJ (Clinical research 
ed.), 336(7646), 718–721. 
https://doi.org/10.1136/bmj.39503.757847.BE



Jochemsen-van der Leeuw,  et al. 2013. The Attributes of the Clinical Trainer 
as a Role Model, Academic Medicine, Vol  88 (1), 26-34. doi: 

10.1097/ACM.0b013e318276d070



Vimmi Passi & Neil Johnson, 2016. The hidden process of 
positive doctor role modelling, Medical Teacher, 38:7, 700-

707, DOI: 10.3109/0142159X.2015.1087482

software was used to facilitate the organisation of all the data

systematically into themes (QSR International, Warwick

University, UK). In line with the grounded theory approach,

data analysis proceeded at the end of the interviews, prior to

conducting the next interview (Strauss & Corbin 2008).

A constant comparative approach was used to determine

the breadth and characteristic of each category. Using the

systematic approach of Strauss & Corbin (2008), open coding,

axial coding and selective coding methods were employed to

reveal the processes involved in role modelling, which are

described and illustrated in a coding paradigm diagram in the

results section (Figure 1).

Results

The study involved 25 consultants interviews representing a

total of 17 specialities (10 medical specialities, six surgical and

general practice), with no more than three representative from

one speciality. The study involved 52, final-year medical

students in 12 focus groups; there were 21 male and 31 female

students (reflecting the gender composition of the year group).

The focus groups sizes ranged from four students to eight

students. In addition, the study involved interviews with five

consultants and five medical students immediately after

outpatient clinics.

Figure 1. The hidden process of positive doctor role modelling.

The hidden process of doctor role modelling
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Oyserman, Bybee, & Terry, 2006) and the fact that the literature on
transformational leaders who are, like role models, inspirational
others, has used expectancy–value models of motivation to explain
their influence on followers (Shamir, House, & Arthur, 1993).
Finally, thus far the role model literature has focused predomi-
nantly on role models, the attributes they need to possess, and the
behaviors they need to express in order to be effective. What tends
to be missing is a focus on how role models can influence ambi-
tions, motivation, choices, and achievements. Although the focus
on role models has clearly led to some interesting and useful
findings—findings that we will draw upon in this study—we
believe that it is time to widen this focus to include those who
emulate and are inspired by role models and the motivational
processes on their side. In this paper we will refer to them as ‘role
aspirants,’ a term which should be understood as an individual who
makes active, although not necessarily always conscious or delib-
erate, choices about in whose footsteps to follow based on their
own values and goals. In other words, just as leaders do not exist
without followers (Haslam, 2004; Haslam, Reicher, & Platow,
2011), role models do not exist without role aspirants. In this way,
role aspirants are those who both create role models and benefit
from them—and therefore including how their own attributes
contribute to the perceptions of role models and the psychological
processes on their side is key to understanding the role modeling
process.

To address these limitations we will provide a targeted review of
the literature on role models, focusing on occupational and edu-
cational settings, and build a much-needed integrated theoretical
framework that not only adds to the general understanding of role
models but can also be used to develop well-informed role model
interventions. We will draw heavily on expectancy–value models
of motivation (e.g., Atkinson, 1957; Eccles, 1983; Eccles & Wig-
field, 2002; Feather, 1982; Vroom, 1964, 1966) and the resulting
framework, the Motivational Theory of Role Modeling, thus
brings together both the role model literature and the motivational
expectancy–value literature. Within this framework, we will ex-
pand the focus from role model attributes to include the motiva-
tional processes of the role aspirant and the ways in which their
perceptions of role models can be influential in these processes.

The Motivational Theory of Role Modeling, which we will
develop throughout this article, is illustrated in Figure 1. As can be
gathered from this figure, we propose that attributes of the role
aspirant as well as the role model contribute to the perception of
the role model by the role aspirant. Examples of these attributes are
similarity between role model and role aspirant, levels of role
model success, and role aspirants’ beliefs about whether abilities
are fixed or malleable. We further propose that the perception of
three role model qualities, namely goal embodiment, attainability,
and desirability, is key to the role model process. The perception
of these qualities in turn influences a number of role modeling
processes such as vicarious learning and identification. Through
these processes, role models change the perception of goals and
goal related behaviors, that is, the expectancies and values role
aspirants’ associate with these goals. Expectancy and value in turn
interact to influence the role modeling outcomes such as the
adoption of new goals and the reinforcement of existing goals.
Figure 1 further illustrates how the role model process is somewhat
cyclical in nature, such that exposure to role models changes
expectancies, values, and goals, which can at the same time be
thought of as role aspirant attributes, and thus influence the per-
ception of role models.

To devise this theoretical framework it is important to first
clarify what we mean by role models as a construct. We will
therefore start by discussing a range of definitions of role models
from the literature to provide an understanding of the functions
they may fulfill. We will argue that role models have three distinct
functions which we discuss in detail below: (a) acting as behav-
ioral models, (b) representing the possible, and (c) being inspira-
tional. Based on these functions, we will then provide our own
definition of role models.

Next, we will give a brief overview of expectancy–value theo-
ries of goals and motivation (Atkinson, 1957; Eccles, 1983; Eccles
& Wigfield, 2002; Feather, 1982; Vroom, 1964, 1966) that form
the structure that the Motivational Theory of Role Modeling is
built upon. We will then discuss how role models, in their three
different functions, might fit into this theoretical framework and
how they can contribute to role aspirants’ expectations of success

Changing self-stereotyping 

Changing perceived barriers 

Vicarious learning 

Admir on 

Iden on and Internaliz on 

Skill acquisi on 

Mo va on 

Goal adop on 

Goal reinforcement 

Role aspirant 
ributes 

Role model 
ributes 

Goal 
embodiment 

nability 

Desirability 

Expectancy 

Value 

X X 

X 

Percep!on of 
role model 

Percep!on of goal 
and goal related 

behaviors 

Role modeling processes Role modeling 
outcomes 

Figure 1. An illustration of the Motivational Theory of Role Modeling.
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466 MORGENROTH, RYAN, AND PETERS

Motivational Theory of Role Modelling
Morgenroth T, Ryan MK,  Peters K., 2015.The Motivational Theory of Role 
Modeling: How Role Models Influence Role Aspirants’ Goals. Review of 
General Psychology, Vol. 19, No. 4, 465–483 



Potisek NM, Fromme B, Ryan MS. 2019. Transform Role
Modeling Into SUPERmodeling. Pediatrics, 144(5): 

e20192624



Cruess, S. R., Cruess, R. L., & Steinert, Y. 2008. Role modelling--making the 
most of a powerful teaching strategy. BMJ (Clinical research ed.), 336(7646), 
718–721. https://doi.org/10.1136/bmj.39503.757847.BE

Strategies to improve 
role modelling



Learning professionalism 
through role modelling



Learning professionalism 
through role-modelling 

in clinical practice



Training 
approaches in 
the teaching of 
professionalism 

Yun Ting Ong et al., 2020. Nurturing professionalism in 
medical schools. A systematic scoping review of training 
curricula between 1990–2019, Medical Teacher, DOI: 
10.1080/0142159X.2020.1724921 



Different stages in 
professionalism 

training 

Yun Ting Ong et al., 2020. Nurturing professionalism in 
medical schools. A systematic scoping review of training 

curricula between 1990–2019, Medical Teacher, DOI: 
10.1080/0142159X.2020.1724921 



others who share the profession. There has been a considerable

body of evidence to suggest that this transition is challenging,

stressful and a huge learning opportunity. It is in this environ-

ment that their professional identity further develops by expo-

sure to “real” medical situations, where they witness ethical

dilemmas,2 and the professional and/or unprofessional beha-

viours of other clinicians.

Theoretical Framework
This type of learning is known as workplace learning,

situated learning,3 or situated cognition,4 and is an entry

into what Lave and Wenger (1991) have described as

a “community of practice”,3 Here, common interests are

shared, members socialise and engage in collective learn-

ing in the context in which it is applied.
Students commence work as newcomers to their com-

munity of practice as “peripheral participants”;3 and by

performing tasks appropriate for their level of training,

students become more engaged within their workplace

community. Their contribution allows them to become

“legitimate peripheral participants” in the profession.3

This learning forms an upward trajectory over the duration

of students’ training as they move towards a more central

role, and become a full professional within their commu-

nity of practice.3 This is illustrated in Figure 1.

To allow learning to occur in the work environment,
students require opportunities that enable learning. Billet
describes these opportunities as workplace affordances,5

which are closely aligned with communities of practice.
Such affordances include clinicians seeking tasks for stu-
dents which are within their level of educational
development6 and will not pose any risk to patient safety.
Along with affordances, students require the motivation
and determination to initiate their learning, which Billet
refers to as learner agency.7 Learning is ideally performed
utilising “deliberate practice”,8 whereby supervision is
provided by an experienced clinician and feedback is
given.9 Although this feedback is invaluable in influencing
students’ learning outcomes, it can be overlooked or
omitted due to supervisor time constraints.10

There is an array of educational frameworks to explain
medical students learning patterns,11 and their experience
of transferring their ‘preparatory’ or basic science knowl-
edge to real-life, clinical application. In this study, we
chose Lave and Wenger’s (1991) communities of practice
theory3 to examine student integration into their team, and
Billet’s (2009) workplace affordances12 to investigate
situations that permit student workplace engagement.
Both theoretical frameworks help to describe the early
learning experiences of senior medical students, through
their reports on early encounters in the clinical workplace.

Community of practice - Senior medical students  

Central member in a 

Community of practice

Legitimate peripheral  

partipants in the 

hospital team  

Peripheral participants 

to the hospital team in 

an observational role 

Formal pre-clinical 

learnng in the clinical 

skllls lab using 

simulated patients 

Figure 1 The evolution of senior medical students in this study in their journey to becoming central members to their community of practice.3
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The evolution of senior 
medical students in 
their journey to 
becoming central 
members to their 
community of practice

McKenzie, S, et al. 2020. “A Taste of Real Medicine”: Third Year 
Medical Students’ Report Experiences of Early Workplace 
Encounter. Advances in Medical Education and Practice, 11, 
717–725 



Take Home Message

•Role modelling is one of important teaching tools for 
teaching professionalism in medical and health 
professions education 
• Teachers should be aware of being a role model and 

the impact of what they are modelling



The practice of medicine is an art, not a trade; 
a calling, not a business; 

a calling in which your heart will be exercised 
equally with your head

-William Osler-



Thank you
Terima kasih
Matur nuwun


