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ABSTRACT

This paper re-examined professional behavior because of its prominent significance to healthcare safety and outcomes. The
authors sought to better understand what factors contribute to what is seemingly an erosion of professional behavior within
the modern healthcare environment. To date, publications focus on educational and institutional factors, applied locally to
organizational and academic programs to teach, mentor professionalism and remediate misbehavior. The literature was studied
to inform educators and practitioners alike of what may be unexplored drivers to witnessed unprofessional behaviors and to
validate our current experience. First, a brief overview of the contemporary history and the classical tenets of professionalism
were undertaken and then a three-pronged approach investigated potential influences that might affect professional behavior: (1)
the effects of popular culture using social media as a proxy; (2) a review of academic education and training through the formal
and informal curricula; and (3) the commodification of healthcare as a proxy for secular change. There were no discoveries
that compared studies to evaluate the direct effects of popular culture and secular change on professional behaviors over time,
since secular forces evolve, and societal variables don’t remain constant. However, findings indicated that while proper behavior
declarations abound through professional organizations and academic curricula, professionalism wanes in the current health
care environment. We assert that the external drivers within our respective secular societies be considered with more significant
emphasis to weigh the root causes of unprofessional behavior to recognize and respond to these forces. Given the covenant to
uphold professional values to promote patient safety and ethical dispositions, we call for the renewal of professionalism with the
requisite industry, academic and secular insight to succeed.
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1. INTRODUCTION
Professionalism in Western Healthcare has been a central
topic of many educators and authors for decades. An implicit
social contract exists whereby healthcare professionals will
uphold the highest of behavioral and ethical standards.[1]

Cruess and Cruess recounted significant influences on the
history of professionalism in healthcare.[2] The ability of
healthcare professions, particularly medicine, to consistently
self-direct and self-regulate in the public’s interest came un-

der fire near the end of the 20th Century. Institutions became
increasingly focused on business operations with increas-
ingly bureaucratic organizational structures that began to set
standards for practice in healthcare while concurrently as-
suming control of financial arrangements and performance
evaluations.[2] Managed care as a delivery model evolved
and payers and healthcare institutions restructured to remain
profitable and viable following the US enactment of the 1983
prospective payment system legislation. With the structural
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changes to the operational infrastructure experienced within
the developing healthcare marketplace, the nineties might be
considered the period during which the first authentic threat
to the medical profession’s autonomy was experienced as
the corporate practice of medicine took shape despite legal
mandates to the contrary.

Concurrent with forces to control healthcare expenditures,
in the year 2000, the Institute of Medicine (IOM) (now the
National Academy of Medicine) published To Err is Hu-
man: Building a Safer Health System (Institute of Medicine,
2000).[3] This report described large numbers of in-hospital
deaths occurring annually across the U.S. believed to be
due to medical errors committed by healthcare professionals.
The report urged re-engineering of systems and processes of
care which can mitigate the impact of human error by safety
centric workflow designs that can be deployed to thwart
healthcare professionals drifting from best practice. The
public admission by the IOM, a well-respected governmen-
tally sponsored institution which had been a guiding force
in medical policy, that medical errors could be inflicted by
healthcare professionals, was groundbreaking. The safety
alert had been sounded for the medical community and pa-
tient safety became a national initiative in the US.

While errors do not infer unprofessionalism, following the
publication of To Err is Human report, institutions and schol-
ars put forth policies and publications which amplified the
responsibilities of healthcare professionals in a new era of
intense focus on patient safety and quality.[4–13] The over-
arching concern then, and now, is how the diminution of
professionalism threatens healthcare quality and is a direct
risk to patient safety.[10, 14–20] Furthermore, the curating of
a culture of professionalism is the responsibility of health-
care teachers, clinicians, managers, and executives in all
allied healthcare fields. To attain such a culture, institu-
tions and professional organizations developed standards
and curriculum to teach and maintain professionalism.[4, 8, 13]

Despite these developments, increasingly complex care de-
livery models and societal shifts in folkways continue to
challenge the healthcare industry to maintain optimal profes-
sional practices. According to Aunger et al., aberrant behav-
iors are often potentiated or precipitated by organizational
factors such as culture, hierarchy, harmful processes, and
intra-professional and interprofessional conflict.[20] Other au-
thors have also cited interprofessional and intra-professional
conflict as sources of communication disruption affecting the
work milieu.[16, 21] Multiple factors have been described as
precursors or instigators of unprofessional behavior such as
cynicism and exhaustion because of burnout, minimal time
availability for institutional and compliance mandates, skill
deficiencies, and physiological and psychological stressors,

i.e. financial, family and impairment due to substance abuse,
amongst others.[17, 21] Other drivers may be the physical en-
vironment experienced in higher stress subspecialties, i.e.
critical care, emergency medicine and surgery.[17]

In this work we examine the status of professional behav-
ior amongst students and practicing healthcare professionals
in all domains of the industry. A definition of profession-
alism and unprofessionalism supports the discussion. Al-
though the definition of professionalism can be complicated
by subjectivity and context, key facets of professional con-
duct include respect, compassion, integrity, responsiveness,
altruism, accountability, commitment to excellence, sound
ethics and sensitivity to diversity. (p. 134).[13] Other sources
acknowledge additional professional responsibilities includ-
ing a commitment to competence, honesty, patient confi-
dentiality, improving quality and access to care.[4, 13, 22] Un-
professional behaviors have been characterized as rudeness,
disrespect, dismissiveness, microaggressions, harassment
and bullying[14, 15, 20] along with subtle nuances such as, “eye
rolling”, “walking away”, avoidance and lack of participation
(p.6).[23] Policies have been adopted nationwide by multi-
ple healthcare organizations and are relevant to personnel
throughout all healthcare settings.[4, 8, 13, 24, 25]

We believe a deeper pursuit of where professionalism stands
in healthcare is relevant. In this pursuit, we seek to under-
stand professionalism amongst students and teachers, man-
agers and executives, as well as clinicians. Disruptions from
multiple forces including societal behaviors which are re-
flected in popular culture, and accommodations to secular
change including political and economic influences have
likely affected how professional or unprofessional behaviors
are exercised and interpreted. These disruptors were mag-
nified with the challenges of the Covid-19 Pandemic and
the secular response worldwide. With this exploration we
intend to develop a reasonable explanation for a noticeable
degradation in professionalism and offer guidance as to how
we may avert further drift.

Unfortunately, studies that directly correlate professional con-
duct to actual reported adverse outcomes are scarce, though
a few have been reported.[14, 26] Institutional legal exposure
due to claims of medical malpractice may be one reason why
to date studies which can serve as scientific evidence are
difficult to discover in the published literature, but as large
databanks become retrievable, we may uncover the full scope
of professional infractions that lead to adverse outcomes. Yet,
enough testimony exists to posit that collectively medical,
allied health and technical professionals espouse that unpro-
fessional behavior can and does create the environment for
errors and the predisposition for a harmful atmosphere. Fur-
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ther, the compromise to patient safety is not the only fear,
as unprofessional behavior threatens the well-being of all
actors.[9, 15, 23, 27] Our literature review failed to unveil a pub-
lished trajectory of the professional lapses longitudinally that
we believe is occurring. Scientific methods to demonstrate
this degradation would be complex to develop. Our attempt
is to uncover a lesser explored underpinning for the sources
of unprofessional conduct to discover how we might mitigate
influences affecting healthcare. We assert there are ubiqui-
tous forces at work that contribute to an insidious behavior
change, which relaxes what was once deemed professional
behavior. We also address the often-unreported indiscretions
experienced in training milieus, though these are not recent
phenomena.

2. LITERATURE REVIEW
The authors sought to better understand what factors con-
tribute to what is seemingly an erosion of professional be-
havior. We explored the literature to inform educators and
practitioners alike of what may be drivers to witnessed un-
professional behaviors. We examined drivers such as the
influence of social factors which today has their epicenter
in virtual spaces, the impact of hidden curriculum to which
learners are exposed, and the ever-increasing commercializa-
tion of healthcare.

The results of the literature search for publications and links
between popular culture and professionalism were sparse.
However, the literature was replete with publications about
medical, nursing, dental, pharmacy, and other healthcare pro-
fessions, and their use or misuse of social media platforms.
The research did not directly correlate professional behav-
ior with current social behaviors. Instead, we examined the
literature about professional behavior on social media plat-
forms as a proxy for the influence of popular culture. On
another front, the hidden curriculum, well known amongst
the practice professions, was revisited to gauge its influence.
Finally, the inadvertent effects of the commercialization of
healthcare on professionalism were examined, defined as:
the set of practices, beliefs, and objects that embody the
most broadly shared meanings of a social system.[28] It is
embedded in secular culture, with a growing significance
to the healthcare industry. We used the commodification of
healthcare to serve as a second proxy for a profound secular
change and its effects on behavior.

2.1 Social media
Infused into all our lives is the exponential rise in technology
that has profoundly influenced popular culture as well as
individual behavior. Mass media and the use of the internet
through X (formerly Twitter), Facebook, Instagram, Wikis,

Blogs and Podcasts, etc. can indirectly ratify casual commu-
nication which may then be conflated to describe complicated
circumstances with legitimacy, true or not. Personal infor-
mation is posted by others about others. Social media and
all its platforms have created another dimension of profes-
sionalism sometimes referred to as digital professionalism or
e-professionalism. Or has it?

Several studies indicated that the manifestations of profes-
sional attitudes and behaviors are not represented well on
social media platforms.[29, 30] According to Guraya et al.,
professional infractions abound in the digital environment
and are also elevated to egregious behavior such as unautho-
rized postings of patient health information, pictures, patient
doctor communication blogs and images with clear patient
identification.[29] In a systematic review these authors in-
cluded 44 articles mostly from the US, which represented the
disciplines of medicine, nursing, dentistry, pharmacy, and
physiotherapy. Articles revealed a rapid rise in the usage
of social media by health care professionals and students
with an erosion of professional integrity. They identified an
upsurge in the awareness of professional identity but at the
same time a rise in unprofessional behaviors. According to
the authors, concurrent with the rise and the usage of social
media amongst medical educators, physicians and students,
content is utilized regardless of its accuracy and authenticity.
In one study, the authors reported that events such as posting
identifiable patients’ demographics, a radiological image,
and inappropriate pictures of intoxicated colleagues were
observed.

In a subsequent publication, Guraya, et al. asserted multiple
reports of the gross violation of professional behaviors in the
digital world by medical and dental students, further validat-
ing prior findings.[30] These included unauthorized postings
of patients’ pictures, podcasts detailing physician-patient
communication, blogs with obvious patient identification,
and healthcare professionals (HCP’s) partying and drinking
with inappropriate attire. The authors reported that these
HCP parties were mostly driven by the commercial agenda
of pharmaceutical companies. Their interest in these “abun-
dance of lapses” was to develop remedial action to rescue
the prescribed code of conduct (p. 2).[30] Imran and Jawald
reporting on digital professionalism, claim professionalism
wanes creating lapses that have led to disciplinary action
including dismissal. Users are significantly less vigilant and
struggle to find the right balance between online professional
and personal presence, an imbalance that jeopardizes their
careers.[31]

Interestingly, the students represented in several studies are
presumably digital natives.[29–31] Yet, were students unaware
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that social media is visible to a wide audience and patient
confidentiality prevails in every setting? Given the ubiqui-
tous forces of the internet and the behavior replication of
native digital users, the challenge is not confined to health-
care professionals in the United States, but inappropriate use
of digital media has surfaced as a universal issue with stud-
ies published by the Netherlands,[32] Croatia,[33] China,[34]

Lebanon,[35] Italy,[36] Ireland,[37] and others. The univer-
sal nature is pertinent since professionals can easily cross
the globe to further their careers.[29] More importantly, the
studies confirm behaviors are pervasive and transcend geog-
raphy with the potential to exacerbate unprofessionalism by
worldwide bad examples.

2.2 Informal and hidden curriculum
Hafferty defined three components of the medical training
curriculum: formal, informal, and hidden curriculum.[38]

Formal curriculum is intended and validated. Informal cur-
riculum is unscripted and learned through the relationships
between faculty and students and reflects what students come
to know as a result of interactions in elevators, hallways, and
lounges. This learning underscores the importance of role
models or mentors. Hidden curricula are influences that are
disseminated through an organization’s customs, rituals, and
“taken-for-granted aspects of what goes on in the life-space”
of medical education (p. 404).[38] Professionalism or the
lack of it is often absorbed by students through tacit learn-
ing: observations, the interactions of peers and colleagues,
observed patient encounters, and the procedural protocols
demonstrated by teachers or assigned preceptors. While Haf-
ferty described informal curricula as an element of medical
training, it is reasonable to assume all healthcare profession-
als are subject to similar influence. Organizations intending
to curate a culture of professionalism must understand the
informal and hidden curriculum present within their organi-
zation.

Murphy et al. described three methods of learning profes-
sionalism: the “traditional apprenticeship,” “role modeling”
and importantly the hidden curriculum (p. 10).[39] An ap-
prenticeship enables a learner to gain knowledge and develop
skills, particularly technical skills. In addition, Murphy et
al contend that “attitudes, behaviors, language, and values
including professional values are learned through formal
and informal observation” (p. 10).[39] This exemplifies a
traditional clinical training approach practiced in many dis-
ciplines at some point in training. Like the apprentice in-
structor, role models can provide informal teaching that can
enhance professional development by demonstrating positive
behaviors. Unfortunately, negative behaviors can also be
demonstrated and subsequently emulated by learners. When

a breach in professional behavior is demonstrated by a role
model, a positive teachable moment can still occur if the role
model discusses how the situation could have been handled
by adhering to higher standards and values. If the impor-
tance of professionalism is not explicitly addressed, learners
may choose behaviors that they have witnessed as expediting
workflows to complete patient care tasks.[39]

Evidence of the influence informal and hidden curriculum
has over learners is demonstrated in work conducted by Hen-
delman and Byszewski.[40] They deployed an electronically
distributed survey to quantify and categorize lapses in profes-
sionalism observed by medical students. Thirty-six percent
of students experienced exemplary demonstration of profes-
sionalism while 64% had witnessed lapses in professional
conduct. Lapses in professionalism were found to be commit-
ted by multiple parties including fellow students, faculty, and
administrative staff. These lapses were seen with increasing
frequency as students progressed through training with more
lapses being experienced during the later clerkship years.
The most common professional lapse reported was a display
of arrogance. Other unprofessional behaviors documented
were impairment (due to substances or alcohol), cultural or
religious insensitivity, and breach of confidentiality. The
authors concluded that role modeling of professionalism is
a key component in the development of professional iden-
tity. They recommended that institutions develop a formal
professionalism curriculum which can counter the impact of
informal unprofessional learning.[40]

Foster and Roberts provided an “interpretivism” perspective
in their investigation of the profound nature of faculty as
positive or negative role models. The interpretive premise is
that “individuals construct meaning differently, depending
on context, place and other circumstances” (p.2).[41] The
authors obtained Personal Interview Narratives from doctors,
post ten years of training, representing seven medical and
seven surgical specialties. Study participants recalled memo-
ries from their time as medical students, interns, and junior
medical officers. Their memories captured images of both
villains and heroes. The attributes leading to the recollection
that a clinical educator or supervisor was heroic, was their
caring demeanor towards patients and trainees. When villain-
ous behavior was experienced, it precipitated a significant
amount of emotional residual within students and residents.
Anger often persisted about the villain with a feeling of
self-disappointment for not confronting the perpetrator. Par-
ticipants conveyed distress with the perception that the health
care system did not address the villain’s behavior. However,
there was evidence that as these individuals matured, devel-
oping their unique professional identity, they reconciled their
experience with an understanding that healthcare is complex
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and often ambiguous. The dissonance and the disappoint-
ment in oneself created lasting memories that evolved as
they realized both villains and heroes were amongst their
mentors. Importantly, this study demonstrated influence pre-
dominantly created in everyday routine encounters and that
a theme of caring for both patients and for students was crit-
ical to invoke the compassion required for productive role
modeling.

Yahyavi et al. investigated hidden curriculum and profes-
sionalism using structured individual interviews and group
interviews of psychiatric residents working in a Psychiatric
Emergency Department (ED).[42] The institution in which
the study was performed had committed to high standards of
professionalism, which was a priority to leaders within the
organization. In their work, the authors found the hidden cur-
riculum varied significantly from the formal curriculum. The
investigators discovered residents were significantly influ-
enced by the subliminal messages of the hidden curriculum.
Residents acknowledged that in practice, professionalism,
including a commitment to quality, patient autonomy, and the
provision of empathy, were in fact not the priorities. Rather,
keeping the ED “calm” and “orderly” was what the social
environment of the ED and organizational culture prioritized
via a hidden curriculum (p. 3).[42] The interviews uncov-
ered multiple breaches of confidentiality as well as alleged
incidences of the use of physical restraint as punishment
versus a therapeutic intervention. Additionally, higher level
residents and not faculty (attending) physicians were pre-
dominantly in a supervisory role in this ED, and these senior
residents did not demonstrate the maturity and experience
required to provide ideal oversight. The authors concluded
that the hidden curriculum could undermine patient safety.
Suggestions to mitigate a negative hidden agenda included
conducting guided sessions to discuss the ethics of clinical
decision making and underscored the need for direct involve-
ment of faculty to guide practice and provide mentorship
with ethical challenges.

Professional lapses by staff, peers, or faculty contribute to the
informal or hidden curriculum. The experience can be nor-
malized by learners. Kelly and Mullan described resources
and methods for teaching professionalism in a radiology
training program, explicitly noting the need to align values
while balancing the undue influence of a negative hidden cur-
riculum that may be present.[43] Role modeling in addition to
formal instruction in groups discussions, by storytelling, and
peer-assisted learning may be valuable tactics. Progressive
methods for teaching the topic are warranted as profession-
alism does not lend itself to a traditional didactic approach.
The authors commented that the challenge of teaching pro-
fessionalism to learners without life or practice experience

can influence learners to deem it irrelevant. Additionally,
young adult trainees often have their moral character “es-
tablished” by this stage of their learning, making attempts
to reshape personality and ethical beliefs difficult. Despite
these challenges, authors concluded faculty must commit to
progressive teaching methodologies along with an ongoing
assessment of professional virtues for students. Attaining
competency in these virtues can minimize the effect of nega-
tive messages communicated in hidden curriculum.[43]

Torralba et al., using a case-based format, advocated for
creating psychological safety in the clinical learning envi-
ronment as an effective way to balance hidden curriculum
that promotes unprofessional behavior during medical train-
ing.[44] The authors suggested that psychological safety is
not a concept well known to clinical educators but is crucial
to overcome the inherent uncertainty and ambiguity while
treating patients within the hierarchical organizational struc-
ture of medicine. Psychological safety exists when mem-
bers of a team can express themselves freely without fear of
humiliation, particularly in the setting of clinical learning
which the authors described as a “cognitive apprenticeship”
(p. 668).[44] A cognitive apprenticeship describes the pro-
gression of a learner to competency, based on development of
an internal thought process rather than a tangible product of
labor. Hidden curriculum is an important vehicle to convey
practice norms and culture to trainees in a cognitive appren-
ticeship. The authors imparted that students and residents
alike are motivated for self-protection while concurrently at-
tempting to impress evaluators and to establish professional
credibility. They used Amy Edmondson’s work on psycho-
logical safety and its function within teams as a backdrop.[45]

Edmondson describes psychological safety as the willing-
ness to speak up without fear of embarrassment, ridicule
or shame. In this context, hidden curriculum is a socializa-
tion process whereby daily norms are transmitted, and the
learner often assumes these norms. Negative consequences
of dismissive and aggressive communication by teachers can
disengage learning and can cause emotional debilitation. A
positive influence through examples of empathy, persever-
ance, resilience, and psychological safety can elicit desirable
professional shaping. Creating such a proactive learning en-
vironment through psychological safety empowers learners
to admit mistakes, report errors, and to ask questions. This
translates to a degree of professionalism which can directly
influence safe clinical practices.

Finally, it is understood that the effects of a hidden curricu-
lum are long lasting and if they run afoul can be detrimental.
Robertson and Long detailed how bullying and shaming have
been used as training tools in the clinical setting. In medi-
cal training the use of one tool is “pimping” – a process by
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which senior medical personnel asks challenging questions
of a junior physician or student in a disrespectful way during
rounds attended by multiple team members (p.332).[46] This
hidden curriculum was promulgated within the hierarchical
and cyclic nature of training with faculty, senior trainees,
and junior trainees employing these teaching methods on
those of a lower status, ostensibly to support professional
growth. This shaming and bullying can be dehumanizing,
discouraging learner engagement. Even more concerning
is the association of injury due to shame and the associated
development of mental health disorders including depression
with suicidality. The solution, in part, to eliminate bully-
ing and shaming, is acknowledging the existence of these
ineffective tools and normalizing empathy among leaders
and teachers.[46] Empathy encompasses non-judgement and
understanding of another’s feelings and thereby comprises
support. This approach provides a safer environment with
which to learn and can lead to constructive discussion of
errors. An empathic and thus supportive environment ap-
pears to be the path to a healthier clinician and a safer and
more professional healthcare environment. However, hid-
den curricula are continuously impacted by external forces
that learners assimilate often before educators can redirect
undesirable behavior.

2.3 The commercialization of healthcare
The commercialization and or the commodification of health-
care may be the most influential to deconstruct profession-
alism, relabel it, repackage it, and establish a new normal.
Some of the transformations are unanticipated, but others
are predictable as business strategies prevail over what was
once professional practice. The most significant effect of
healthcare’s business trajectories, its leadership, its legisla-
tion and how we interact with one another is changing how
we think. It permeates every healthcare professional role:
provider, faculty, student, patient/client, academic, and ad-
ministrator. Some authors attribute the Medicare legislation
in 1965 to a watershed event.[47, 48] Following the advent
of Medicare, taxpayers saw Medicare expenditures rise ex-
ponentially some 20 years later. Despite medical necessity
provisions for services, fee for service Medicare did not suc-
cessfully abate program costs. Even with the inception of
Diagnoses Related Groups (DRG’s) in 1983, managed care,
and capitation through Health Maintenance Organizations,
Medicare costs continued to escalate. DRGs minimized acute
care facilities’ ability to maintain profitability as payments
were capped as a fixed prospective payment with some ex-
ceptions. This led acute hospitals to affiliate with skilled
nursing facilities, home health agencies and durable medical
equipment (DME) companies to mitigate acute care costs
and create new revenue sources.

In 2008 healthcare expenditures totaled somewhere between
$2.1 and $2.3 trillion. US health care spending grew to reach
$4.3 trillion in 2021 with a GDP contribution at 18.3%.[49]

Two examples of commercialization of healthcare through
Medicare legislation are Hospice programs and Dialysis Cen-
ters. The Hospice movement began as a small effort to
reframe dying in a compassionate, less painful experience
where the psychosocial condition of the patient and the pa-
tient’s family is integrated in a holistic approach to terminal
illness. In its early years, hospice care was provided by a
not-for-profit community-based model, often supported by
volunteers. It was financed under the Medicare program in
1982 at a per diem rate for patients diagnosed as terminally
ill, with classifications of care and rate payments based on
services required. Shortly thereafter, profit-making Hospice
entities emerged. Not surprisingly, Medicare per diem rates
for hospice care increased through the 1990s. From 2001 to
2008 the for-profit Hospice industry grew 128%.[50] A profit
mandate is inevitable in a for profit business. Professionals
assigned to care are susceptible to leaning into the demands
of a commercialized for-profit service.[51] Despite this real-
ity, there were no overt reports of an adverse impact on the
quality of care in the publications reviewed, but there were
longer lengths of stay.[50]

The second profit-making enterprise that continues to rep-
resent privatization with government funds is Dialysis Cen-
ters. After CMS covered dialysis treatment under Medicare
in 1972, for-profit chains grew exponentially with 75% of
dialysis services provided by private for-profit facilities by
2002.[50] Thamer et al. reported on the use of epoetin alfa
therapy in 2004, a drug that by 1989 significantly improved
the anemic status of patients with end stage renal disease
(ESRD).[52] Their findings indicated that epoetin alfa therapy
was associated with different dosing patterns by for-profit
chain facilities, which used larger dose adjustments and tar-
geted higher hematocrit levels. These dosages and targets
departed from the clinical guidelines, which were in place
in 2004. Notably then, epoetin alfa therapy comprised 11%
of all ESRD costs with therapy for dialysis-related anemia
representing the single largest Medicare drug expenditure.[52]

On speculation, the professional tolerance for both the Hos-
pice and Dialysis Centers’ examples, might be the silent
consensus that these services were and are essential - hos-
pice for its deep recognition of the painful deaths of patients
that could be addressed differently and better, and dialysis
for ESRD that was and is clearly lifesaving without trans-
plantation. Perhaps the second reason might be that in both
instances, then and now, there is still a belief that a reputable
and trained core team is at work.
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Universities also assumed a role in healthcare commercial-
ization. To many the passage of the Bayh-Dole Act paved
the way for widespread university technology.[53] The Act
passed in 1980 as a hedge to remain internationally compet-
itive. The Act allowed the rights for intellectual property
to transfer from federally funded research to the university.
A university technology transfer office (TTO) serves as a
mechanism to commercialize university scientific research
and to facilitate revenue streams for the university. The Act
has been hailed as one of the most significant successes by
precipitating gains through research. While there are other
paths for commercialization, the establishment of a TTO re-
sulted in many more patents resulting in licensure and adding
billions to the economy.[53] It also opened the door to en-
trepreneurship at the university level which in some cases
opened the door to novel technology transfer approaches.[54]

Funk compared the scientific or research activities conducted
by universities to the rapid-cycle improvement or enhance-
ment strategy employed by technology firms with regards
to innovation and product development.[55] Universities em-
ploy a linear model which trusts science, or evidence based
iterative advancement, where each step relies on concepts
“proven” to be effective by virtue of rigorous standards of
investigation and review. This contrasts with profit driven
entities which value rapid migration of new or improved prod-
ucts to market. The process is known as the “Silicon Valley”
method and allows firms to rapidly develop and deploy in-
creased internet speeds, integrated circuits, and smartphones
to name just a few products where value can be returned
expeditiously (Funk, p.33).[55] Thus far, for-profit driven or-
ganizations surpass a university-based science development
model, which in contrast is slow and unfavorable from a
business perspective as products lose value over time. Funk
asserted ecommerce firms rarely applied for a patent, few
academic papers are read, and the patents are not relevant for
most businesses.[61] The critical point is that the incremental
improvements vis a vis the Silicon Valley approach enabled
iPhones and app stores to become lucrative, paving the way
for health care driven apps that are easily available now.

The Internet has been leveraged on a variety of fronts, but a
worrisome power has been the prolific medical marketing to
consumers, often through apps. Beyond the misinformation
exchanged through platforms such as Facebook and or app
specific social networks, there is a global wellness indus-
try that was valued at $4.9 trillion in 2019.[56] The global
“mHealth market” size is expected to reach USD 293.29 bil-
lion by 2026, exhibiting a compound annual growth rate of
29.1% during the forecast period.[57]

Even when commercially developed apps may be effective

such as their application to behavioral health when face to
face meetings may not be required, the apps are problem-
atic. Commercially based apps often have not run the course
of evidence based clinical guidelines or employed health
scientists in the developmental process.[58] There are also
the inherent security risks as apps were not developed for
pinnacle exchanges between provider and patient.

One example of consumer exposure to potential hazards
through the Internet was reported by Hesse-Biber et al.[59]

The authors claimed that several tools to assess genetic pre-
disposition rates for hereditary breast cancer risk were devel-
oped mostly for professionals. The U.S. Preventive Services
Task Force recommended that women who scored high on the
BRCA predisposition screening tool should receive genetic
counseling, and if recommended, undergo BRCA Genetic
testing.[60] These risk assessments have now moved into the
public domain with access through the Internet. The authors
analyzed and differentiated between decision making test-
ing websites and risk assessment screens. Their analyses
were built from a template that coded these tools for: urging
toward action, fear mongering, and degree of transparency,
along with validating what the tool was measuring, how the
tool was created and for what use. Their summary indicated
that there appears to be a connection between online instru-
ments and a degree of prompting a person’s actions such
as screening and genetic testing. In some cases, preventive
procedures and these instruments have an inherent conflict
of interest between patient advocacy and corporate ties.[59]

Grundy et al. did a content analysis on healthcare-related
apps found in the USA, Canada and Australia.[61] Digital
platforms are used directly for soliciting information while
delivering promotional messaging that are often not sub-
ject to regulatory mandates and yet represent privacy and
security risks to users. They reviewed 24 apps of which
42% provided mobile services related to medication man-
agement, reminders, or prescription refills. Another 58%
provided drug or medical information on a mobile platform
with symptom checkers and/or prescribing support. Accord-
ing to the authors, developers claim unbiased and impartial
sources of drug information; but the sources are not cited.
The developers describe sites collecting information through
user registration or app usage including name, e-mail ad-
dress, clinical specialty (if a provider), diagnosis, medication
list or symptoms. Many of the developers collected third
party analytics that captured ‘IP’ address location or unique
mobile device identifiers. Developers in the studies’ sample
commercialized App user data in the form of selling reports
about user behavior. Grundy et al. posited this is an example
of “digital patient experience economy” that permits com-
mercializing data for targeted advertising or for selling data
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to third parties (p. 2840).[61]

Through decades the interrelationship and interdependency
of the pharmaceutical and device industries with medical
practices, hospitals, government, and public-private enter-
prise is undeniable, along with the spinoffs of private busi-
nesses, incentives and other remunerations undisclosed. Be-
yond these organizations, Beaulieu and Lehoux presented
how health technology organizations seize entrepreneurial
opportunities to particularly leverage the healthcare sys-
tem.[62] Along with the healthcare Internet players already
described, yet other innovators or entrepreneurs are patients.
Cennamo et al. depicted multi-sided platforms that can em-
power patients as innovators and these platforms enable de-
velopment and diffusion by orchestrating the networks that
historically create bottlenecks such as the highly regulated
healthcare sector.[63] According to the authors, “Patient In-
novation” is a platform that moves the product through the
value chain of actors to create a pathway for innovation by the
patient community (p.49).[63] Yet, the scenarios represented
by the publications of Beaulieu and Lehoux and Cennamo
et al. are reminiscent of a sophisticated marketing tutorial,
couched in intangible explanations and require more hands-
on exposure to conceive the processes by which products
emerge through scientifically and regulatory sound channels,
established with ethical principles to promote to a healthcare
audience.

The Internet has catapulted commodification of healthcare
at an accelerated pace. Required permissions consumer ac-
cess and collected information are blurred as technology or
e-commerce has seemingly dodged the same compliance pro-
visions demanded from healthcare organizations licensed for
care and services.[58] The tolerance for actors and industries
has emerged which did not have a former role in health-
care, nor the credentials believed by many to qualify to pass
through the healthcare entry door. Secular mechanisms have
shaped culture that govern behavior and represent overt and
covert tactics that propagate unprofessionalism as if these
ubiquitous forces mandate acceptance.

3. DISCUSSION
Like other industries, healthcare has evolved, deconstructed
and has been reinvented, with subsequent metamorphosis.
But doesn’t healthcare answer a different calling? The princi-
pal reason for professionalism is to advocate for, and protect,
the patients we serve. For instance, speaking up is about
raising concerns on behalf of patient safety and care qual-
ity.[64] The failure to speak up is not limited to specific health
care professionals or roles within the industry. While a key
barrier to speaking up was reported by Echegaray et al. to
be leadership (i.e., fear of retaliation, lack of management

support and budgetary concerns), there were also personal
reasons reported such as fear that others will perceive speak-
ing up as negative, fear of being wrong and fear of creating
conflict, amongst others.[64] However, professionalism is the
prerequisite that determines behavior in any clinical context
and the risks have always been ever present. Therefore, the
requisite emphasis must be on professionalism during train-
ing and post-graduation to minimize acts or inactions that
diminish care and safety.

To further support advocacy for care safety and quality, and
their inextricable links to professionalism, in 2016, Makary
and Daniel reviewed the scientific literature to better under-
stand the likely contribution of medical error on US mor-
tality rates, according to the causes listed by the CDC.[65]

Using methods of prior researchers and data from the US
Department of Health and Human Services’ health records of
hospital inpatients, they applied the US hospital admissions
in 2013 to estimate the number of deaths per year. Extrapolat-
ing from prior data, they calculated approximately 400,000
deaths a year with a mean rate of 251,454 per year, though
they state the number is likely to be an underestimate. Using
the CDC rankings, the number would rank medical error as
the third most common cause of death.[65] How do we better
intercede to mitigate potential harm, reduce morbidity and
mortality rates? Report the error immediately. If healthcare
workers don’t act because they believe someone else should
report, or it avoids incrimination or the priority is to retain
their job; and therefore, professionalism does not prevail,
patient harm is inevitable.[66]

Marcum asserted that in recognition of the evolving health-
care networks, physicians must perceive their position in the
network differently.[67] They are another node in the maze
of providers and services with a loss of their prior centrality.
Marcum suggested, to define professionalism within the net-
work and to direct due attention to the threats of healthcare’s
commercialization, physicians should cooperate, redefine,
and re-situate their role within the network. Marcum does
an extraordinary job reciting the contributions of Flexner,
Peabody and Pellegrino and reminds us of the philosophi-
cal grounding of medicine’s role. However, we argue here
that the commercialized network has become a runaway
train, and physicians remain the most qualified at least to
co-conduct the train. Albeit, there is a need to supplement
physician training through post-graduation to broaden their
understanding of the commercialized environment within
which they exercise professionalism. In this way, the dire
warnings concerning healthcare’s commercialization may be
averted.[68]

Teaching and maintaining professionalism have been a per-
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sistent issue in all domains of healthcare for decades. Cruess
and Cruess (1997) suggested that the degradation of pro-
fessionalism in the eye of the lay public is a “crisis” (p.
942).[2] Cruess et al. provided an overview regarding the
teaching of professionalism to Healthcare Professionals.[69]

The authors support continued “explicit teaching” of profes-
sionalism but also described the need for learners to experi-
ence “identity formation” for metamorphosis from learner
to practitioner. (p.1446)[69] This identity formation should
be socialized throughout the medical environment to achieve
the highest possible quality and safety in the industry.

A less obvious influence on professionalism, but no less im-
portant, are the changes in the format of education throughout
all university systems, affecting faculty and all healthcare
students alike. Online learning grew as institutions addressed
student learning convenience and use of the format cata-
pulted during Pandemic heights. Online enrollment remains
attractive. The disappearance of classroom formality and
decorum diminishes communities of inquiry. Professional
development is at risk with the informal student behaviors
often observed online without the institutional glue afforded
by the bricks and mortar.[70] In addition, the exposure time
to influence through role modeling and positive elements of
informal curriculum is reduced if the online setting is per-
mitted to erode with students who are “missing in action”,
technically attending but aren’t present.

Universities facing enrollment declines have also created a
juxtaposition between faculty, the University, and the student
population. In the wake of preserving students’ sense of
self, embracing inclusivity, and shielding students who may
have been marginalized by a variety circumstances, U.S. uni-
versity systems have become more student-centric, moving
away from academic performance as a gauge but alterna-
tively, finding means to attract and retain students. Academic
institutions too have become highly commercialized with
commodification. An unwritten directive is to accommodate
students to get coursework done and coddle them through
academic rigor. While the collocation of student and fac-
ulty have been influenced by the entitlement phenomenon
Singleton-Jackson et al.[71] to prepare students to work in
the healthcare industry, faculty have an added responsibility
to ready them to respond to the demands of the workplace,
fraught with physical, intellectual, emotional, and profes-
sional challenges.

McFarland et al. teaching professionalism to nuclear medi-
cal technology students, proclaim earlier cohorts of students
readily mirrored the desirable behavior of role models in
health professions and the authors do not observe the same
behavior nearly as much among the students currently en-

tering.[72] They reported that behaving professionally is not
foremost in the minds of the students with observed new
negative trends about student time management and depend-
ability. They add that discussing emotional intelligence and
the importance of developing grit and perseverance, and to
provide students an opportunity to self-reflect on these skills,
are strategies to improve early signs of student unprofes-
sionalism. Common signs of student difficulties early in the
program are unwillingness to receive criticism and failure to
acknowledge errors.

Our first responsibility as healthcare industry educators is
a promise to uphold professional standards. We are the
gatekeepers. Admittedly, how professionalism develops is
internalized and how it is sustained is complex, but we must
be attentive to what we can manage. The student selection
process may be the first obligation to screen with the best
available tools, beyond grade point average (GPA). McLach-
lan and Robertson theorized about the presence of a com-
mon personality factor taken from a ‘Five Factor’ (Openness
to new experience, Conscientiousness, Agreeableness, Ex-
traversion, and Neuroticism) personality model.[73] They
demonstrated that conscientiousness as measured by a con-
scientiousness index (CI) is a key factor to predict future
behavior in future medical practice. When the CI is extended
to postgraduate medical students and other healthcare pro-
fessions, it co-distributes with independent staff and peer
ratings of professionalism. The CI might be used to monitor
students and guide them to professionalism early on in their
academic tenures, if not at admission. But selection remains
an even more significant imperative as students seek “jobs,”
and not vocational callings. The healthcare industry is now
well-known for its job security haven. When students view
their future work as a “job” rather than a vocation, there
is a concern that such individuals may lead a clinician to
believe their work is simply done at the end of their shift
rather than when safe patient care, is satisfied (p. 59).[73]

Secondly, during students’ academic tenure, we must con-
tinue to screen, assess, help, and act upon the professional
infractions and do so with progressive discipline for egre-
gious breaches. Finally, we cannot fall prey to the failure
to fail syndrome: “observers (educators) ‘pass’ candidates
who they really believe should fail”, due to worries about
the student, self-doubt, compliance with colleagues or in-
stitutional policy, and fear of accusations of bias amongst
others (p. 63).[73] To avoid these scrutinizing obligations, is
to supplant patients, and instead, place students ahead of the
patients and clients for whom we educate to serve.

Bhardwaj (2022) justifiably espoused the Vanderbilt Center
for Patient and Professional Advocacy as one framework that
embraces professionalism by preventive measures that iden-
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tify clinicians at risk for developing unprofessional behaviors
with well-outlined iterative interventions.[17] Bhardwaj in-
cluded an action plan for nurturing an institutional culture of
medical professionalism. However, we contend that secular
forces are alarming and are unrecognized or understated in
much of the literature that addresses how we achieve profes-
sionalism that is sustainable across generations.

The teaching of professionalism has been complicated by
several other factors in the healthcare industry not the least
of which was the Covid-19 public health emergency which
has significantly disrupted an already complex and rapidly
evolving healthcare industry. How will this disruption impact
professionalism throughout the domains of healthcare from
administrative leadership to the working professionals at the
bedside? And how do the latest generations of learners such
as Millennials who were born between 1981and 1996 and
Gen Z individuals who were born between 1997 and 2012,
relate to traditional concepts of becoming a professional?[74]

Shorey described evidence that each generation possesses
unique characteristics which impact their learning needs.[74]

The history revealed may seem irrelevant in a 2024 world,
but importantly and in both dramatic and insidious ways,
the reshaping of professionalism we encounter today began
forty years ago. Despite this forewarning, many of us are
still stunned by what has followed. Professional curricula are
present. Healthcare professional programs reside in univer-
sities and academic centers. Not only is commercialization
evident on these campuses that shapes professional behavior,
but the Internet’s powers also generate a formidable obstacle
to sustaining professional behaviors. The witnessed hidden
curriculum by students, faculty and other healthcare pro-
fessionals is well documented. As the literature supports,
education is not the issue, compliance and commitment are.
However, the focus may be misdirected at students, instead of
the role modeling required of faculty and other professionals
as a monitored requirement of their jobs. Anecdotally, as ex-
perienced through multiple internship programs, employers
are becoming increasingly concerned about how to preserve
professionalism amongst their current and incoming employ-
ees, despite integrity policies. Partnerships with employers
and academic institutions must be forged with memoranda
of understanding to solidify behavior expectations and renew
the empowerment of professionalism.

Changes to the delivery model will occur in all healthcare
domains from traditional academic settings to the start-up
segment supported by venture capital. In these novel health-
care locations, from on-line platforms to the pop-up or per-
manent clinic space supported by pharma or giant retailers,
will professionalism be an expectation, and will it matter?

4. CONCLUSION

The literature review and the confluence we addressed
obliges us to embrace professionalism with compelling in-
tensity. We applaud those who have come before us with
far more eloquent writings, defenses and appeals to rein-
state professionalism and its tenets as the most quintessential
creed for health care practitioners and administrators. Amer-
ican Healthcare, and more broadly for organized healthcare
worldwide, a call to action must be issued to assure the tenets
of professionalism are advocated for and evolve to maintain
relevance in the complex and shifting foundations of training
and practice.

A paradox is before us. Healthcare policies, institutional
rules, and organizational charters guide professional behav-
ior now more than ever before, yet is unprofessional be-
havior more pervasive than ever before? We differentiate
secular culture as an influence represented by economic ac-
tors with the commodification of the healthcare industry and
the unrestrained and ubiquitous influence of social media
and the Internet. In the social media literature described,
publications called for guidelines for e-professionalism. But
would these guidelines face the same fate as the powerful
statements, charters, and protocols crafted and avowed by
multiple academic and professional institutions to commu-
nicate professional expectations already? There is evidence
that undesirable behaviors are committed, inconsistent with
professional practice.

Academic institutions may be the first barrier to profession-
alism, though there are multiple exemplars that describe
professional curricula. We call for vigilance, monitoring and
action on selection, admission and during the tenure of stu-
dents’ academic lives. However, the hidden curriculum may
be a far more significant influence on how professionalism is
transmitted and manifested. Though the hidden curriculum
is characterized as a principal educator, and there are positive
examples, the literature is far more condemning of behaviors
by faculty and mentors who misbehave, exemplify poor im-
ages of professionalism, and create indelible marks in the
minds of students to whom they are entrusted. Ultimately,
students want the professionalism they imagined before they
entered their academic programs.

We must forge a partnership with industry that bolsters
our collective stance on professionalism and makes com-
pliance clear for both students and employees. We make
pleas to circumvent the adverse and perverse incentives to
de-professionalism by engaging our commitment to profes-
sionalism through vital channels of academics, industry, and
legislation. The call for action is tantamount to protecting
patients and our disciplines for the safety of those for whom
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we are entrusted, regardless of the cause, the culture, or the
generational behavior differences we might uncover. We
believe it is time for a recommitment to professional values
and practices throughout the healthcare industry. We call on
healthcare educators and clinicians to lead the offensive.
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