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Abstract 

 

This paper focuses on role model and role modeling impact on undergraduate medical students and medical 

teachers encountered in the School of Medicine, College of Health Sciences at Addis Ababa University.  

To become successful in their education path and future endeavors, academic members have to proceed 

with extensive phases with several potential role models. Students and teachers agreed on the lack of a 

positive influence in terms of integrity, respect, and motivation. The paper analyzes a highly unpopular 

topic that silently affected the academic member morale and efficiency. It incorporated different hypotheses 

toward role-modeling assessed from the formal and informal study. The study identified two-perception 

phases: teachers, and students; with a precise analogy of positive modeling, negative modeling, and role 

modeling. Based on the causes and effects emphasized in the paper, the appointed problems were not 

adequately addressed earlier. The difficulties might continue and harm the audacity of the students and 

teachers to join the medical school when the country's demand rises.  
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Introduction   

Human beings learn necessary survival skills and language through observation and modeling. 

Individuals imitate behaviors of parents, siblings, teachers, and community leaders to praise or to scold. 

Through this mental process, learning and adjustment to their environment occur. Modeling describes 

learning or acquiring new information, skills, or behavior through observation rather than through direct 

experience or trial-and-error efforts. Learning is viewed as a function of observation rather than direct 

experience (Holland & Kobasigawa, 1980). Researches have shown that modeling is an effective 

instructional strategy in that it allows students to observe the teacher’s thought processes. Using this type 

of instruction, teachers engage students in imitation of particular behaviors that encourage learning. The 

observational skill and the act of modeling take different forms. Through modeling frequency of previously 

learned behaviors can be influenced, or new behaviors can be learned, or even modeling can encourage 

previously forbidden behaviors (Bandura A, 2006b). 

Modeling can influence education outcomes, particularly in disciplines that require longer contact 

hours between learners and teachers. Notably, medical education can significantly benefit from it. Medical 

schools expected to produce competent, skillful, devoted, and kind physicians. Curriculums’ around the 

globe are designed to meet those expectations. Even though they strive to achieve them through the creation 

of a written curriculum, they also must recognize that other forces are acting upon the learners in the form 

of what is called the “hidden curriculum” (Lempp H & Seale C, 2004).  The hidden curriculum is a concept 

identified by educational researchers to describe the informal educational forces acting upon learners 

outside of the formal classroom, forces that act upon and influence their professional identities (Cribb A & 

Bignold S, 1999). This concept has been argued to affect student behavior (s) and their professional integrity 

outside of formal educational activities. In informal conversations with their professors in elevators, in the 

observations of clinicians as they perform their duties and arguably in the varied interactions learners have 

with their formal and informal mentors. It is a relationship between hidden curriculum and role modeling 

that this research explores focusing on the research gaze on the early stage of medical education when 

undergraduate medical students are establishing their academic careers and the foundation (s) of the 

professional identity. 

During clinical training, students undergo a process of professional identity formation (Hafferty F, 

2006) as they learn the ‘rules’ of the new community of practice they are joining. (Lave J and Wenger F, 

1991). A hidden curriculum is argued to influence this process as students navigate their educational 

journey and study subjects such as ethics and professionalism (Steinert Y,2009) (Cruess RL& Cruess 

SR,2006).   

The hidden curriculum mentioned above can be defined as a set of unwritten, unofficial, and 

unintended lessons, values, and perspectives that students learn in medical school and more formal aspects 

of education (Lempp H, Seale C, 2004).  These effects act upon teachers and learners in the context of both 



9 
 

the formal and informal curricula. Hidden aspects of the curriculum are essential in professional education, 

including long periods of contact with the predominant culture (Cribb A, Bignold S, 1999; Bloom SW, 

1972). Hidden curriculum explains what is implicit and embedded in educational experiences in contrast 

with the formal statements about curricula and the surface features of educational interaction’ (Sambell and 

McDowell,1998). It is impossible to extirpate the teacher and student from the learning equation. This 

overlooks both parties’ unique individual features, their experiences and relationship, differences in 

learning contexts (Saari 2016; Kohlberg and Mayer,1972), and the rich diversity of unexpected, ‘collateral 

learning’ that can, therefore, result from the encounter between a teacher, a curriculum and a student 

(Dewey 2007). 

The existence of the hidden curriculum has been argued to play a critical role in students’ 

professional identity formation and potentially contribute to a value conflict that students can encounter in 

a clinical setting. There is a gap between what students knew before entering university, what they learn 

during pre-internship, and the reality of the internship phase, which creates a contradiction in value. The 

reason for this contradiction can be the conflict between formal learning and students’ perceptions of the 

real environment as well as between speech and the behavior of faculty members. Therefore, students 

receive sophisticated directions, which lead them to confusion in their roles. It is heavily influenced by the 

often non-overt attitudes and behaviors of peers and teachers. There is a potential for learners to have a 

struggle between the process of becoming a genuine professional and what is necessary to ‘fit’ into a new 

environment. 

Medical schools in Ethiopia are booming at an alarming rate to counteract the shortage of 

physicians, which could be attributed to a combination of the limited number of medical schools, brain-

drain, poor motivation and retention, and internal displacement of physicians. The high annual attrition rate, 

fast population growth, governmental and nongovernmental health institution expansion, low production, 

and increased postgraduate enrollment in the last 3-4 years contributed to a meager physician-to-population 

ratio in Ethiopia. Studies also show other countries like Nepal, Bhutan, Papua New Guinea, Afghanistan, 

Cambodia, seriously lack doctors, but the problem is especially severe in sub-Saharan Africa. Although 

many of these countries have made considerable efforts to train local doctors, the rate of loss by migration 

often outstrips production. In sub-Saharan Africa, 24 of the 47 countries have only one medical school; 11 

have no medical school at all (Hagopian A, 2004).  Migration, at least in the context of Africa, is nearly 

always towards a country with more doctors than the source country. The medical carousel of doctors 

continuously rotates to countries offering a better standard of training, more attractive salaries and working 

conditions, and a higher standard of living (Naicker et al, 2009). Although the Ethiopian government and 

private sector worked and achieved much on health infrastructure construction and midlevel health 

professionals training, it does not appear that the medical doctor’s retention mechanisms are sorted out so 

far (Berhan Yifru, 2008). 
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The effects of this demand are strongly felt in Ethiopia. Responding to these demands, the School 

of Medicine at Addis Ababa University in the College of Health Sciences has had to triple its intake capacity 

in recent years. This expansion of enrolment has been challenging as it has had to be done by faculty, 

resource and infrastructure have remained relatively unchanged. This increased demand has also resulted 

in increasing diversity in the students admitted as the School of Medicine has enrolled undergraduate 

medical students from every part of the country. This has resulted in a student group with increased diversity 

in culture, ethnicity, religion, economic, and social upbringing. And, with that increased diversity comes 

with a more varied perspective on academic, social obligations and roles. The importance of producing 

health professions using health professionals’ curriculum who have a shared and common sense of 

professional duty and identity, implementing modeling, and the hidden curriculum is vital.   

These observations also endure when applied to the diverse medical teachers at the school as they 

have vast variations in age, gender, ethnicity, years of experience, and medical expertise. These same 

medical educators have also observed the school revolutionize, a process that is likely to have had effects 

on them and their understanding of what it is to be a clinician and an educator in Ethiopia. Through their 

years of service, they will have learned skills, knowledge, and behavior through observation of individuals, 

through modeling their behavior from their observations of these changes. These observations can be 

expected to flow through them, to be what they are modeling to their undergraduate medical students and 

each other.  

This study will investigate the relationship between role modeling and role models in the hidden 

curriculum by exploring the perceptions of undergraduate medical students and medical teachers’ role 

models for undergraduate medical students.  

Literature review 

 

Based on my review of the literature, there is limited scholarly focus on these relationships and 

concepts. Several bodies of work identified are essential to consider in the context of this work. 

First, some studies suggest that medical trainees take an active role in improving their clinical 

competence through educational sessions during which clinical trainers act as teachers, as well as through 

actively responding to the feedback they receive from clinical trainers acting as mentors (Elzubeir MA et 

al, 2001). Besides, trainees grow into their future role as physicians by imitating clinical trainers acting as 

role models. (Weissmann PF et al, 2006) A role model doesn’t have distinct definition scholars have defined 

it in various ways. “A teacher …facilitates learning, while role-models are persons from whom [one] wants 

to gain some of their attributes” (Ibry DM, 1986) other variation can be “faculty members demonstrate 

clinical skills, model, and articulate expertise thought processes and manifest positive professional 

characteristics”. (Paice et al, 2005). The term “role model” was first used to refer to a person who “occupies 
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the social role to which an individual aspires” (Scott and Joseph, 2002). This definition is consistent with 

claims that medical students are drawn to figures of status. However, it is at variance that medical education 

research defines a role model: a person who is considered a standard of excellence to be imitated because 

of his or her professional attributes (Kravet et al, 2001). 

Second, other studies suggest that role models have distinctly different levels of involvement in 

student identity formation compared to advisers and mentors these various roles are seen to be quite distinct. 

Advisors are individuals who are officially assigned and have a particular role in the academic setting: they 

are responsible for ensuring that the graduate student fulfills departmental and institutional requirements 

for an advanced degree. Though advisors may provide advice about other activities, what the administration 

of the institution and colleagues in the department will notice is whether one’s students fulfill these 

requirements (Swazey et al., 1996). Mentors, however, are individuals whose relationships with students 

emerge through less official channels, and as this happens generally, take on unofficial counsel roles in 

which they share their experience and expertise. They reflect on their successes and failures and can explain 

what they have learned. Mentors also are interested in the professional development and career 

advancement of those they mentor (Bird, S.J., 1994). The role model serves as an object of admiration, 

emulation, and respect. Role models have shown as a way to inculcate professional values, attitudes, and 

behaviors in students and young professionals (Tadayon & Razie, 2012). 

Having role models is essential to any individual’s growth and development because they serve as 

a source of learning, motivation, self-definition, and career guidance (Glaser, 1978). According to Gibson 

2003, role models have a crucial purpose in early career socialization by helping individuals create and 

experiment with their self-concept. Role model constructed in a combination of the concepts of role, which 

defined as a form of behavior and set of activities associated with or expected as part of status or position 

such as leader or teacher (Katz and Kahn, 1978), with the concept of modeling, the psychological matching 

of cognitive skills and patterns of behavior between a target and an observing individual (Bandura, 1986). 

Role model selection has recently conceived as a social comparison process; the basis of this referent is 

whether the individual finds a role model relevant to his or her needs and goals or; views role models 

position or expertise to be potentially attainable. (Lockwood and Kunda, 1997). The social environment 

sometimes restricts this search process by making role models more or less available. The environment will 

impose some role models, and some will be self-selected by individuals. Not all aspects of even an 

important model are adopted by the individual; rather, the individual actively gleans lessons from a model. 

Gibson 2003, defined role modeling as a cognitive process in which individuals actively observe, adapt, 

and reject attributes of multiple role models.    
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Modeling is one of the most efficient modes of learning any new skill or knowledge (Bandura, 

1986). It isn’t easy to imagine any society that has not relied on models in one form or another to transmit 

the most important and fundamental cultural values, customs, and beliefs from one generation to the next. 

Learning simple cognitive skills, such as basic arithmetic or reading skills, as well as more complex 

cognitive skills, such as critical thinking or problem solving, are facilitated when models verbalize their 

own thought processes as they engage in these activities (Salisu et al., 2014). Thoughts are thus made 

observable and potentially modeled through the overt verbal representation of the model’s actions. 

Modeling both thoughts and actions has several helpful features t+32hat contribute to its effectiveness in 

producing lasting cognitive skills improvements. Nonverbal modeling gains and holds attention, which is 

often difficult to sustain by talk alone. It also provides an informative semantic context within which to 

imbed verbalized rules (Holland C& Kobasigawa A, 1980). 

Theoretical lens  

Theories guide and give meaning to what we see as researchers. Using theory helps scholars ex-

plain, predict, and understand phenomena and, in many cases, to challenge and extend existing knowledge 

within the limits of critical bounding assumptions. When a researcher investigates and collects information, 

he/she needs a clear idea of what information is important to collect. Therefore, the theory is a tool that 

enables us to identify a problem and plan a means for altering the situation. This study is based on social 

learning theory, which states that we learn from our interactions with others in a social context. Social 

learning theory clarifies the summative perspectives of medical teachers and undergraduate medical stu-

dents, explains the findings of the study, and constructs a road map to navigate role modeling in the school. 

The study used an educational setting as a base for the interview guide and facilitated an understanding of 

role models and their portrayal. 

Social learning is assumed to operate in the same way throughout life (Digger, Nussbam & Had-

dock, 1993). Social learning theory hypothesized that people learn from one another by observation, imita-

tion, or modeling (Wunshell et al., 2007). Social learning theory extends the learning process beyond the 

teacher-learner relationship to the broader context. Learning is often a social process, and other individuals, 

especially significant others, provide compelling examples or role models for how to think, feel, and act. 

Role modeling is a central concept of the theory. Through observation, the behavior of other people devel-

ops similar behaviors. After observing others’ behavior, people assimilate and imitate that behavior, espe-

cially if their observational experiences are positive or include rewards related to the observed behavior. 

Albert Bandura, a leading scientist on social learning theory wrote learning can occur without a 

change in behavior (REF). In other words, behaviorists say that learning has to be represented by a perma-

nent change in behavior. In contrast, social learning theorists say that because people can learn through 

observation alone, their learning may not necessarily be shown in their performance (Bandura,1965) and 
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later on added learning may or may not result in a behavior change (Bandura,2002b). Albert Bandura out-

lined the four-step internal process that directs social learning: attention phase, retention phase, reproduc-

tion phase, and motivation phase. 

The first step in Bandura’s model is the attention phase; it is necessary for any learning to occur. 

Researches indicate that role models with high status and competence are more likely to be observed. How-

ever, learner’s characteristics, such as needs, self-esteem, and competence, are the most significant deter-

miner of attention. It can also be influenced by features of the model or the observer, such as the observer’s 

expectation or level of emotional arousal. The second step is the retention phase: it involves storage and 

retrieval of the observed of what is observed. This process depends on the observer’s ability to code or 

structure the information in an easily remembered form to mentally or physically rehearse the model’s 

action. The third step is the reproduction phase: it comes when the learner copies the observed behavior. 

Observers must be physically and intellectually capable of producing the act. Mental rehearsal, immediate 

enactment, and corrective feedback enhance the behavior. But sometimes, reproducing the model’s action 

may involve skills the observer has yet not acquired. The last is the motivational phase: which indicates the 

learner’s level of motivation to perform a certain type of behavior. The observer will perform the act only 

if they have some motive or reason to do so. The presence of reinforcement or punishment, either to the 

model or directly to the observer, becomes most important in this process. Attention and retention phases 

account for acquisition or learning of the model’s behavior, while reproduction and motivation control the 

performance. 

Statement of the problem 

Role models can serve as an object of admiration, emulation, and respect. Role models have shown 

us how to inculcate professional values, attitudes, and behaviors in students and young professionals (Paice 

et al. 2005). However, the rapport between an undergraduate medical student and medical teacher appears 

tense in the School of Medicine due to cultural and behavioral constructs. Social interactions with 

individuals with some level of authority, elders, and religious leaders are commonly uneasy and can be very 

stressful for Ethiopian youth. The culture condemns talking back to and interrupting these individuals and 

only focuses on what not to do. That leaves little room for proper communication and shared understanding. 

Students have to interact with teachers on formal and social demeanor to attain professionalism, ethics, 

medical skills, and knowledge. For students to acquire the mentioned requirements, they might need to 

“observe” and “navigate” the educational setting to idolize individuals; role models.  

The concept of role model and role modeling in the School of Medicine, College of Health Sciences 

at Addis Ababa University, is unknown. The perceptions of role models have not studied in the past. The 

evolution of the role model and role modeling through time and understanding of how role modeling works 

at various levels is a goal of the study. To address these issues, I studied the concept of role model and role 



14 
 

modeling from two educational components; undergraduate medical students and medical teachers. The 

experiences of the medical teachers (with long years of service) compared to the undergraduate medical 

student (who joined in recent years) provided a baseline finding to define the term “role model” and “role 

modeling” in this context..   

Central research question  

The study will investigate the attributes of role models by final-year undergraduate medical 

students and medical teachers and why they are considered role models in our context at the School of 

Medicine, College of Health Sciences at Addis Ababa University. 

Objective  

The general objective of the study was to explore who is considered a role model by the medical 

teachers and undergraduate medical students of the School of Medicine, College of Health Sciences at 

Addis Ababa University. 

The study defined role models, inspected why and how they came to be; through assessment of 

perception of medical teachers and undergraduate medical students on role models. It elaborated role 

modeling for the specific context. It also compared medical students’ and medical teachers’ perceptions of 

attributes they consider essential for role models to possess. It examined the medical teacher role modeling 

experience or if there was any. 

Methodology  

Study Design 

Qualitative phenomenological research was conducted using a constructivist methodology. The 

phenomenon of interest was medical students’ and medical teachers’ perceptions of attributes important for 

role models to possess.   

Study Duration  

The study conveyed from September 2019 to May 2020.  

Study Site  

The site of the study was in the School of Medicine, College of Health Sciences at Addis Ababa 

University, located Addis Ababa, and the capital city of Ethiopia. 

Study Participants 

The study was conducted on a heterogeneous sample. The participants were medical teachers and 

final year undergraduate medical students in in School of Medicine, College of Health Sciences at Addis 

Ababa University. 
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Inclusion Criteria 

The study included willing participants’ final year undergraduate medical students and medical 

teachers who teach undergraduate medical students more than or equal to 3 months per year. On this basis, 

the medical teachers in the department of Internal medicine, Surgery, Pediatrics and Gynecology & 

Obstetrics were included. 

Sampling  

Final year undergraduate medical students of all the medical student cohorts were purposefully 

sampled as they spent seven years in the school. Through convenience sampling; sixteen out of one hundred 

fifty-four final year students were willing for participation.   

Medical teachers who have over twenty-five years of experience in their respective specializations’ 

were purposefully selected. Through convenience sampling; only three out of thirty-six of medical teachers 

were willing for participation.  

Data Collection 

The study has two distinct data collection phases, one for the medical teachers and the second for 

undergraduate medical students. A focus group discussion was conducted on January 2nd 2020 as a pilot 

test of the question for medical students. The participants were undergraduate dental medicine students who 

are excluded in the study but are exposed to the same learning environment with the undergraduate medical 

students. Data collected for medical students utilized focus group discussions using semi-structured 

interviews (Appendix 5). These included two focus group discussions with six members’ each and one focus 

group discussion with four members; two of the appointed members’ were unable to participate at the last 

minute. The focus group discussions were administered in an available class room; each discussion lasted 

for an hour and half using both English and Amharic for enhanced communication. Participants were asked 

about if they consider individuals as role models, their encounters with them and its impact on the outcome 

of their education.  

Due to medical teachers’ strict schedule semi-structured interviews were feasible data collection 

tool. Three semi-structured interview were done in English by their preference, at each participant’s office. 

The participants were asked questions related to role model and role modeling with probing questions to 

facilitate further discussions as needed (Appendix 4). 

The focus group discussion and the one to one interviews were audiotaped. Additional field notes 

were taken to record participants’ non-verbal cues, unique usage of words, and pronouns and record 

important context. 

Data Storage  

The raw data were converted to computer files on a password-protected personal computer. Files 

for each focus group or interview were named using the standard convention specific for the transcribed 
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data. For safety and integrity, the data was organized and archived in correlation with time, place, and data 

collection method.  

Data Transcriptions  

Focus group and interview discussions were recorded, transcribed and coded for each phase. I 

coded and transcribed the data. I reviewed the Medical teachers (phase one) and the undergraduate medical 

students (Phase two) separately. English translations were done for segments of the data that are used to 

report the findings.  

Data Rigor  

The credibility is to create confidence in clarification of the meaning of the data. In this study, 

complete explanations were used that decreased the probability of losing information.  In order to obtain 

dependability, in-depth methodological explanation was used to permit the repetition. Transferability ex-

plains the extent to which study findings can be appropriate in contexts outside the study condition. Total 

explanation of the phenomenon under study was delivered to allow readers, thereby allowing them to asso-

ciate the instances of the phenomenon defined in the research report with those they had observed to appear 

in their situations. 

Ethical approval 

Three hard copies of the proposal of the study were submitted to the department of health sciences 

education to be reviewed by local advisors. The proposal was approved on October 30th 2020 by the 

institutional review board of the School of Medicine, College of Health Sciences, in Addis Ababa 

University. 

Disclosure  

The participants notified of the method and the aim of the study, and they voluntarily participated. 

They advised that they could withdraw from the interview at any time. Also, they were ensured their identity 

would be kept secret in research reports. Ethical consideration of the discussion was assured by privacy and 

confidentiality with each study participant with documented informed consent. There were no power 

relationships among undergraduate medical students, as they were all from the same cohort. Participants 

were provided by participant’s numbers to preserve anonymity. And, they were instructed to address each 

other with their respective numbers for the duration of the focus group discussions.  

Results   

I planned to conduct the study with twenty-two participants, but it was done on nineteen partici-

pants; three medical teachers and sixteen final year undergraduate medical students. Ten prospective par-

ticipants’ declined the request, so I proceed with data analysis. The majority of the data was in English, 

but the portion of the Amharic data was translated into English using phrasings and words with similar 
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meanings. The collected data from the six data points (three focus group discussion and three interviews) 

was suggestive of data saturation. I encoded and constructed the themes using the four phases of social 

learning. The theory served as guidance in formulating interview questions, understanding the data, and in 

theme creation. The encoding was done in two phases (Phase1 & Phase two), which correlate with the 

finding report. The coding trees for both phases are displayed in Appendix 6 and Appendix 7. The data 

acquired from the undergraduate medical students and medical teachers were encoded similarly, yielding 

different findings. 

The concept of role model reaches far beyond the lecture hall and, particularly in clinical educa-

tion which encompasses numerous environmental factors and contexts. It is not regularly investigated be-

cause the analysis is not straightforward, despite its implication on teaching and learning. The qualitative 

approach using focus groups and interviews was chosen to establish undergraduate medical students and 

medical teachers’ perceptions of role models within the school. Students appear to be good at recognizing 

influences of positive and negative role models, particularly the adverse impacts of the negative role mod-

els on their quality of education, such as loss of interest and psychological trauma. Meanwhile, the medi-

cal teachers identified the attributes and actions toward becoming a positive role model but revealed con-

strictions such as low pay and lack of recognition. Three themes were developed from the study; positive 

role model, negative role model, and role modeling. The themes are discussed from the perspective of 

medical teachers (Phase one) the undergraduate medical students (Phase two). 

PHASE ONE: - Medical teachers’ perceptions of role models 

The medical teachers that participated had over twenty-five years of experience as an educator. The 

participants range from pediatric surgeons, Pulmonary, and intensive care specialists to gynecologists. 

Three themes emerged while discussing encounters with prominent individuals throughout their training 

and career: positive role model, negative role model, and role modeling.  

Positive role model  

This theme was selected when medical teachers talked about personal experience with individuals 

who left good impressions and regarded them as a positive role model. They mentioned clinicians they 

trainer under and previously worked with as their positive role model. The conversation comprised three 

categories; the admirable attributes of the positive role models, their constructive impact, and affirmative 

social acceptance. The frequently mentioned admirable attributes were humility towards students, 

punctuality for academic sessions, integrity during practice, compassion towards patients’ and 

meticulousness of medical interventions. One medical teacher expressed this as:  

“He was real academician…I have witnessed his dedication, love to his profession and his 

patients’.”MT3 

Another one added  
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“It is in bedded in his character, it’s the package not a special episode …...he comes in time for 

the morning sessions…he takes things seriously. He always examined the patient properly, he 

believes in discussion, he doesn’t force you to do something but convince you scientifically.” MT1 

The medical teachers identified the constructive impact of positive role models, which happened 

overtime on formal and social interaction. They said it influenced their career inclinations, being more 

empathic towards patients, exercising fairness to students, and becoming a diligent researcher and 

physician. A medical teacher said: “I involve with students… I am emphatic and compassionate towards 

patients’ and parents.... I try to be a good teacher …” MT2  

 In addition, these role models reportedly respected by other colleagues and sometimes received 

low-scale promotions such as a unit or department head. However, the positive role models rarely 

recognized for their effort and character by the school’s administration. One medical said: 

 “… we are colleagues now and tell him about it …. he is not only my role model …. many people tell him 

even raise certain incidents “MT2  

And another one expressed it as: 

“he is highly respected by his colleagues…. I heard that he is a leader in his religious and social 

life.”MT1 

Negative role models 

This theme was discussed by the participants with a concerned tone when they recalled their 

personal experiences with individuals who left wrong impressions and their current observations on the 

misconduct of fellow educators and labeled them as negative role models. It was discussed in three 

categories; unethical attributes, destructive impacts, and slight social acceptance. Procrastination, 

harassment and belittling students’ and colleagues, disrespect to patients’, attendants and students, and 

professional incompetence were frequently mentioned as unethical attributes of the negative role models. 

They noted educators behaving in that manner were common during their training years. Though times 

have changed, it is still observable in educators. One medical teacher expressed it as:  

“… loading the students with all the activity and leaving everything for them even forming and 

leading a gang against a student …someone should have his own stand and attitude towards a 

student.” MT1 

Medical teachers acknowledged the destructive impacts of these individuals and few mentioned 

being personally unaffected due to personal and professional growth. A medical teacher said: 

“Sometimes I may not control my emotion but I feel bad after that …I used to get angry easily …. 

but I matured and improved …” MT3 

However, they noticed its effect on students such as lose of interest. One medical teacher expressed it as: 
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“…I understand it can be very discouraging for undergraduate students….” MT2 

 According to the medical teachers, negative role models were unevaluated for their clinical and 

ethical competence and were rarely punished for misconduct; there for has a slight social acceptance. A 

medical teacher said: 

“…. his personal and professional life was in turmoil…. he was not liked in the department and 

was considered a bossy leader…the negative outcomes of his interventions were widely spoken.” 

MT2 

Role modeling  

The theme of role modeling was developed when medical teachers articulated the net effect of the 

positive and negative role models as they passed on knowledge, skill, and value. It has three categories; 

Performance of role models, the performance of medical teachers, and mode of learning. Role models’ 

performance illustrates medical teachers’ observations on their role models; as they worked hard, lead, 

treated patients’, harassed, belittled, intimidated patients’ and students’. Some medical teachers reported 

improved negative role models, while positive role models became recognized for their efforts. A medical 

teacher stated: 

 “…. they disrespected and harassed students, but it was more of the social aspect other than that 

they were excellent clinicians… eventually I saw them changing through time ... they were lacking 

the human component ...they recognized that and tried to socialize.” MT2  

The performance of medical teachers as a result interaction of their role models was inspiring. The 

findings were; be open-minded towards students’, becoming better educators and researchers. A medical 

teacher stated:  

“When I am with students I don’t want to say bad things…I try not to point on a specific person 

...not discriminate” MT1 

  Based on self-assessment some participants viewed themselves as a positive role model for medical 

students’. A medical teacher said: 

“I do consider myself as a role model …I feel like am successful and accomplished …I know what 

I have is not an ideal but you know I have feel accomplished …. I got married and have kids …I 

feel like I am a good teacher … clinical teaching is not similar to other discipline. You coach and 

teach your trainees by sharing your experiences … I give constant feedback for students … also 

the research aspect I have many publication …my papers are quoted in many presentations …I feel 

like there are some positive things that impacted my trainees” MT 2 

While another one argued: 
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“…it is hard to define self as a role model…it is others who define you as a role model as a bad or 

good or partially good …so I cannot say …. some times more than 50% of role modeling is 

bad…unless it is reflective it is not good …there are negative thing you teach your students whether 

you know it or not …” MT 1 

 The medical teachers also mentioned constraints to be a positive role model, such as low pay, lack 

of encouragement, and proper evaluation system, which considered a faculty member to be the bigger 

opportunity. A medical teacher stated:  

“…the salary the faculty is earning is very low …you cannot leave with it.so, people should look 

for other source of money …it’s not peculiar for me…. everyone is doing it…it has affected the 

outcome and quality of public service”MT3 

The learning model described when participants spoke about how they attained the attributes and 

actions of their role models. They had differing views on role modeling as a learning tool. One medical 

teacher said:  

“I pick the positive behaviors and practice it in my own way…I don’t copy it…I am not that kind 

of person” MT 2 

Another medical teacher expressed it as: 

“I copied that unintentionally… we grow up seeing our teachers beating students… but I learned 

that people can learn more if you encourage them…I don’t want to harass anyone” MT 3 

PHASE TWO: - Undergraduate medical students’ perceptions of role models 

 

The undergraduate medical students who participated were in their final year and had the most 

experience in medical school. While discussing encounters with prominent individuals throughout their 

training, three themes developed; positive role model, negative role model, and role modeling. 

Positive role model  

According to participants, individuals that leave a good impression on the medical student are very 

few, but when they do, they were regarded as positive role models. Some medical teachers were repeatedly 

mentioned on that accord. The theme is discussed in three categories; the admirable attributes of the positive 

role models, their constructive impact, and confirmatory social acceptance. Excellent clinical knowledge 

and skill, punctuality, dedication, objectivity, and humility were stated as admirable attributes of a positive 

role model. The students stressed respect for patients and especially students, was considered the finest 

attribute. Some of the descriptions of positive role model attributes were as follows 

One student explained about her positive role models as: 



21 
 

“For me it is women who are seniors …our educational system is more of a hieratical thing …I 

really love those women who are friendly but smart at the same time ...I don’t have a specific person 

but I am inspired by them” FG1P6 

Another one spoke about added: 

“Medical school is all about helping people and making life easier for others…for me being humble 

as a person is a big deal…. having a good interpersonal relationship with colleague and students. 

When a person is humble; respects the people around, is always open for discussion, listens to idea, 

understands other people, have good communication …is a positive thinker and will be very 

supportive…for me the biggest thing is being humble.” FG3P4 

 Students recognized the constructive impact of positive role models on their medical training, such 

as becoming more empathic towards patients, having endurance, being more attentive, and retaining the 

subject matter. One student said:  

“When I become fatigued and don’t have the energy to go on anymore.... I feel his concern towards 

me and see him care for patients…. I reflect on myself and find my last ounce of energy to go on 

with my day.” FG2P1 

 During the focus group discussions, the participants agreed on individuals’ mentioned positive role 

models. The positive role models were respected, loved, and repeatedly awarded by students. One medical 

student said: 

“I can vouch for individuals mentioned by P5, P6, P3…. the three of them. Prof. Y is exemplary 

woman, Dr. S was like our father [ group laughter] and Dr. A’s dedication is on another level and 

my role model Dr. T …” FG1P2  

Negative role model 

Students reported this theme with despair. They regarded seniors, residents that left a wrong 

impression as a negative role model. The medical students’ experiences with the negative role models were 

shared among the discussion participants’. There were many nodding heads with nervous laughter. Most 

switched from English to Amharic to fully express incidents. It is explained in three categories as unethical 

attributes, destructive impacts, and social reluctance. Disrespecting students’, harassment and intimidation, 

coercing false patient history, student generalization were conveyed as unethical attributes of a negative 

role model. A medical student said:  

“The most common thing is belittling and disrespecting individuals…Mostly it is not directed to a 

colleague but at inferiors who are still in the education process from C1 till residents. The second 

is patient handling, they don’t have a good relationship with patients …...they don’t treat the 
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patients at all …even they don’t care while breaking bad news they say things like ‘you’re going 

to die’. We feel devastated when we see that…. Even the relationship among colleagues are very 

bad. We are all working for the same goal…. some feel superior when insulting other…” FG2P3 

The participants admitted negative role models had a destructive impact on the quality and outcome 

of their education, such as discouragement, loss of interest, and psychological trauma. Also, they reported 

students’ withdrawal from training because it was often common. A student explained his personal 

experience as:  

“….. out of nowhere…they attack you personally even when they see they don’t identify you as a 

human being… they prove themselves by diminishing you. They might get into a very sensitive 

issue…. even on oral exam …I have been asked personal questions and was evaluated by that. The 

best part is … you can’t be emotional…if you are they consider it as disrespectful…. You are their 

inferior…they define your identity.” FG3P5 

The students also revealed social reluctance towards negative role models. Individuals’ were rarely 

evaluated and punished for unethical behaviors. The participants added these deeds were sometimes 

observed in the majority of the clinical department’s staff. One student said:  

“Some character of the seniors is socially accepted …. It is not a good thing but it is their own 

thing …Most of the time the seniors want to be seen as a God and we will see them as a God too…. 

if you go against them …the consequence is really bad. You don’t want to risk yourself so you just 

accept it and go with it until the time passes.” FG3P3  

Role modeling  

The theme role modeling emerged through the performance of role models, subsequent students’ 

performance, and mode of learning. It discusses the summative effects of role models on undergraduate 

medical students and their process. The performance of role models illustrates the observation of students 

as their role models; they conducted academic sessions and interacted with patients’, harassed, and 

intimidated students. Medical students said:  

“…it is more of consistent…. I consider it as their personality trait. It seems like they started it in 

the past, I never saw episode of them diverting. They show these behaviors in a daily basis …that 

was surprising because some of it demands energy and you have to go out of your way to do it 

…but they do that persistently….it seemed like they life was painted by it” FG2P4 

Another one added: 

“…they don’t act as monitors; they don’t consider us like students. You will be insulted equally at 

your first and last bedside. They are not teachers …they only look for your bad side. They don’t 
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follow up on what you read and should read. Their common feature is that they will pick a bad side 

and insult you” FG3P2 

While students reflected on their performance, most reported they were inclined to act as the 

negative role models than positive role models due to lack of proper guidance, supervision, and coercion. 

One student explained it as:  

“I have been affect in both ways … in gyn/obs department…. lying or creating new patient at a 

morning session is common …I am accustomed to lying…even if that angers me…it is my only 

choice to survive. We (from C1 till R4) sit down in the morning and create new patient…. If 

something wrong occurs, you change the patient’s history …. I used to say no but the residents kept 

insulting me so I got used to it. Currently, if you ask me a patient’s vital sign …I will tell you (group 

laughter) …to tell you the truth I am disappointed in myself. ……when you see patients’ being 

mistreated you will be shocked; they will teach you how to do it their way… ...then it is normal…. 

I don’t like it…and I always contemplate why I lie. If I have told the truth, I know I would have not 

graduated…this is clear. …. the good qualities at least I have learned patience …. starting from 

the janitors till the seniors you have communicate with patience. Now I can at least communicate 

with people and be patient” FG2P4  

The learning model described how undergraduate medical students attained a role model’s 

attributes and actions. Participants mentioned intentional copying or rejecting of attributes and unintentional 

replication. For instance, medical students in the same focus group expressed it as: 

 “It is about survival [ laughter]” FG3P5 

“….. I barely remember, acquiring that intentionally ….” FG1P1 

Discussion  

This study showed that medical teachers and undergraduate medical students are directly affected 

by role models. Medical teachers and students explored the attribute and performance of individuals before 

labeling as positive and negative role models. The results of phase one and phase two indicated overall 

similarities, such as attributes of role models and overlooked aspects of academic evaluations. 

As identified by Lockwood and Kunda 1997, medical teachers recognized attributes of role models 

mostly based on the social aspect and selected positive role models with the expertise to be potentially 

attainable. The presence and performance of positive role model also influenced their inclination while 

resisting adverse influences of negative role models. Medical teachers also noted; colleagues regarded as 

negative role models are hindering undergraduate medical students’ education. Low payment, lack of 
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acknowledgment, and punishment were seen as the contributing factors for the poor performance of medical 

teachers.  

Undergraduate medical students also described influences of role models mainly; negative role 

models. Even though studies show, role models serve as an object of admiration; teach professional values 

and behavior in students and young professionals’ (Tadayon & Razie, 2012). The students mentioned 

harassment and intimidation even confessed to falsifying patients’ records. They also added positive role 

models that were rarely accredited, and the negative role model’s misconduct was never addressed. The 

study revealed collateral learning of medical students through their encounter with a medical teacher, and 

the curriculum was mostly unprofessional and unethical conduct.  

Bandura 1986, stated modeling as one of the most efficient mode of learning. The medical teachers 

selectively learned attributes from role models and described themselves as a role model. They viewed role 

modeling to be directed towards students. A study showed learning and critical thinking are facilitated when 

role models engage in activities and verbalize the process (Salisu et al.,2014), are attentive to nonverbal 

modeling to construct context (Holland C& Kobasigawa A, 1980). The undergraduate medical students 

observed behaviors’ and intentionally learned actions of positive and negative role models with conscious 

rejection in some exceptions. However, medical students lacked proper guidance, which affected their 

professionalism, personality, and new rules of practice. According to Hafferty F 2006, professional identity 

formation is done during clinical training. Therefore, undergraduate medical students were more affected 

by negative role models when medical teachers resisted it. 

Conclusion  

This study revealed that role modeling is present in the School of Medicine. However, it also 

revealed that it is something that is acting upon a learner’s professional identity formation in a majorly 

detrimental way, an unexpected finding.  Furthermore, I concluded that role modeling was not something 

that most medical teachers were aware of, nor were they aware of the potential for it to act in a destructive 

and/or detrimental way on their student’s professional identity formation in the crucial period of 

undergraduate medical education.  More specifically, I found that, in many instances, that the 

administration, faculty, and students refrained from addressing these concerns at all or as a collective group. 

As a result, this study exposed or made visible, a significant crack in the evaluation criteria of educators in 

our sites.  To move forward, this study suggests that medical educators consider how they might become 

more attentive to the power, and the effect, of role-modeling and how it might be possible to harness it to 

provide a more positive impact upon the learning experiences for students and on their professional identity 

formation. Future research seems necessary in this domain, research that builds upon this work, further 

investigating the effects of role models and role modeling on learners’ professional identity formation from 
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other viewpoints and locations. It is the hope of this study, it can be a help to promote a better understanding 

of the role models in medical education in Addis and stimulate further dialogue about role model and role 

modeling. 

Strength and limitation of the study  

This study's qualitative nature means that issues have been explored in-depth, although the results 

will have limited generalizability to other institutions. Focus groups and interviews provide an excellent 

source of qualitative data, but by their nature are influenced by group dynamics. The transcription and 

translation were done only by the author. The other limitation is the study did not examine the role model 

from the complete stakeholder of medical education. 
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Budget  

 

 

 

 

 

 

 

 

 

 

 

Category Amount Unit cost per birr Total cost per birr 

Instruments  

Tape recorder  1 5,000.00 5,000.00 

Storage device  2 pcs 500.00 1,000.00 

Consumable materials 

Paper 2 packs 300.00 600.00 

Writing utensils  1packs 800.00 800.00 

Airtime 20 hours 50.00 1,000.00 

Logistics 

Printings  100 pcs 3.00 300.00 

Data security 1 4,000.00 4,000.00 

Travel cost 50 round 100.00 5,000.00 

Key personnel 

Transcriber 1 3,000.00 3,000.00 

Refreshments 

Focus group discussion 35 30.00 1,050.00 

Interviews 4 30.00 120.00 

Total   13,813.00 21,870.00 
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Appendix 1: - Working definition 

 

It is the contextual meaning of words or phrase to correlate with the study. Table 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Term  Definition  

1 Senior  Medical consultants  

2 Resident Post graduate medical student 

5 C1 3rd year undergraduate medical student 

6 Rn Post graduate medical student N= year of program   

7 MTn  Medical teacher participant number  

8 FGnPn Focus group number participant number  
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Appendix 2: - Interview Consent Form 

 

Addis Ababa University  

 College of health sciences   

 School of Medicine     

 

 

Research title: Medical teachers’ and undergraduate medical students’ perceptions of role models in 

medical education. 

Research investigator: Dr.Fasikawit Engida  

Research Participants name: 

 

The interview will take thirty minutes. We don’t anticipate that there are any risks associated with your 

participation, but you have the right to stop the interview or withdraw from the research at any time. 

Thank you for agreeing to be interviewed as part of the above research. Ethical procedures for academic 

research undertaken from the School of Medicine institutional review board requires that interviewees 

explicitly agree to being interviewed and how the information contained in their interview will be used. This 

consent form is necessary for us to ensure that you understand the purpose of your involvement and that you 

agree to the conditions of your participation. Would you therefore read the accompanying information sheet 

and then sign this form to certify that you approve the following? 

• the interview will be recorded and a transcript will be produced 

• you will be sent the transcript and given the opportunity to correct any factual errors 

• the transcript of the interview will be analyzed by Dr.Fasikawit Engida  as research investigator 

• access to the interview transcript will be limited to Dr.Fasikawit  and academic colleagues and researchers 

with whom she might collaborate as part of the research process 

• any summary interview content, or direct quotations from the interview, that are made available through 

academic publication or other academic outlets will be anonymized so that you cannot be identified, and care 

will be taken to ensure that other information in the interview that could identify yourself is not revealed 

• the actual recording will be kept in a password protected storage device. 

 • Any variation of the conditions above will only occur with your further explicit 

approval 

All or part of the content of your interview may be used; 

 In academic papers, policy papers or news articles 

 On our website and in other media that we may produce such as spoken presentations 

 On other feedback events 

 In an archive of the research as noted above 

 

By signing this form, I agree that; 

I am voluntarily taking part in this research. I understand that I don’t have to take part, and I can 

stop the interview at any time; 
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The transcribed interview or extracts from it may be used as described above; 

I have read the Information sheet; 

 I don’t expect to receive any benefit or payment for my participation; 

 I can request a copy of the transcript of my interview and may make edits I feel necessary to 

ensure the effectiveness of any agreement made about confidentiality; 

I have been able to ask any questions I might have, and I understand that I am free to contact the 

researcher with any questions I may have in the future. 

Participant’s signature                                                            Date: - 

Researcher signature                                                             Date: - 

Contact information 

Name of researcher:-Dr.Fasikawit Engida  

E-mail: Fasika.engida@gmail.com  

You can also contact Dr.Fasikawit ‘s supervisor: 

Name of researcher:-Professor Amha mekasha 

E-mail: amekashaw @yahoo.com  
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Appendix 3: - Focus group discussion consent form 

 

      Addis Ababa University   

      College of health sciences   

      School of Medicine     

 

Research title: Medical teachers’ and undergraduate medical students’ perceptions of role models in 

medical education. 

Research investigator: Dr.Fasikawit Engida  

Research Participants name: 

 

The interview will take 1 hour. We don’t anticipate that there are any risks associated with your participation, 

but you have the right to stop the interview or withdraw from the research at any time. 

Thank you for agreeing to be in the focus group discussion as part of the above research. Ethical procedures 

for academic research undertaken from the School of Medicine institutional review board requires that 

participants explicitly agree to being interviewed and how the information contained in their discussion will be 

used. This consent form is necessary for us to ensure that you understand the purpose of your involvement and 

that you agree to the conditions of your participation. Would you therefore read the accompanying 

information sheet and then sign this form to certify that you approve the following? 

 

  YES NO 

I have read and understand the participant information and have had answers 

to my questions that I am happy with.    

I understand that I have free choice of whether to take part or not.    

If I withdraw from the study I understand that any anonymized data 

collected from me up to this point will be kept.    

I understand that I have the right to refuse to answer any question or discuss 

any topic that I do not want to talk about.    

I give my permission for the interview/ discussion to be audio-recorded. I 

also understand that the audio-recording will be destroyed at the end of the 

project and the transcript will be archived.    

I understand that what I talk about in the interview/ discussion will be kept 

strictly confidential.    

I agree to take part an in-depth interview/ focus group discussion (please 

delete as appropriate)    

 

Participant’s signature                                                            Date: - 

Researcher signature                                                             Date: - 

Contact information 
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Name of researcher:-Dr.Fasikawit Engida  

E-mail: Fasika.engida@gmail.com  

You can also contact Dr.Fasikawit ‘s supervisor: 

Name of researcher:-Professor Amha mekasha 

E-mail: amekashaw @yahoo.com  
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Appendix 4: - Interview questions for medical teachers 

 

Addis Ababa University,  

College of health sciences,  

School of Medicine  

 

Research title: Medical teachers’ and undergraduate medical students’ perceptions of role models in 

medical education. 

Researcher investigator:-Dr.Fasikawit Engida 

Moderator name: - 

Transcriber name: -  

Duration: - 30 minutes  

When did you join medical school?  

When did you choose that specialty program? 

What Is your job in the School of Medicine? 

Why did you choose that specific specialty? 

If there was a specific experience or a person that lead you to choose that specific spe-

cialty 

How did that affect you?  

Do you think you would have chosen differently if…? 

Through your experience was there a person or people that you looked up to  

What make him/her distinct (character)  

Was there a special episode that you observed  

Can you please elaborate 

How did he/she handle routine task (patient care, skill, attitude, teaching...) 

Do you think it was also known for others, socially acceptable?  

Can you please mention an individual with the characteristics’ listed above?  

Through your experience was there a person or people that had a negative impact 

What make him/her distinct (character)  
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Was there a special episode that you observed  

I can see how that was difficult for you, can you please elaborate 

How did he/she handle routine task (patient care, skill, attitude.)  

After all of these point being said  

Do you recognize those character in yourself? 

Intentionally or Unintentionally (was not meant to copied) 

Is it socially acceptable 

How did that influence your daily routine (patient care, teacher and learning)? 

Do you think he/she were aware of the influence or impact? 

If not for this, do you think you thing could be different 

Through your years of service 

Do you think you have developed qualities or character to be considered by undergradu-

ate medical student?  

Has that been support by your colleagues or the institution reward or reprimand  

Please explain more  

Are you aware that you are portraying those to students? 

Please describe on how  

Have you observed the stated character on the undergraduate medical students /student? 

Has that been observed by your colleagues and students too 

Do you consider yourself as role model? 

Can you explain why  

What do you think is?  

The challenge of became a role model in this context 

The opportunity became a role model in this context 

Please add any ideas you think are relevant which were not raised in our discussion 
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Appendix 5: - Focus group discussion questions for undergraduate medical students 

 

Addis Ababa University,  

College of health sciences,  

School of Medicine  

 

Research title: Medical teachers’ and undergraduate medical students’ perceptions of role models in 

medical education Researcher investigator:-Dr.Fasikawit Engida 

Moderator name: - 

Transcriber name: -  

Duration: -1 hour  

When did you join medical school? 

How long was that 

How was your experience of undergraduate medical education? 

Can you please elaborate  

How did your upbringing and background influence those experience?  

Why did you think that happened?  

Really, do you think that happens to undergraduate medical students’ now 

Through your experience was there a person or people that you looked up to  

What make him/her distinct (character)  

Was there a special episode that you observed  

Can you please elaborate 

How did he/she handle routine task (patient care, skill, attitude, teaching...) 

Do you think it was also known for others, socially acceptable?  

Can you mention an individual with the mentioned characteristics’?  

Do the other group members agree?  

Through your experience was there a person or people that had a negative impact 

What make him/her distinct (character)  

Was there a special episode that you observed  
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I can see how that was difficult for you, can you please elaborate 

How did he/she handle routine task (patient care, skill, attitude.)  

After all of these point being said  

Do you recognize those character in yourself? 

Intentionally or Unintentionally (was not meant to copied) 

Is it socially acceptable 

How did that influence your daily routine (patient care, teacher and learning)? 

Do you think he/she were aware of the influence or impact? 

If not for this, do you think you thing could be different 

What is the way forward? 
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Appendix 6: - Coding framework for perceptions of medical teacher of role model 
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Appendix 7: - Coding framework for perceptions of undergraduate medical students of 

role model 


