

[image: cover]




Contents

The Hidden Curriculum, Ethics Teaching, and the Structure of Medical Education

Teaching Medicine as a Profession in the Service of Healing

Professional Development of Medical Students: Problems and Promises

Academic Medicine Must Deal with the Clash of Business and Professional Values

Can Professionalism Be Measured? The Development of a Scale for Use in the Medical Environment

In Search of the Informal Curriculum: When and Where Professional Values Are Taught

Renewing Professionalism: An Opportunity for Medicine

The Development of Professionalism: Curriculum Matters

Toward a Normative Definition of Medical Professionalism

Context, Conflict, and Resolution: A New Conceptual Framework for Evaluating Professionalism

Vanquishing Virtue: The Impact of Medical Education

Assessing Professional Behavior: Yesterday, Today, and Tomorrow

Role Modeling in Physicians’ Professional Formation: Reconsidering an Essential but Untapped Educational Strategy

Unprofessional Behavior in Medical School Is Associated with Subsequent Disciplinary Action by a State Medical Board

Measuring Professionalism: A Review of Studies with Instruments Reported in the Literature between 1982 and 2002

Viewpoint: Teaching Professionalism: Is Medical Morality a Competency?

Viewpoint: Today’s Professionalism: Engaging the Mind but Not the Heart

The Professionalism Mini-Evaluation Exercise: A Preliminary Investigation

Viewpoint: Professionalism in Modern Medicine: Does the Emperor Have Any Clothes?

Viewpoint: Professionalism and Humanism Beyond the Academic Health Center

Viewpoint: Linking Professionalism to Humanism: What It Means, Why It Matters

The “Pyramid of Professionalism”: Seven Years of Experience With an Integrated Program of Teaching, Developing, and Assessing Professionalism Among Medical Students

A Blueprint to Assess Professionalism: Results of a Systematic Review

The Increasing Complexities of Professionalism

Perspective: The Problem With the Problem of Professionalism





The Hidden Curriculum, Ethics Teaching, and the Structure of Medical Education

Frederic W. Hafferty, PhD, and Ronald Franks, MD

Academic Medicine. 69(11):861–71, November 1994.

Author Information

Dr. Hafferty is professor, Department of Behavioral Sciences, University of Minnesota, Duluth School of Medicine, and Dr. Franks is the dean of that school.

Correspondence and requests for reprints should be addressed to Dr. Hafferty, Department of Behavioral Sciences, University of Minnesota, Duluth School of Medicine, 10 University Drive, Duluth, MN 55812–2487.


ABSTRACT

The authors raise questions regarding the widespread calls emanating from lay and medical audiences alike to intensify the formal teaching of ethics within the medical school curriculum. In particular, they challenge a prevailing belief within the culture of medicine that while it may be possible to teach information about ethics (e.g., skills in recognizing the presence of common ethical problems, skills in ethical reasoning, or improved understanding of the language and concepts of ethics), course material or even an entire curriculum can in no way decisively influence a student’s personality or ensure ethical conduct. To this end, several issues are explored, including whether medical ethics is best framed as a body of knowledge and skills or as part of one’s professional identity. The authors argue that most of the critical determinants of physician identity operate not within the formal curriculum but in a more subtle, less officially recognized “hidden curriculum.” The overall process of medical education is presented as a form of moral training of which formal instruction in ethics constitutes only one small piece. Finally, the authors maintain that any attempt to develop a comprehensive ethics curriculum must acknowledge the broader cultural milieu within which that curriculum must function. In conclusion, they offer recommendations on how an ethics curriculum might be more fruitfully structured to become a seamless part of the training process. Acad. Med. 69(1994):861–871.



The teaching of ethics has become medicine’s “magic bullet” for the 1990s. Problems ranging from the breakdown of the physician–patient relationship to medicine’s loss of advocacy, the emergence of the patient-as-consumer, and the moral complexities of technological medicine have prompted calls for a greater emphasis on the formal teaching of ethics in medical schools.

In this article we explore the relationship between the formal and the informal teaching of medical ethics during medical training. We also examine—albeit more indirectly—how three beliefs, described below, serve to marginalize ethics in the culture of medicine. We argue that although matters of technical information and the transmission of technical skills traditionally have been thought to lie at the heart of the medical educational system, medical training at root is a process of moral enculturation, and that in transmitting normative rules regarding behavior and emotions to its trainees, the medical school functions as a moral community. We explain how formal instruction in ethics makes only a small contribution in that community, since most of the critical determinants of physicians’ identities lie not within the formal curriculum but in a more subtle “hidden curriculum,” which we describe. Finally, we argue that any attempt to develop a comprehensive ethics curriculum must acknowledge the hidden curriculum and the broader cultural milieu within which ethics teaching must function. We close with recommendations on how an ethics curriculum might be more fruitfully structured to become a seamless part of the training process.
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BACKGROUND

This paper had its origins in several events. The first was a conference, “The Meaning of the Holocaust for Bioethics,” hosted by the University of Minnesota’s Center for Biomedical Ethics, May 17–19, 1989. The conference focused on the gathering of “scientific” data from concentration camp inmates during World War II. It raised broad questions about the nature of ethics, science, medicine, and society, and painted a shocking picture of how the work of science and medicine can become distorted and ultimately immoral. A prominent solution offered by several of the presenters was that future ethical atrocities of this kind might be prevented if greater emphasis were given to the inclusion of ethical principles and precepts in the medical school curriculum.

In December of the same year, a special issue of Academic Medicine, “Teaching Medical Ethics,” appeared. Coming, as it were, on the heels of this conference, this special issue could be viewed as a blueprint for the development and delivery of such a curriculum. With its two overview chapters, extensive review of the literature on medical ethics education, two research reports, and descriptions of the history, goals, and content of ethics curricula at nine medical schools, this issue provides readers with an excellent opportunity to explore a number of (sometimes differing) views of the nature of medical ethics and its purpose as an object of pedagogy.

In December 1993, and January 1994, a shocked American public found itself battered by a whirlpool of unsavory revelations about the unwitting involvement of fellow citizens, including infants and children, in radiation experiments during the 1950s.1,2 Prominent among the questions raised has been how scientists, including physicians, could have allowed themselves to participate in these undertakings. Once again, suggestions for remediation have featured the need for greater formal ethics instruction in graduate and medical training programs.

A few months earlier, in October 1993, the Association of American Medical Colleges (AAMC) published Promoting Medical Students’ Ethical Development: A Resource Guide.3 Based on survey data and related materials, this publication focuses on the ethical dilemmas experienced by medical students during their training. Although structured differently from the earlier Academic Medicine special issue, this publication also advances numerous recommendations about the form and content of ethics instruction during undergraduate medical training.

In the following pages we offer a set of observations regarding the presence and role of medical ethics in the medical school curriculum that is somewhat different from what has appeared in these two publications and in the public debates about the ethical sensitivities of physicians and scientists. Our discussion centers around three themes or beliefs evident either within medicine or in the broader culture when matters of ethics and ethics instruction are raised. The first belief, mentioned above, is that past ills in the practice of medicine and the conduct of science can be corrected and future ills avoided only if ethics instruction is accorded a greater formal presence in the medical school curriculum.3,4 The second belief, well entrenched in the culture of medicine and somewhat antithetical to the first, is that while it may be possible to teach the knowledge base of, or information about, ethics (e.g., skills in recognizing the presence of common ethical problems, skills in ethical reasoning, or improved understanding of the language and concepts of ethics), one’s moral character basically is established prior to entry into medical school and that course materials or even an entire curriculum will not decisively reshape a student’s personality or ensure ethical conduct in the future.3–7 A corollary to this set of beliefs is that principles of moral behavior are familiar and obvious to all who seek to become physicians and that since those who enter medical school do so with high moral dispositions, specific instruction in this area is not necessary. The third belief is that while one’s ethical posture is most deeply shaped by long-standing personal and family values and beliefs, if it is to be influenced by current work and training environments the most influential vehicle involves informal processes such as “general clinical experience,” peer interactions, “ward rounds,” and “role models” rather than formal coursework in ethics or related topics.4
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TYPES OF MEDICAL ETHICS TEACHING

The assumption that “flaws,” “lapses,” or “perversions” in ethical behavior in medicine can be satisfactorily addressed by a concerted dose of well-intentioned and formally structured course work rests on two (often unexamined) assumptions. First, that the evils, faults, or flaws under consideration would probably not have occurred had the “proper” ethical instruction or foundations been present originally. Second, that in lieu of such a precondition, an increased commitment to the teaching of ethical precepts and principles represents an effective remedial (as opposed to prophylactic) tool. In turn, both of these assumptions are underscored by an even more primordial and flawed conjecture: that medical ethics can be approached and taught like other basic science courses—a conjecture that, if not acknowledged, can lead to a distorted view of the nature of ethics in medicine.

Back to Top

Ethics as Identity

We begin our discussion of the different types of ethics teaching with the proposition that ethics occupies a central place in clinical decision making. As such, its presence is critical to the professional development of the physician. Similarly, we concur with those who argue for a highly visible and indeed seminal role for ethics in medical training. Nonetheless, we also believe that there is a fundamental distinction between a pedagogical approach that highlights ethical principles as residing squarely within the physician’s professional identity and a view of ethics that frames ethical principles as tools to be employed in the course of clinical work. In the latter case, ethical principles may be framed as something that can be picked up or put down, used or discarded, depending upon the situation or circumstances involved. As such, ethics becomes cast as an entity whose locus of control is external both to the situation and to the actors involved—an instrument for manipulation much like any of the more technological tools medicine has at its disposal. It is an organizing premise of this essay that only when ethical principles have been fully integrated into the practitioner’s professional identity can medicine begin to resist future excursions into the diabolical, and not incidentally, to adequately justify its long-standing claim for autonomy based on an effective system of peer review grounded in ethical principles.8
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Culture, Medicine, and Ethics

Within the culture of medicine, the delineation between ethics-as-tools and ethics-as-identity, although certainly not alien to discussions about teaching and medical ethics, often is relegated to cursory comments about differences between “skills” and “orientations,” distinctions between “training” (the transmission of specific skills for the predictable solution of specific problems) and “education” (more the realm of “inquiry, adaptability, and flexibility”),9 or the need for medical students to “be” (the verb “become” is used much less frequently) compassionate and caring physicians and not simply exhibit an ability to dominate facts.10 Traditionally, medical culture has subsumed these dichotomies under the general rubric of medicine-as-art and thus something that operates along a dimension different from that of medicine-as-science. In turn, legions of studies, commissions, and medical educators have advocated “infusing” (the term is important—implying “coming from without”) both the structure and the content of medical education with materials and experiences designed to blunt the negative impact of a fact-based and punishing curriculum.

A somewhat different orientation exists in the field of education. Professional educators are less inclined to draw critical lines between “facts” and their setting or application.11 There is widespread recognition that all educational strategies (however targeted, task-specific, or “factually” based) involve the presence and transmission of cultural values and therefore the prospect of value change. Similarly, educators routinely acknowledge that the overall process of education is a form of socialization and that all socialization involves a moral dimension. In this sense, minds are being shaped—young and old, teacher and student—within a framework that transmits notions of rightness and wrongness, appropriateness and inappropriateness. The basic issue is not one of ridding the environment of “contaminating” values or elements but rather one of recognizing their presence and working with them—including taking steps to counter whatever elements are deemed (at the time) to be unwarranted or undesirable.11

Traditionally, such a paradigm has found little receptivity among medical school faculty, particularly those who view the knowledge base and application of science as value-neutral, “objective,” and therefore transcultural. They are not inclined to acknowledge the social and cultural matter—the world view—embedded in the sciences they teach.5,12–14

Administrators can add to this cultural myopia in terms of the benefits they attribute to certain teaching vehicles. For example, in a recent national study, medical school deans cited “role models” (by 82% of the responding deans), coursework (66%), and freshman orientation (59%) as the three major influences on their students’ development of high professional standards.3 In short—and here we are being deliberately provocative—administrators are saying that they expect a great deal from (1) largely unobserved, unmonitored, and highly idiosyncratic interactions, (2) formal instruction that occupies a marginal presence in the training structure (see below), and (3) a set of brief and often ritual experiences centered around salutations and ceremonies of greeting.

Medical ethics, as a focus of pedagogy, appears similarly encumbered. During the 1960s, the field of philosophy—along with the newly emerging social and behavioral sciences—ventured into medical schools, a domain that had been largely dominated by medicine as taught by physicians.15 These “outsider” disciplines often sought legitimacy within the medical culture by embracing many of medicine’s beliefs and rationales, including the methodologies and values of rational positivism.16 In many cases what emerged was an ethics curriculum grounded in logic and rationality, principle-based, and “as positivistic and reductionistic as the theoretical perspective and research strategy of molecular biology.”17 One consequence was the evolution of course work that stressed individualism while it de-emphasized the relevance of ethics to such macro entities as communities, organizations, and institutions.10 Similarly downplayed have been values such as “decency, kindness, sympathy, empathy, caring, devotion, service, generosity, altruism, sacrifice, and love.”18

Lest we forget sociology in this list of transgressors, major sociologic studies of ethics in medicine19–21 also have tended to ignore critical aspects of medical culture, sometimes to the point of mistakenly concluding that physicians receive virtually no ethical instruction during their training. Equally limiting, social scientists have been slow to recognize the ethical dilemmas created by the structure of the educational experience itself, including its highly stratified system of power and authority relationships and the requirement that students function in multiple—and often conflicting—roles (e.g., students simultaneously functioning as learners and as providers of care).5 Challenged by studies such as Bosk’s analysis of postgraduate surgical training,22 sociologists are beginning to recognize that medical training above all else involves the transmission of a distinctive medical morality. As we note below, outsiders, particularly the lay public, may take issue with the promulgation of notions of good and bad, right and wrong, but this is a different issue from the position that the practice of medicine is a value-neutral enterprise.
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Ethics Education versus Ethical Conduct

A central ingredient in the marginal status of ethics in the culture of medicine is the caveat that it is impossible to clearly establish a connection between “ethics education” and “ethical conduct.”23 A typical caution is that ethics should not be viewed as a vehicle for creating sound moral character or as a counter to the dehumanization wrought by medical training.24 When curriculum goals are specified, the emphasis is on the teaching of skills thought to enable students to identify, analyze, and resolve ethical problems in patient care situations6,24,25 and thus on what might be termed “ethics-as-technique.”

In contrast to a skill-based approach, issues of identity, identification, and affectivity receive a more limited (and sometimes ambivalent) billing. For example, Pellegrino discusses seven challenges or criticisms applied to the teaching of ethics, beginning with the question of whether teaching ethics can change physicians’ behaviors.6 His equivocal response is that there has been no proven correlation between the teaching of other basic science courses and clinical competence and therefore ethics should not be singled out. To the question “Can ethics be taught?” Pellegrino asserts that ethics, as a distinct subject matter with its own body of literature and methodology, is as teachable as any other discipline. Nonetheless, he does assert that the knowledge of ethics cannot be expected to guarantee virtue. He also comments here (and elsewhere4) that students arrive at medical school with their own values—values that are not changed much by a course in ethics, a viewpoint widely held in clinical medicine and frequently endorsed by basic science faculty. Although Pellegrino’s selection of “course” as his unit of analysis (as opposed to “curriculum”) renders this last assertion virtually unassailable, his overall response to this list of seven basic criticisms appears to affirm the existence of an immutable value system residing within one’s personality. In sum, when distinctions are drawn between knowledge or skills and their application, an implicit message is that there is a valid and operationally viable distinction between “good doctors” and doctors who “do good,” between ethical physicians and physicians who act ethically; and ultimately between an ethics that exists independent of its practitioners and external to the problem at hand (and thus can be characterized as something that can be applied) and an ethics that functions as an integral part of the physician’s identity.

Distinctions between knowledge–skill and identity are also evident (albeit once again indirectly) in discussions about the domain of ethics. Many articles urge faculty to make ethics “clinically relevant,” most often by structuring teaching around vehicles such as ambulatory care ethics conferences, inpatient ethics rounds, weekly ethics journal clubs, and ethics rotations.25 Those contemplating developing, renovating, or expanding their ethics curricula are urged to use the case-study approach, preferably using “real-life” examples selected by clinical students in order to enhance relevancy, authenticity, and thus student interest.5,7,24

But while critics may be hard pressed to find fault with “relevance” either as a pedagogical tool or as an educational goal, the use of case examples, however contextually focused, is not without important drawbacks. One danger is that case-oriented materials traditionally have framed the domain of ethics almost entirely within the physician–patient relationship.25 What becomes lost is a view of how medicine in general or medical schools in particular might be considered as moral agents or moral entities. In turn, this pedagogical strategy builds upon and reinforces the already pervasive value complex of individualism present in the subject matter itself and thus further dissuades students from developing either the inclination or the ability to raise broader questions about the nature of ethics and its domains. Important issues such as whether a medical school curriculum can be thought of as immoral, whether medicine (as a corporate entity) has a fiduciary responsibility to society (paralleling the responsibility that physicians supposedly have toward their patients), or whether professional organizations (e.g., the American Medical Association) have obligations that transcend their status as a trade group, remain unaddressed by succeeding classes of students.

A second and potentially more insidious shortcoming is that when calls are made for the use of contextually based case studies, they frequently are accompanied by the recommendation that these materials be grounded in the ethical quandaries directly experienced by students.3 While we would agree with the general principle of contextually based materials, the elevation of experience to the status of existence ignores the fact that one of the functions of professional training, particularly as it relates to the internalization of feeling rules and the general process of emotional socialization, is to transform that which is startling, disquieting, and/or morally unsettling into something that is routine, acceptable, or perhaps even to be preferred.26 In short, any approach to the construction of case studies that exclusively relies on trainees to identify the presence of ethical quandaries runs the risk of “underreporting” or otherwise distorting the nature of the educational experience, given that the trainees themselves are undergoing a process of socialization that is designed in part to alter their perception of what is going on around them. In short, what we have is the social science equivalent of the Heisenberg Uncertainty Principle.

Finally, calls to apply the logic and methodology of outcomes analysis to medical school training also slight the presence of moral development in the medical educational milieu by choosing to subsume entities such as “professional attitudes” within a longer list of skills, knowledge, and technique-based criteria.27 One result is that entities that once formed the ideologic cornerstone of what it means to be a good physician, such as “good character,” “the whole personality,” and “actual knowledge,” have become inconspicuously absent in these later formulations.28 In spite of the widespread attention accorded matters of ethics and medicine in recent calls for educational reform,29,30 the prevailing sentiment, at least within the basic science faculty of medical schools, is a rather limited and task-oriented view of ethics, a view in which ethics exists as a tool and therefore as something external to the core of medical practice and the physician’s identity.
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MEDICAL TRAINING AS SOCIALIZATION: THE HIDDEN CURRICULUM

Formal instruction in medical ethics does not take place within a cultural vacuum. This seemingly obvious fact, however, remains critically under-acknowledged in discussions about how the teaching of ethics might best be accomplished during medical training. Only a fraction of medical culture is to be found or can be conveyed within those curriculum-based hours formally allocated to medical students’ instruction. Most of what the initiates will internalize in terms of the values, attitudes, beliefs, and related behaviors deemed important within medicine takes place not within the formal curriculum but via a more latent one, a “hidden curriculum,” with the latter being more concerned with replicating the culture of medicine than with the teaching of knowledge and techniques.31 In fact, what is “taught” in this hidden curriculum often can be antithetical to the goals and content of those courses that are formally offered.10 The result can be a progressive decline of moral reasoning during undergraduate medical school training.32

By definition, socialization is the “processes by which people acquire the values and attitudes, the interests, skills, and knowledge—in short, the culture—current in the groups of which they are, or seek to become, a member.”33 Sociologically, medical training is the pathway by which lay persons are transformed into something other than lay persons—in this case, physicians. Neophyte students are taught what is valued by this new culture, along with strategies and techniques to organize these values. They also are provided with opportunities for internalizing these values. Via the socialization process, initiates are prepared for a type of work that unfolds in a landscape populated by both miracles and the macabre.14 Both society at large and the culture of medicine expect that as physicians they will think about and react to things differently than will lay people. As such, medical training involves considerably more than the acquisition of a new knowledge base. It also involves learning new rules about feelings26 and about mistakes and the management of failure.22,34

The process of socialization and exposure to medicine’s hidden curriculum begin well in advance of formal entry into medical school. Applicants craft an admission biography that includes appropriate justifications for their decision to enter medicine and an acceptable vocabulary of motives.35,36 Acceptees arrive for their first classes with rather well-defined ideas about what constitutes meaningful medical intervention (“treatment”) and what clinical activities (“maintenance”) are less highly valued within the culture of medicine.26 Once in school, they learn to value detachment, cope with uncertainty, develop strategies and rationales for ameliorating ambiguity, and structure issues of clinical responsibility.14,26,37,38 Early in their training, initiates are called upon to function as both students and future colleagues. Later, as residents, they occupy conjoint roles as students and practicing physicians. Patients, in turn, are cast concurrently as victims of disease, objects for learning, and subjects for research. Combined with the pressures of a burdensome, stressful, and (for some) abusive39 training environment, patients may not be held as objects of fiduciary responsibility. Instead, they can be transformed into objects of work and sources of frustration and antagonism—evocatively recast as “hits,” “gomers,” “geeks,” and “dirtballs.”40–43 They become “the enemy,”44 with students feeling justified in their use of negative labels and corresponding behaviors.5

In sum, (1) students encounter an endless barrage of often conflicting messages about the nature of medical work and their place in it; (2) students internalize an appreciable number of clinically relevant values well before they formally embark on their clinical training26; and (3) the overall process of medical training helps establish and reinforce a value climate that explicitly identifies matters of rightness and wrongness within the overall culture of medicine. From these perspectives, a significant component of medical training involves the development of a medical morality and supporting rationales within its initiates.

The hidden curriculum itself operates along several different but reinforcing dimensions. Within the classroom, a hidden curriculum accompanies formal instruction in a variety of ways. Instructors in biochemistry, immunology, and pharmacology transmit not only information about metabolism, cytomegaloviruses, and drug biotransformation but also messages about the nature of science, including the presence (or more correctly the absence) of uncertainty and ambiguity in scientific work. Unwittingly, case reports may convey images that perpetuate gender, racial, ethnic, cultural, or disability stereotypes.45 Stories, jokes, and personal anecdotes, whether told by faculty or fellow students, all function as a part of the oral culture of medical training and thus as an influential part of the educational process.46

But a hidden curriculum need not depend upon social actors to convey its messages.5 Appreciable information about the “nature of things,” including messages about rightness and wrongness, is imbedded in the very structure of medical work and the learning environment. One example is the aforementioned conflict between the role of student-as-student and that of student-as-provider of medical services. Another is the demands of work plans and schedules versus the clinical needs of patients. Other “message sites” include the dynamics of authority and the structure of inter-term relationships. Driven by a fear of failure and the threat of uncertainty, students often will translate a perception of themselves as technically ignorant into a belief that they are ethically ignorant as well.5 As a consequence, they have a tendency to elevate what is normative (expected) into that which is morally preferable.

The point is not to paint a dismal or nefarious picture of medicine and medical training. Rather, it is to stress that medical education does not take place in a cultural vacuum, within a value-neutral environment or in a place in which medical morality simply replicates lay values. Medical training is not just learning about becoming a physician, it involves learning how to “cease” to be a lay person.26 Medical training is not just about the acquisition of new knowledge and skills, it is about the acquisition of a physician identity and character. Initiates arrive at the gates of medical school with established values. They do not, however, leave medical training with those values intact or unmodified. More to the point, they are not supposed to exit from the training process unaltered—at least as far as the culture of medicine is concerned. To claim otherwise is to deny that professional enculturation is a fundamental part of the educational process.

Perhaps most germane to our arguments is the point that the socialization process itself is directly involved in moving students toward the belief that matters of values and attitudes remain fundamentally untouched by the medical training process. Students hear routinely that “good”/sensitive/caring physicians come to medical school as “good” applicants. Conversely, “bad”/insensitive students, they are told, are destined to become insensitive physicians. In either case, and with exquisite irony, students are expected to internalize the “fact” that their “fundamental” character will remain uninfluenced by the training process, even as the educational system uses this “fact” to promote the internalization of desired changes in attitudes, values, and accompanying rationales. If surrounded by a medical culture that discourages certain feelings, introspection, or personal reflection, and buffeted by a basic science curriculum that emphasizes rote memorization, medical students may come to embrace such a reflexive myopia quite early in the training process.26

If ethical principles are to be faithfully woven into the professional identity of the physician, then medical educators must acknowledge not only the existence of a distinctive medical culture but also the presence of a decisively influential hidden curriculum. It makes little sense to insert additional educational requirements (another ethics class, for example) into an already overburdened and disjointed curriculum when the overall structure of the educational process and the commonly stated goals of medical training (“the preparation of knowledgeable and compassionate physicians”) seem to be at rational and ethical loggerheads. In lieu of such acknowledgements, ethics becomes “just another course,” usually offered for the wrong reasons and usually at a time when it is least likely to interfere with other, “more important” subjects. If left to this fate, ethics becomes a peripheral curiosity. Even worse, it comes to be seen by students as a barrier to the “true” and unimpeded practice of medicine. Human subjects committees and hospital ethics boards can become cast as bureaucracies whose principal redeeming value lies in their ability to avoid lawsuits. Rather than guiding the study and practice of medicine, ethics can become a tool for the furtherance of goals and policies that ultimately are structured without reference to ethical precepts. The very notion of ethics can become alien to the people it is supposed to serve.
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The Ethic Taught in the Hidden Curriculum

We are currently witnessing a significant metamorphosis in medical ethics.15 A number of competing perspectives based on the Hippocratic tradition, on principle-based moral theories, and/or on virtue-based theories, among others, are jockeying for legitimacy within the medical–ethical marketplace. The validity of these different approaches aside, the fact remains that notions of nonmaleficence, beneficence, autonomy, and justice (prima facie principles), and those of character, goodness of intent, duty, compassion or love (virtue), are being taught on a daily basis during medical training. One might argue that what is being “taught” is misinformed, misguided, or a distortion of some fundamental principle such as autonomy, but this does not alter the fact that students are continuously and relentlessly exposed to messages about such entities, as well as to notions about what makes for a good (or bad) physician, and that all of this is taking place outside the formal curriculum—but not necessarily outside the classroom.

To recognize medical training as a process of moral socialization is to acknowledge medicine’s cultural distinction between attitudes and behavior for what it is—something much more ideological than rational. While associations between specific educational experiences, particular attitudes or values, and concrete behaviors will always be elusive, medical education—at root—involves the internalization of new values, attitudes, and rationales, and much of what students learn involves matters of a moral nature. It is during medical training (which itself operates under the influence of a broader medical culture) that students learn to establish the primacy of individual experience along with the “dangers” of becoming “too” involved, “too” reflective, or “too” introspective. Other examples of lessons learned include the preemptive dominance of clinical experience over scientific knowledge and a reasoning process that emphasizes induction over deduction.

In short, many of the “messages” transmitted via the hidden curriculum may be in direct conflict with what is being touted in formal courses on medical ethics or with what are formally heralded by the institution as desirable standards of ethical conduct. One consequence is that students experience the educational process as something structured around inconsistencies, contradictions, and “double-messages.” The result is feelings of moral relativism and cynicism regarding the sanctity of the standards that are supposed to govern their professional lives.3 Unless medical educators recognize that the broader context of ethics training involves both a formal and a hidden system, and that this hidden system operates within the classroom, in the “hallways,” and within the very structure of training institutions themselves, then efforts to enhance ethics instruction solely on a formal level will continue to be mired in an overall milieu in which higherorder principles become buried beneath the normative structure and the daily exigencies of life on the ward or in the classroom.
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Consequences

The marginalized place of medical ethics in the curriculum, combined with the belief that one’s inclination to act ethically or unethically resides rather immutably in one’s personality, have insidious consequences. Even though medical students can readily expound on the importance of medical ethics as well as on their own abilities to analyze ethical issues, most will graduate with at best a minimum of skills or resources (i.e., familiarity with specific ethical principles, literature sources, etc.) that will allow them to do so in a scholarly or rigorous fashion.47 It is likely that the same inconsistency between beliefs and performance holds true for medical school faculty.

Training in ethics at the postgraduate level appears equally encumbered. Although formal instruction in ethical principles can be found in virtually all specialty and subspecialty areas,48–50 as noted above, most efforts appear to be constrained by the demands of “tight schedules” and “limited time.” Whether such time shortages are due to a low priority’s being assigned to matters of ethics or to an unfamiliarity with how to effectively integrate ethical considerations into clinical decision making, it is widely acknowledged that ethics teaching in clinical settings is lacking. Although the virtue of imparting ethical principles at the bedside and via role models is almost universally acclaimed, most advocates direct only a passing glance at the issue of how “objectively busy” clinicians can be counted on to adequately cover the important moral issues that appear omnipresent in clinical settings.51

All of this stands in some conflict with calls for educational reforms to include the teaching of ethics and ethical principles as educational cornerstones. The GPEP Report, for example, identifies the teaching of medical ethics as an integral component in any overall effort to help students acquire the skills, values, and attitudes that reside at the foundation of the physician’s identity and practice.52 The Liaison Committee on Medical Education (LCME) of the AAMC has revised its standards of accreditation to recommend the inclusion of ethical, behavioral, and socioeconomic subjects relevant to medicine.53 While many appear to recognize (although perhaps only rhetorically so) that moral considerations are as much a part of medical decisions as technical considerations, most medical schools (and faculty) appear satisfied to locate the content and teaching of medical ethics as a second-order priority relegated to odd hours in the formal curriculum. It therefore should not be surprising to encounter both medical students and faculty who come to view ethics as a “clinical tool” composed largely of discrete pieces of technical information and/or skills.

Back to Top

A PROPOSED CURRICULUM ENVIRONMENT

If the arguments advanced above have merit, then it follows that the teaching of ethical principles in the medical school curriculum should be approached and framed quite differently from the teaching of other basic science subjects such as biochemistry, anatomy, and physiology. Principles of biochemistry (e.g., the Krebs cycle) and physiology (e.g., temperature regulation) are usually not thought to be part of one’s identity. Although such processes do represent fundamental components of what we are, they are not generally thought to be germane to the issue of who we are. Moreover, these processes are considered to exist and function independent of their teaching or even of our awareness of their existence. Ethics, however, combines elements of knowledge with elements of identity.15 As such, the establishment of an overall value climate, along with a curriculum within that climate that will integrate ethical principles into the student’s professional identity, represents a dual challenge to medical educators and faculty. Failure in this task may result in physicians who are armed with knowledge and techniques but have little awareness of the meaning and place of those tools.

It follows, then, that efforts to remediate the problems associated with a “lack” of an ethics curriculum must take place at the level of medicine-as-culture and therefore must address, as an integral matter, the presence and influence of the hidden curriculum. The process of rendering manifest those latent messages embedded in the culture of medicine has analogies in programs currently operating within private and public sectors designed to combat the institutional reproduction of cultural values associated with sexism, racism, and discrimination against people with disabilities.54 We will not review such efforts here; let us simply note that successful efforts require acknowledging the presence of a hidden value system lying outside official company policies or business practices, along with the recognition that changes (1) will take time, (2) will require participatory support from leadership and management, and (3) must focus not just on individual attitudes and related behaviors but on identifying how the structure and overall milieu of the setting in question may foster such undesirable values, attitudes, and/or behaviors.

Presupposing that such acknowledgement and support are forthcoming (both highly problematic assumptions), we propose that the teaching of ethics should parallel ethical issues as they arise during the training experience, beginning in the basic science years and continuing into clinical training. Although most case examples outline a full four-year ethics curriculum, what is described usually falls short of our proposed goal in three critical respects. First, most efforts do not include the basic scientist and the full range of basic science courses in their proposals. Second, the curriculum described most often stresses ethics at the level of the individual physician–patient relationship, with relatively little attention to medicine as an institutional and organizational entity. Third, although we heartily endorse the goal of making formal ethics instruction more contextually relevant, we do not view the self-perceived experiences of students as a necessary crux upon which case studies should be built. While neophyte medical students—particularly those from diverse backgrounds—are more sensitive to the presence of a hidden curriculum than are their more “advanced,” “seasoned,” or otherwise culturally embrued classmates (as well as faculty in general)—given their status as cultural neophytes (who therefore are more lay-like in their perceptions), the acculturation process is both rapid and desensitizing, thus rendering them more insider-like with each passing week.
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Recommendations

Within this framework, we have four recommendations. First, those who teach students, (including faculty, staff, other professionals, and more advanced students) need to become more aware of the perceptions of initiates, particularly those from diverse backgrounds and those at the earliest stages of their training and/or at the earliest stages of certain types of training experiences (e.g., preceptor-ship or clerkship experiences). Within the culture of medicine, these individuals are the most lay-like in their perceptions of and reactions to the taken-for-granted “realities” of the training experience. As such, they serve as an important barometer of the presence and content of a hidden curriculum. In the same vein, those who teach students must abandon their traditional posture that all initiates need is “time” to “adjust to” or “get over” their “hypersensitivities.”

Second, the content and possible impact of a hidden curriculum are best identified and addressed within a consortium of faculty, students, and expert outside observers (such as social scientists), whose goal it is to address the training process in its broadest sense. “Insiders” cannot do it alone.

Third, all faculty (not just clinical faculty or specifically identified ethics faculty) who have contact with students must be both willing and able to identify the ethical issues they encounter, whether in the laboratory or at the bedside, and to pass on these experiences and this knowledge to their students. Not only by their words but by their behavior, faculty should demonstrate the integration of ethical principles into the everyday work of both science and medicine. By sharing their recognition of ethical problems, the decisions reached, and more important, the reasoning that led to these decisions, faculty will have drawn their students into a mutually beneficial dialogue about the vital role of ethics in medicine. This recommendation goes beyond calling for geneticists to mention ethical issues underscoring the human genome project in their lectures or for immunologists to mention the ethical aspects of HIV screening in the classroom. Rather it calls upon faculty, irrespective of discipline, to routinely provide students with insights into scientific and clinical work as a fundamentally value-laden enterprise.

Fourth, and at the other end of the spectrum, students need to be given “real-life” opportunities to appreciate the relevancy of ethics to medicine at the organizational level. This remedial ethic may well be the most difficult of our four recommendations. Organizations such as medical schools, hospitals, and clinics are not often thought of as ethical entities. This benign neglect is compounded by the fact that within medicine, matters of ethics are framed most often at the individual level and not at the organizational level. Even when topics such as the allocation of scarce resources are discussed, the frame of reference is more often at the level of the physician–patient rather than that of the organization. Similarly, “broad” issues such as abortion, reproductive technologies, and genetic manipulation are often discussed with little attention paid to what steps organized medicine as a legally enfranchised and protected profession might take in addressing and remedying any ethical issues in these areas. Although organized medicine may occasionally take a stand on matters of public policy and bioethics, such positions are often weakened by medicine’s long-standing position that individual physicians cannot be expected to act contrary to their own moral beliefs.

An acknowledgment by organizations that they are ethical entities is particularly problematic because such a confession may call for a degree of insight that has been precluded by medicine’s almost exclusive focus on ethics at the individual level. What is to be done if, for example, a basic science curriculum, burdensomely rich in lecture hours, is persuasively deemed unethical (as opposed to being, for example, pedagogically unsound)? Does the medical school face a moral obligation to change? If so, would this obligation be seen by administrators as transcending the interests of powerful basic science or clinical departments? Medical schools have long been known for their resistance to curricular change.55 This historical inertia represents a significant challenge for individual school leaders who wish faculty to view their teaching as containing a dimension and messages that transcend the particular subject matters described in the course catalogue.

Addressing issues of ethics at the organizational level calls for steps to be taken across many areas. Agents of change must be identified, particularly within the administrative ranks. Curriculum committees must become involved. The traditional concept of academic departments as curricular fiefdoms must be rethought. As an example of how one medical school unit might respond, admission materials and advertising brochures can highlight medicine and medical education as ethical entities. Admission interviews can profile medicine from this vantage point, thus beginning an enculturation process at the point of institutional first contact. Admission committees themselves can begin to view their deliberations as grounded in an overall ethic of societal obligation. Orientation programs and even financial aid conferences can underscore issues such as the fundamentally moral and fiduciary nature of medicine at both the organizational and the practice levels.

Who Shall Teach the Teachers?

The above recommendations presuppose that basic science and clinical faculty are willing and able to function as positive ethical agents and role models. This is frequently not the case, and sometimes just the opposite may be true. Basic science faculty may argue that ethics has no place in the teaching of biochemical pathways or anatomic function. Clinical faculty may criticize materials that are thought to emanate from those unfamiliar with the “realities” of clinical practice. In fact, as we have argued throughout this essay, the relatively invisible profile of the topic of medical ethics in medical schools constitutes a curriculum in absentia, with its invisible “content” reinforcing the message that ethics most appropriately resides as an adjunct to, or on the periphery of, scientific and medical work.

As such, any integrated medical school curriculum must begin with the instruction of the instructors. Training programs for physician–ethicists have been developed at several institutions.25,56–62 Nonetheless, such programs represent the exception rather than the rule. The fact that most basic science and clinical faculty are familiar with the demands of human subject review committees or hospital ethics committees should not be taken as proof that these individuals have any fundamental understanding of, or commitment to, the basic ethical principles that guide such work. Similarly, a long record of scientists’ constructing elegant human subject consent forms or the fact that particular clinicians enjoy a vaunted reputation for their interpersonal skills provides no assurance that these individuals can function as effective teachers of ethical principles and precepts. It is within this realm of the teaching of teachers that a most important role for the professional ethicist lies.

Although the particulars will have to differ by school, we once again recommend that the existence of a morally oriented hidden curriculum be acknowledged within the medical school community “from the top down” and that appropriate changes in that curriculum be made. Deans must make a commitment to broker support for a de-curricularized form of ethics instruction, to decrease the distance between basic science and clinical medicine, and to blur traditional distinctions between what is characterized as the “art” and the “science” of medicine. From dean to department head, from clinical chief to individual faculty, from one segment of the health care team to others, there must exist a belief within the culture of medicine that in health care, issues of morality and ethics are ubiquitous to the organization and practice of medicine.

How might such a belief be fostered and put into practice? One step would be to reexamine mission statements, both long-and short-range, with an eye towards whether or not they include some statement relating ethics to the practice of medicine and the work of science. Faculty development plans need to be re-examined to see how they might facilitate faculty awareness of how ethics relates to medicine and science on a macro level. Faculty seminars, journal clubs, “brown bags,” and other forums can all provide opportunities to highlight the ethical aspects of what might otherwise be thought of as “pure” or “basic” activities. Although many of these suggestions can be found elsewhere, our proposal differs in that it calls for such efforts to be extended in an integrated fashion throughout the medical teaching community. Offices of grants and contracts can sponsor seminars on the role of ethics in scientific and medical work. Whatever the setting, the goal is a “routine” and “everyday” place for ethics within the scientific and medical communities.
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CONCLUSIONS

Our argument may appear self-evident: training in medical ethics should be started early and continued throughout all of the basic and clinical sciences. Faculty committed to identifying the ethical problems they face and their limitations in resolving them will immeasurably enrich the professional development of their students as ethically sensitive and socially reflexive physicians. Faculty, students, administrators, and interested others need to establish working partnerships with the goals of identifying the hidden curriculum that permeates their institution and, in turn, implementing remedial solutions best suited for their situation. As faculty strive to both impart and impress, they, too, will find their perspectives on the nature of science and medical work pushed, prodded, and provoked. In these and related ways, faculty and students thus become symbiotically linked in an effort to ensure the professional development of both.

Of course, all of this is much easier said than done. Nonetheless, our call is not to render medicine moral, to restructure formal ethics courses, or to develop a multi-departmental, multitiered ethics curriculum. Rather we are calling for the transformation and reorientation of a professional culture that has become ethically compromised in some important ways. Medicine does not lack formal ethical codes, a culturally rooted sense of what is right or wrong, or morally well-intentioned practitioners and teachers. But what dominates the culture of medicine, along with the hidden curriculum that supports it, is not good intentions but rather a structurally ambiguous training process that too often is characterized by the existence of double-messages. What needs to be remembered, first and foremost, is that the fundamental character of medicine’s culture is best reflected not in the curriculum-formal but in the curriculum-hidden. What students learn about the core values of medicine and medical work takes place not so much in the content of formal lectures but rather between the blackboard and the pen, not so much at the bedside (medicine’s preeminent metaphor) but via its more insidious and evil twin, “the corridor.” It is time medicine started claiming ownership of both realms.

There is no quick fix. Stacking the deck with more pedagogically sophisticated course offerings is not the answer. Even the development of an exquisite, multidisciplinary, four-year, formal ethics curriculum, staffed by the best role models dollars and commitment can ensure, will afford students little more than a temporary haven in what amounts to a stormy ethical sea. The hidden curriculum is not something that can be supplanted or replaced by dedicated pedagogy or “new and improved” learning experiences. It is not something that will disappear in the face of more course hours.

Medical education (and thus medical educators) must adopt a new and more activist role within the culture of medicine. Too long a simple conduit for values honed within the fire fights of medical practice, the training years—including preclinical, clinical-clerkship, and residency (although this latter period of training is decidedly more problematic given the dual provider–student role occupied by residents)—should reflect a new commitment to the highly idealistic yet necessary role of transforming the culture of clinical practice and the subculture of basic science training. If organized medicine cannot “marshal the charge” then the baton needs to be picked up by the education system itself. Leaders in the field must define a new medical morality grounded in the distinction between ethics and morals, with educators viewing their own domain as an ethical territory. Particulars offered earlier include basic science faculty’s taking on a broader responsibility for the training of medical students and the existence of a greater partnership between students and faculty in making explicit aspects of the hidden curriculum that at the same time operate to shape them both.

Eighty years ago the combined energies, enthusiasm, and financial resources of a few individuals and foundations revolutionized the nature of medical education.63,64 In some respects, the success of these efforts has resulted in the dilemma facing us today. Perhaps what we need is the endorsement and legitimacy afforded by a Robert Wood Johnson “Ethical Scholars Program,” a Kellogg Foundation “Ethical Leaders Initiative,” or a National Science Foundation or National Institute of Health initiative to understand the nature of medicine as a moral enterprise and medical education as a process of moral enculturation. Whatever the case, it will not happen without vision and the commitment of institutional resources, including money.

In sum, we are calling for a more virtue-based medicine and a commitment of medical schools to the placement of character at the hub of physicians’ identity and practice orientation. While we recognize that there exists considerable debate within academic circles about the advisability of a virtue-centered ethic,65,66 we also feel that medicine’s social legitimacy—including the ability of physicians to “act rightly”—will suffer if medicine identifies itself as unwilling or unable to acknowledge that virtue resides at the core of its professional identity. We believe that, at minimum, institutions of medical education have a responsibility to facilitate students’ development not just of critical thinking skills but of an ability and normative expectation to be self-reflecting, to be aware of the distinctions between the self and the roles one occupies, and to be sensitive to how structural factors, social situations, and cultural contexts influence the work of medicine. More important, medicine has the obligation to identify these skills as traits of a good physician and thus as entities to be internalized and made part of one’s character.

The fundamental question is whether virtue is to be considered a necessary or sufficient condition for the practice of an ethical medicine. Those who argue for efforts seated within the formal curriculum, and particularly those who emphasize the teaching of rules, principles, or concepts, advance a sufficiency argument, contending (usually indirectly) that regardless of character, proper training in ethical precepts and their application will suffice—or at least is the best medical education can hope for. Conversely, we argue that while virtue is not a sufficient condition, it is necessary for the practice of ethical medicine and it is something that can be taught (given our broadened definition of teaching). The image of a physician armed with a phalanx of ethical skills but shorn of virtue is a frightening depiction of what might be claimed as ethical medicine and the ethical physician. The system is driven by virtue, not facts and skills, and it is high time that medical education made concerted efforts to claim a higher moral ground by recognizing its obligation to train virtuous as well as technically competent and knowledgeable practitioners.


The authors gratefully acknowledge the contributions to this essay made by DeWitt Baldwin, Bonnie Briest, Renee Fox, Donald Light, and Dorle Vawter.
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ABSTRACT

As society, including the medical profession, moves into a new century, the rate of change in the relationship between professions and society is unprecedented. All societies need healers, and in the English-speaking world the services of the physician-healer have been organized around the concept of the professional. The great increase in both state control and corporate involvement has seriously intruded into the traditional autonomy enjoyed by both the medical profession and individual physicians, and further changes can be expected. More physicians are becoming either employees or managers in the state or corporate sector, while others are being forced to compete in a marketplace that rewards entrepreneurial behavior. It is the responsible behavior of the professional that will protect the role of the healer.

Medicine has been rightly criticized for placing undue emphasis on both income and power and for protecting incompetent or unethical colleagues; and it has failed to accept responsibility for injustices or inequities in health care systems and has moved slowly to address new diseases or issues. Nonetheless, all evidence indicates that society still values the healer–professional and does not wish to abandon professionalism as a concept—it appears to prefer an independent and knowledgeable professional to deal with its problem rather than the state or a corporation. For this reason, medicine’s professional associations and academic institutions must ensure that all physicians understand professionalism and accept its obligations. In doing so, the objective should be to encourage the moral and intellectual growth of physicians by setting standards based on higher aspirations than can or should be enforced. In facing the complex world of our future, such action will both serve society and maintain the integrity of the profession.

Acad. Med. 1997;72:941–952.



Until well into the twentieth century, the story of the rise of the professions was recounted with pride and admiration. Professionalism in the Anglo–American world had a strong base in the past, was equated with progress, and was linked to the growth of knowledge and skills, which in medicine were derived from science. Among their many allocated tasks, professionals took care of the sick, adjudicated disputes, built cities, and tended to humanity’s spiritual needs. Society granted them powers with a large degree of autonomy, and there were authority, prestige, and tangible rewards available to those who achieved professional status. It was predicted that the post-industrial society would in fact be based upon increasing degrees of professionalism.1

During the last three decades, the public perception of all professions, including medicine, has changed, and those who have commented on the issue have shifted their emphasis from stressing the benefits of professionalism as a means of solving complex societal needs to documenting its flaws and inherent conflicts. Because of modern biomedical, biostatistical, and psychosocial science, medicine has never had more to offer to society, but has seen both its role and its conduct criticized in both popular2–4 and academic publications5,6 by commentators from a wide variety of disciplines. Trust and respect form the basis for medicine’s status, and there is ample evidence that, while still present, medicine’s prestige has diminished in the public’s eye.7 The crisis (and all observers agree that it is a crisis) is one not of competence or skill but of moral standing and authority.8 Medicine, which is both unique and the archetypical profession, has shared this fate with the other professions, but it must cope with the changes occurring in its own domain.

Medicine has an intimate relationship with the society in which it functions. The phenomenal changes, many of them positive, that have taken place during the century do not need to be described in detail, but they form the background against which the profession has played its role. All major aspects of modern life have been altered, including communication; transportation; technology; information and its transfer; and politics and human, civil, and political rights and entitlements. Many activities have been globalized, of which the economy is one of the most significant. Governments have had an increasing impact on the day-to-day lives of citizens and have come to be seen as the source of services previously not existing or carried out by individuals or the private sector. In spite of the improvements in the lives of many, there is disillusionment because the solutions to problems have led to unforeseen results, some of which have injured individuals, groups, or the world we live in. This has been an important factor in the development of the “questioning society.”9,10 Because professionals were responsible for so much of the progress, they have been allocated blame for many negative aspects of modern-day life. Health has always been a human preoccupation, and the questioning of the accomplishments of contemporary medicine has played a major role in altering the relationship between medicine and society. Medicine is functioning in a rapidly evolving society, and as the ordinary citizen is having difficulty coming to terms with the new realities, so is the individual physician.

The present state of affairs appears to satisfy no one. Society is concerned with much more than the cost of health care. In most Western countries there are serious criticisms of the performance of the medical profession related to its emphasis on remuneration, its lack of accountability, its structure and organization, its emphasis on technology, and its failure to address many issues that society feels are important.11,12 Medicine, for its part, complains about over-regulation, loss of autonomy, interference with decision making, and a vague feeling of being both under threat and unappreciated.13 There is serious concern that the very real progress made in addressing human health problems, though appreciated by individual patients, is little recognized by society or its representatives. The relationships between individual patients and their physicians in general remain good, but the medical profession and its organizations are being questioned about their performance, often with good reason. These events appear to be taking place in all Western democracies, irrespective of the organization of their health systems—whether driven by the state, by providers, or by buyers.14,15 Medicine must respond to these challenges, and how it does so will clearly influence its future place in society. To do nothing is not an option; the status quo as a way to the future is not a reasonable choice.16

This essay proposes that, as a part of its response, medicine must be aware of the history of professionalism, the literature pertaining to it, and the obligations resulting from professional status. This response must include a major educational effort aimed primarily at medical students and residents because they represent the future, but established practitioners must also be targeted because there is a sense of urgency that precludes waiting for the eventually cumulative actions of only the new professionals.
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THE HEALER AND THE PROFESSIONAL

Contemporary physicians in modern and complex societies are expected to simultaneously occupy two major roles inextricably linked in the minds of both the general public and the profession. These roles share much common ground, but they are drawn from different traditions and entail different sets of obligations, and neither can be ignored without altering the relationship of medicine and society. The two roles are “the physician healer” and “the physician professional.” They are generally discussed together in the literature, but they need to be considered separately if we are to meet the challenges of a changing society. It is not surprising that the role of “physician healer” is rarely separated from that of the “physician professional.” In practice physicians must function simultaneously in both, and each supports the integrity of the other. However, for analytic purposes and, most importantly, for pedagogic reasons they must be considered individually.

The tradition of the “physician healer” in Western society dates to Hippocrates and is known and cherished by medical practitioners everywhere.17,18 The healer offers advice and support in matters of health and ministers to and treats the sick. The Hippocratic Oath and its modem derivatives form the cornerstone of the profession’s morality and self-image and are treated with such respect that the Oath is an important shared element of Western culture. A significant amount of time in the curriculum of almost every medical faculty is devoted to inculcating the values of the Hippocratic tradition into medical students. A part of the process of the “socialization” of young physicians is aimed at this process, and it is usually done well.19,20

The origins of professionalism are more recent and have evolved differently in different countries. In the non–English-speaking world, the concept of the professions as independent and self-regulating bodies does not exist because, from the time of the development of the industrial world, the state was responsible for setting and maintaining standards.21–23 The healer is, of course, equally fundamental to medicine in those countries. In cultures influenced by England, the learned professions of medicine, law, and theology trace their origins to the medieval guilds and universities, giving them strong cultural roots. Beginning with the Reformation, the growth of science (with its accompanying technology) has essentially shaped the direction of Western history. Early industrial society produced sufficient resources that individuals could purchase medical care at the same time as science was producing the knowledge base for more effective medicine. Professionalism as a concept was developed and joined to the tradition of the healer as a means of organizing and supporting the provision of complex services to the population. In understanding professionalism, it is important to recognize that theory followed practice: By the eighteenth century, the concept of the professional was clearly established in the Anglo-American world, and in the nineteenth century it was formalized by the laws governing registration and licensure in Great Britain,23,24 the United States,25,26 Canada,27 and other English-speaking countries.28 These legal measures for the first time granted medicine a broad monopoly over health care—along with both individual and collective autonomy—with the clear understanding that in return medicine would concern itself with the health problems of the society it served and would place the welfare of society above its own. From the beginning the autonomy granted to the profession entailed clearly defined obligations, yet many of these obligations had and have only a remote connection to the role of the physician as healer. To give a current example, the healer is not obliged to participate in and support audit committees or other administrative bodies that develop and maintain standards, but the professional should.

The primary obligation of the physician is to serve as healer, but society has chosen professional status as the way to organize the activities required from medicine and entrusted to the profession. If medicine loses the trust and confidence required to maintain professional status, society will change the structures that have been established for medicine as a profession. To function as a healer in the Anglo-American world, physicians must act as professionals, understanding the concept of professionalism, its origins and evolution, and the need to meet these obligations ethically and wisely.
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WHAT IS A PROFESSION?

A rich and varied literature pertaining to the professions goes back to the beginning of this century. Very little of it has appeared in medical journals; the definitive works are published in formats or places not readily accessible to the average physician. This is unfortunate, as it is clear that many outside observers appear to understand the medical profession and its behavior better than does the profession itself.

The written work on professionalism is drawn from a variety of academic disciplines. It is therefore no surprise that there is not unanimity of opinion, starting with the definition of a profession; some feel that a precise definition of the term is possible,29–31 while others believe that the word is used so widely that it has lost its meaning.32 The latter opinion has resulted in proposals that a definition is no longer required and that the word should be eliminated.53 This must not occur, because both medicine and society need an agreed-upon definition to serve as a basis for their mutual expectations.

The Oxford English Dictionary defines “profession” as:


the occupation which one professes to be skilled in and to follow

(a) A vocation in which a professed knowledge of some department of learning or science is used in its application to the affairs of others or in the practice of an art founded upon it.

(b) In a wider sense: any calling or occupation by which a person habitually earns his living.34



This definition is helpful from several points of view. First, it includes the word “professes,” which in its most ancient sense means to take vows. This is what a physician does in taking the Hippocratic Oath, formalizing a commitment to service. Second, it states that a profession is a “vocation” or career, the latter indicating that one expects to earn a living from service. It states that command of a body of knowledge or skills is required and that this body of knowledge, once mastered, is applied to serve others, and it specifically refers to that important aspect of practice that is always referred to as the “art of medicine.”

The definition, however, does not cover the many characteristics of a modern profession. It must be understood that years ago a simple definition might have sufficed, but professionalism is an evolving concept33,35–37 as the relationship of the professions with society changes.

There have been many attempts to characterize the professions by establishing criteria for inclusion,35,38–41 by outlining the steps leading to professionalization,22,42 and by looking at commonalities among professions.43,44 The following characteristics of a modern profession have been drawn from many sources in the literature and represent some of the elements to which most who have contributed to our knowledge would probably agree:

1. A profession possesses a discrete body of knowledge and skills over which its members have exclusive control.

2. The work based upon this knowledge is controlled and organized by associations that are independent of both the state and capital.

3. The mandate of these associations is formalized by a variety of written documents, which include laws covering licensure and regulations granting authority.

4. Professional organizations serve as the ultimate authorities on the personal, social, economic, cultural, and political affairs relating to their domains. They are expected to influence public policy and inform the public within their areas of expertise.

5. Admission to professions requires a long period of education, and the professions are responsible for determining the qualifications and (usually) the numbers of those to be educated for practice, the substance of their training, and the requirements for its completion.

6. Within the constraints of the law, the professions control admission to practice and the terms, conditions, and goals of the practice itself.

7. The professions are responsible for the ethical and technical criteria by which their members are evaluated and have the exclusive right to discipline unprofessional conduct.

8. Individual members remain autonomous in their workplaces within the limits of rules and standards laid down by their associations and the legal structures within which they work.

9. It is expected that professionals will gain their livelihoods by providing service to the public in the area of their expertise.

10. Members are expected to value performance above reward and are held to higher standards of behavior than are non-professionals.



Listing the characteristics of a profession is important, but it does not discriminate between them and it does not, as it should, link rights and privilege with obligations. It is clear that the core of every profession contains two elements: possession of a specialized body of knowledge and a commitment to service.45 From these core values follow the others. Self-regulation is granted to those who have specialized knowledge because that knowledge is not readily available to the rest of society, and the professional is best able to determine for society how the knowledge should or should not be used. Autonomy is given on the understanding that professionals will devote themselves to serving the best interests of society and will self-regulate to maintain high quality service. Finally, professions must have agreed-upon values and a code of ethics, in the case of medicine in order that the professional role may support that of the healer.

Two additional points not usually included in lists of characteristics seem worthy of emphasis. There is strong support in the literature for the concept that professions must be “moral,”8,46,47 meaning that professionals must do right and not do wrong. They must be devoted to the public good and must represent a positive force in society. The justification for medicine’s monopoly is directly related to the belief that it is “moral,” and this monopoly will certainly be withdrawn if society loses confidence in medicine’s devotion to the public. Second, there is a belief expressed that professionalism in practice is an “ideal” to which all professionals should aspire.6,48 All but the neo-Marxists (who interpret professionalism in terms of the class struggle) appear to agree with this. Because it is recognized that professionals are human beings, it is understood, at times implicitly and sometimes explicitly, that they will sometimes approach the ideal while at others they will fall short. Reasonable observers do not appear to set unrealistic objectives for professional behavior.33,47,49–51
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THE LITERATURE ON PROFESSIONALISM

Analyzing the literature on professionalism based on the academic discipline of its origin allows one to make interesting comparisons. In general, work originating from the social sciences (primarily sociology) is concerned with social organization and thus examines the development of professionalism, the place of the professions in society, and the impact of the concept of professionalism, with its positive and negative consequences. While it does not ignore the role of the individual physician, it is much more concerned with the collective actions of the professions. When criticisms are made, they are aimed at medicine in general and are sometimes surprisingly kind to both the motivations and the activities of individual physicians.

Medical ethics has developed its own body of literature, which of course must touch upon professionalism because ethicists, be they physician or non-physician, must deal with codes of ethics characteristic of professional status. The field of medical ethics is very broad, encompassing many areas of interest. There is a body of literature on the ethics of resource allocation and on institutional ethics, which touch on professional concerns, but it is the area of clinical ethics that contributes most to our understanding of the professional. The clinical ethicist is primarily interested in the behavior of the individual physician, and when discussing trust or autonomy will usually deal with the relationship between an individual patient and a physician. In contrast, the sociologist will examine the level of trust between society and the profession or the nature of the autonomy granted to the profession as a whole.

Both can contribute to our understanding of the role of the physician, with the ethicist generally dealing with the healer and the sociologist more often dealing with the professional.
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The Sociology Literature

The literature on professionalism came with the development of the social sciences. Before the end of the nineteenth century, society seems to have taken ad hoc decisions to solve problems, and little was written to provide a theoretical basis for these actions. One might describe the process as enlightened pragmatism.

The retrospective literature has accepted the fact that the growth of modern knowledge, including science, empowered the professions, and that it was to society’s advantage to grant power and privilege to them with the expectation that the public would benefit.

Until about 1960, the literature was largely uncritical of the performance of the professions and generally documented and explained the status quo. The first publication relating to the professions in society was published in 1914 by the Webbs,52 who believed that professional status should be granted to a large number of groups in society in order to better organize work and rewards. Shortly thereafter Flexner38 and Brandeis53 published contributions attempting to define professionalism in the United States. Durkheim, in work done in the early twentieth century but not published until the 1930s,54 also felt that there would be benefits to society if many occupations were organized along the lines of professions. He believed that a service orientation would develop in the professions that would help to replace the stability previously provided by institutions (church, family, guilds, etc.), which had been weakened or changed by industrialization. Obviously, the professions were regarded in a very positive light at this time. Whitehead55 agreed, feeling that, for freedom to flourish, a minimal social order would be required. He believed that expanding the role and concept of the professions with their commitment to service would promote this order.

Because the origins of professions lay in the traditions of England, it is not surprising that the first formal analysis of their functioning came in Great Britain from Carr-Saunders.29,43 He outlined the list of characteristics required for inclusion in the group of professions and commented on the social good resulting from professionalism. In 1939, the first mild questioning of professional behavior was voiced by Parsons,56 who identified the contradiction inherent in the situation where professions are expected simultaneously to demonstrate altruistic behavior and self-interested behavior. He believed that altruism was in the long-term best interests of the professions and that the conflict would therefore be resolved in favor of altruism.57 Hughes32,58 described the mystique with which professions chose to surround themselves and pointed out the many commonalities between professions and non-professional occupations. Other writers dealt with the characteristics that distinguish a profession from an occupation40,41 or outlined the steps leading to professional status,42,45 showing that different occupations follow similar sequential steps on the road to attaining professional status. Finally, investigators began to observe that professions often sought to improve their economic and social standing to the detriment of the persons they served.24,40,59

In general, the early literature on professionalism, even when it expressed criticism, was united in the belief that the benefits of professionalism outweighed its disadvantages because of the professions’ inherent commitment to service. Accountability was rarely discussed.

There is wide agreement that when, in 1970, Elliot Freidson published two major works on the medical profession,25,60 the approach of the social scientists changed from one of observing or recording to one of outright criticism of professional behavior. Freidson has been the central figure in the debate over the performance of the medical profession for almost 25 years, during which he produced a large and consistent body of work36,61–70 refining and extending his theories. This was so influential that almost all observers had to make some reference to his opinions in developing their own. Freidson believes that what distinguishes a profession is its control over an exclusive body of knowledge and that medicine uses this control as an instrument of power to preserve its monopoly and remain dominant not only within the field of health care but also within society. This has come to be known as the “professional dominance theory.” He stated that medicine had become autonomous and self-directing because it had persuaded the public that it was trustworthy and that this trust pertained to both its ethical behavior and the integrity of its knowledge. He also clearly stated his belief that there was an inherent and continuing conflict between altruism and self-interest and that medicine had created a series of myths about itself and had come to believe them, thus causing it to underestimate the extent of its self-interested behavior. He examined medicine’s self-regulation and found the tools for internal discipline inadequate and imperfectly applied. While he stressed the importance of the control of work, he correctly identified the key role that autonomy, the ability to exercise independent judgment, plays in the practice of medicine. He predicted much of the criticism to which the medical profession has been subjected based on its pursuing its own self-interest, failure to self-regulate, and failure to respond to some of society’s needs. He concentrated his criticisms on medicine’s collective behavior, stating that individual physicians often met their obligations.

A different interpretation of the development of medicine’s dominance was put forward at about the same time. Johnson agreed that professionalism was a way to regulate work and maintained that in this way an occupation rather than an individual or an agency gained great power and used it to maintain control.71,72 This critical work was followed by Larsen’s The Rise of Professionalism, which, using Marxist theory, classified professions as interest groups and placed them firmly in the class system.73 She felt that the process of professionalization was a “collective mobility project” in which medicine and other professions sought to improve their positions in society with little or no thought for the public good. She stated that an occupation organizes itself in order to gain a monopoly over a service and then controls the market in order to create a demand for the service. She put great emphasis on the primacy of the economic system and its impact on individuals and groups.74 This concept was further extended by Collins,75 who used the term “social closure” to describe a profession’s elite position that limited the opportunity and social mobility of persons viewed as unacceptable for inclusion.

Two major challenges have been posed to Freidson’s work. In the first, Haug proposed that medicine’s control over its body of knowledge was being eroded and that it was therefore becoming “deprofessionalized.”76 She disagreed with the concept that post-industrial society was going to see more professions acquiring status and power. Her reasons were that (1) increased specialization within medicine with a fragmentation of its body of knowledge allowed sub-organizations to speak for their members instead of having the profession speak as a whole, (2) the advent of information technology and increased education of the public has led individual patients and advocacy groups to question medicine’s knowledge and the justification for its dominance, (3) the increasing skills and sophistication of other health professionals reduced the areas controlled by medicine, and (4) the physician’s image of selflessness had been altered by medicine’s emphasis on reward. Fifteen years later, she re-examined medicine77 and, although she still believed the concept to be valid, observed that deprofessionalization had not occurred to the degree she had predicted. Freidson agreed that there had been a change in medicine’s dominance but believed that the dominance remained more than sufficient to maintain professional status.64,66,68 He felt that the growth of science had increased medicine’s knowledge base, even as the general public acquired some expertise, and that information technology would, in fact, help to maintain medicine’s dominance.

The second proposal was that medicine was being “proletarianized.” McKinlay78,79 and others, including Chernomas,80 argued that workers in capitalist societies would eventually lose control over their work as they are forced to sell their services in a competitive environment with an inevitable reduction in compensation as large organizations attempt to obtain services at the lowest possible price. They argued that growing corporate-sector involvement in the health care field would accelerate these forces, as would the projected surplus of physicians. Their conclusions were derived in part by contrasting free-standing fee-for-service practitioners of the past with salaried medical professionals of the present. They believed that marketplace capitalism and state control had already significantly decreased professional autonomy using bureaucracy as a tool. Freidson countered that medicine’s autonomy had never been absolute and that it was vested in the profession rather than in the individual physician.64,66,68 He believed that autonomy, although perhaps diminished, was still sufficient to support medicine’s control of its body of knowledge. In assessing the issue of proletarianization, it does appear to accurately describe events occurring in the market-driven system in the United States; in Canada, where the state functions much more like the corporate sector; and in the United Kingdom, where the system contains elements of both. For this reason, proletarianization as a concept has had more influence on the debate than has deprofessionalization, even though both terms describe trends that most observers agree have occurred.81,82

Works such as these have until recently represented the dominant theme in social commentary. They stressed the self-serving power of the elite and its impact on social policy. Even stripped of their frequent Marxist rhetoric, they have offered penetrating analyses of real events, and they have had an impact on perceptions of the conduct of the professions.

Two additional trends that have been recorded and analyzed extensively are “bureaucratization” and “corporatization.” In terms of medicine, bureaucratization refers to the subordination of the individual practitioner, patient, or institution to controls enforced by a bureaucracy, while corporatization entails corporate interests doing the same, usually through their own bureaucracies. While these two phenomena share some common ground, they are separate in both their origins and their manifestations. There is an independent literature on the development of the corporate structure in Western society and on the development of bureaucracy as a means of societal organization and control. In this discussion, corporatization and bureaucracy are important only insofar as they affect professions, and there is general agreement that both intrude upon professional autonomy.

Paul Starr,26 in his landmark study of medicine in the United States, described the continuing struggle for what he called “sovereignty” to the point where the congruence of both conservative and liberal policy, along with market forces, made the corporatization of American medicine inevitable. He did not believe that this would lead to proletarianization, but he felt that corporate control would set the framework within which professional decisions would be made. He, along with other observers, believed that the corporate system needed the collaboration and cooperation of the profession and that therefore some degree of professional autonomy would be preserved. He also pointed out, as have others, the potential impact of the physician as employee and the physician as manager upon the medical profession’s ideals.

The modern bureaucracy, which was first discussed in Weber’s analysis of the rationalization of work in a structured society,83 also intrudes upon autonomy. Weber believed that bureaucracy would have administrative authority and that a professionalized bureaucracy would coordinate the division of work in society using “rationality” as the basis for decisions. Three major sources of bureaucratic control touch upon professional behavior. The first is internal to the medical profession.25,26,60,61 In carrying out its educational, scientific, and, most importantly, self-regulatory functions, medicine has developed an extensive bureaucracy in universities, hospitals, licensing agencies, and its own associations.25,26 This group is described as a new elite, and between practitioners and those exerting control there is a gulf that has led to a fragmentation of the profession and to difficulties in enforcing compliance with internal self-regulation. This bureaucracy is, however, essential to the profession, and criticisms are common that it lacks sufficient will and authority to carry out many regulatory and disciplinary activities as effectively as are required by present circumstances. Much of this concern is related to the closed nature of the process, which has led to a belief that the profession lacks accountability.

The second bureaucracy to which medicine is subjected is corporate.26 In the United States and in the private sectors of other countries, corporate bureaucracy sets conditions and standards of work, establishes financial arrangements, and evaluates performance. In doing so, it intrudes into the area of professional behavior and values because of its emphasis upon profitability. The controversy over “gag clauses” in physician’s contracts in the United States is a telling example of this issue.84 Although it is postulated that physician managers will protect professional values, this has yet to be demonstrated in practice.

Finally, there has always been government bureaucracy involved in the regulation of the professions because the authority enjoyed by the medical profession is delegated by the state.23,26 This bureaucracy has increased with the complexity of modern society, with the public underwriting of payment for medical services, and with the increasing reliance on the state for the provision of services. As cost control has become an imperative, the state bureaucracy has come to behave more like that of the corporate sector85,86,87 and has also intruded into professional behavior and values.

Doing what is in the best interests of and for the welfare of the individual patient may conflict with either societal or corporate decisions, most often in relation to the cost or cost–effectiveness of therapy. There have always been potential or real conflicts of interest inherent in the practice of medicine. This was certainly true under the fee-for-service method of payment, which included its own system of incentives and disincentives. The increasing involvement of the state or the corporate sector in both macro and micro decision making eventually makes its impact felt at the level of an encounter between a physician and a patient. The reward system can tend to force the physician either to function in a more entrepreneurial fashion or to be seen to be placing the interests of the state or corporation first. The individual physician is often in a difficult or untenable position when carrying out his or her mandate as healer, which imposes a primary obligation on the physician to put the patient’s welfare first.33,88

It is of interest that very few of the sociologists, economists, and political scientists who have analyzed corporate and bureaucratic influences in medicine have offered solutions to the problems posed to the individual professional by the dilemmas that they have identified.
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Medical Ethics Literature

The field of medical ethics has been strongly linked with that of professionalism because codes of ethics are essential characteristics of professions. The medical ethics literature can be seen as dating to the Hippocratic Oath, which served as medicine’s code for centuries.46 As the concept of the professional developed, codes of ethics became broader than simply regulating conduct between physician and patient, physician and physician, or physician and the profession. As science advanced, decisions became more complex, and bioethics developed in order to offer guidance in the new situations being encountered.33,89,90 Codes of ethics changed their focus and began to encourage the development of an individual worthy of being a professional.48 Ethicists became involved in many broad areas that related to the medical profession as a whole (allocation of resources in society, institutional ethics, etc.), while the clinical ethicist dealt with issues facing the physician “in practice.” This review does not attempt to cover the enormous breadth of the field of medical ethics, but limits itself to those aspects touching directly on professionalism.

Much in the ethics literature has expanded our understanding of the professional and of the patient’s relationship with the healer–professional. Both ethically and legally the relationship is characterized as fiduciary and based upon an ethics of trust.33,46,89 A relationship built upon a lack of trust (distrust) was examined and found to be unacceptable and probably detrimental to healing.10,91 There is a strong and recurring suggestion that both a profession and a professional should be moral,47,90 both on the theoretical grounds that this is the only way in which trust can be maintained and because the public clearly expects this of its professionals.8 Ethicists believe that both the individual professional and the profession must be devoted to public good.10,33,46,48 The closely related issues of the professions and professionals as representing virtue also have received wide acceptance.48,89,90,92 This translates into the requirement of doing good (beneficence) and not causing harm (maleficence).90

The ethics literature on autonomy is extensive and contains very little that disagrees with that found in the field of sociology. There are three basic levels of autonomy. The first is granted to the medical profession and pertains primarily to self-governance and self-regulation. In the second level autonomy is granted to the individual physician because it is felt to be in the best interests of the patient and is based in part on the discrepancy in knowledge between the patient and the physician.89,90,91,93,94 There is agreement that physician autonomy has always been relative. Many factors, including the present emphasis on individual rights and increasing levels of patient education, have changed the nature of autonomy90 but have not eliminated it or the necessity for maintaining it. The autonomy of the profession and the individual depends entirely upon the obligation of the individual physician to be both trustworthy and competent and that of the profession to meet all its obligations, including self-regulation.95 The third level of autonomy is that granted to the patient, which has become better recognized and codified in the past three decades,96 as other theoretical models of the patient–physician relationship (including the paternalistic one) have been discarded. There is agreement that the profession has an obligation to use its collective power responsibly, and there is criticism of the profession’s failure to address important societal issues such as access to care, cost and cost–effectiveness, preventive medicine, and the impacts of new diseases.8,97 The profession is also often criticized for its failure to regulate itself effectively.8,17,98 The inherent conflict caused by the need to simultaneously pursue the public good and one’s own self-interest is noted.12,48

There is a growing recognition that external forces are intruding upon the relationship of physician and patient. Maintaining the role of patient’s advocate and making decisions in the best interests of the individual patient is becoming more difficult for the physician as employee or as a competitor in a marketplace where cost containment and profitability are dominant forces. The conflicts inherent in the double-fiduciary responsibility to both the patient and an employer are apparent to all.88 The role of the physician as a manager in the health care system has also received attention. It is clear that these forces threaten both the values of the healer and those of the professional.

Finally, there is repeated emphasis on the need for the professional to be engaged in a calling with a personal commitment to the profession’s values and obligations.33,47

In general, the ethics literature supports the concept of professionalism but is critical of some aspects of the performances of professions and professionals, and it offers advice to professionals as to how they may better meet their obligations in an evolving world.
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RECENT TRENDS

It is difficult to be certain, but there appears to have been less criticism of the professions recently. If one accepts the fact that the first wave of literature recorded and attempted to explain the development of the professions, and that the second was highly critical of professionalism and its consequences, it seems that the recent work is somewhat different. Medicine is still regarded as being overly protective of its own status and income, being guilty of ignoring societal problems, being inherently conservative, and failing to police itself effectively, but criticizing professionalism appears to occur less often. This could reflect the fact that the medical profession is no longer regarded as controlling public policy with regard to health care99—the state and the marketplace are more dominant than they were, and medicine is no longer seen as totally responsible for defects or failings in the system.

The shift in emphasis is indicated by work that appears to recognize that professionalism has brought benefits to society21,49 and, rather than recommending a major restructuring, suggests ways to improve the performances of the professions. There is a growing apprehension that professional values are threatened by many of the changes in the health care systems of the developed world whose objectives are to decrease cost, increase cost–effectiveness, market a product, or address other health issues.33,88,97,100 There are statements that many of the proposed changes will not work if physicians are not involved and collaborating.30,67,70,100–103 References are also made to the “art of medicine” and to the roles that the charisma and mystery of the profession and of individual physicians play in bringing about healing.9,33,104,105 There is some understanding that physicians may be less effective in serving their patients if the mystique is diminished through their own actions or because of external forces. A redefined and more appropriate physician–patient relationship is being developed in order to cope with the new reality that threatens both the healer and the professional.94,106–108

It is of symbolic importance that Elliot Freidson, who was instrumental in the initial questioning of professionalism, entitled his most recent book Professionalism Reborn.70 It essentially suggests a return to the ideals and requirements of professional behavior. He has come to believe that organizations employing physicians must ensure that physicians’ autonomy is preserved. He states that professionalism in contemporary society can exist only if it has firm support from the employer or the state to allow independent judgment by professions and individual professionals. In analyzing the various theoretical ways of organizing the delivery of specialized services within society, Freidson believes that a mix of the bureaucratic and professional models is preferable, and he rejects other methods of organization. He believes that medicine will need to take concrete action to maintain autonomy in the face of increasing levels of bureaucracy, but because medicine involves independent discretionary decision making, he feels that society will provide sufficient latitude for this to take place. Finally, he believes that maintaining professional status will require a major effort to teach professionals their obligations.

Kultgen33 reviewed the pros and cons of professionalism in some detail and also believes that a responsible profession is preferable to the organizational alternatives. Of interest, he too feels that the education of professions must change in order to make them more aware of their responsibilities. Finally, Wolinsky,109 in looking to the future, feels that external forces will not cause medicine to lose the autonomy that is key to its professional status. He stated that loss of autonomy will occur only if medicine fails to meet its obligations to society through “benign neglect” of its responsibilities.
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THE IMPLICATIONS FOR MEDICAL EDUCATION

Despite the critics, we do not need to be pessimistic. There is no strong pressure from society to do away with professionalism.110 To quote Marshall, “In spite of its failings, professionalism is based on the real character of certain services—it is not a clever invention of selfish minds.”111 The core values of medicine remain its greatest asset, and the public remains its strongest ally.7 Long-term analysis of public attitudes shows that medicine’s relative prestige actually remains high112 compared with other groups in society. There is general acceptance that providing expert services to those in need is a proper ideal for professional work. This ideal is sometimes not followed; neither the marketplace nor the state encourages its pursuit, and in fact they frequently appear to encourage the development of a third role, that of the physician entrepreneur.

Everyone who has contact with incoming medical students is struck with their idealism and commitment. The great majority enter medical school in order to be healers and are obviously quite capable of grasping the concept of professionalism as society’s method of organizing the services associated with medicine. They must, however, be knowledgeable in this area if they are to develop the life-long patterns of behavior that will deserve the public’s trust. Their need imposes particular responsibilities on those institutions responsible for their education and training. A knowledge of the origins of professionalism, its present definition, and the obligations required by society must be part of the learning of all physicians. In the past, professionalism has been taught informally and by providing role models. To this must be added formal structured material so that in their socialization physicians are taught both explicitly and implicitly about professionalism.

The following is an outline of the content of a proposed program of instruction.



1. The concept that to be a professional is not a right but a privilege with a long history and tradition of healing and service must be emphasized.

2. Identifiable educational content in the undergraduate medical school curriculum must be devoted to professionalism, and this should be reinforced in postgraduate programs and in continuing medical education. Knowledge of the subject should be part of the evaluation of all students.

3. For clarity, the separate but linked concepts of the physician as healer and the physician as professional should be distinguished, along with the idea that professional behavior is essential for the healer to function properly in contemporary society and maintain its trust.

4. Professionalism must be clearly defined and its characteristics identified.

5. Professionalism should be identified as an ideal to be constantly pursued, stressing its inherent moral value. The concept of altruism and “calling” must be emphasized as essential to professionalism.

6. A knowledge of general codes of ethics governing the conduct of both the healer and the professional as well as the philosophical and historical derivations of these codes should be covered.

7. The essential nature of the autonomy of the individual physician, along with the legitimate limitations that have always existed, must be defined. It should be stressed that the degree of autonomy will vary with many conditions in society, but a minimum is required for a physician to exercise the necessary independent judgment.

8. The nature of the collective autonomy of the profession, along with its legitimate and inherent limitations, should be outlined.

9. Teaching should include relevant material drawn from sociology, philosophy, economics, political science, and medical ethics as related to professionalism and specifically should contain interpretations of both the course of events and physician behaviors that are critical of the medical profession. The profession must not be allowed to build and maintain its own myths while avoiding ideas challenging them.

10. The link between professional status and the obligations to society that must be fulfilled to maintain public trust must be emphasized. These obligations should be explicitly outlined and are:

(a) to know the codes of professional behavior promulgated and updated by the national and regional associations to which a physician belongs and owes allegiance. These codes encourage behavior compatible with professionalism and will evolve to cover new situations arising in the future.

(b) to know the national and regional laws and regulations outlining physicians’ rights and duties that define a minimum level of acceptable behavior.

(c) to participate in more effective and transparent self-regulation in order to achieve accountability to society.

(d) to support lay involvement in all regulating bodies, including those responsible for the accreditation of programs and institutions, licensing, discipline, and resource allocation, as a way of increasing transparency and maintaining trust and links to the public.

(e) to be involved in health issues pertaining to societal problems such as access to health care services, resource allocation and use, and the cost and cost-effectiveness of those services.

(f) to maintain competence through the medical career.

(g) to understand that each physician must be prepared to be fully accountable for all decisions taken, which can be done only by practicing medicine based upon modern biomedical, psychosocial, and epidemiologic science.

(h) to expand and ensure the integrity of the knowledge base of medicine as an essential component of society’s expectations of the profession.

(i) to put the welfare of both the individual patient and of society above the status, type of remuneration, or level of income of oneself or the profession.

(j) to insist on the maintenance of sufficient individual and professional autonomy to enable the physician to act in the best interests of the patient.

(k) to be governed by professional standards of conduct in all of the different roles filled by physicians in modern society—private practitioner, employee of the state or a corporation, manager, administrator, or a mixture of many roles.



In the future, one can anticipate an evolution in this list as changes occur at the interface between medicine and society.
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CONCLUSIONS

As society, including the medical profession, moves into a new century, there is general agreement that the rate of change in the relationship between professions and society is unprecedented. All societies require healers, and in the Anglo–American world the services of the physician-healer have been organized around the concept of the professional. The great increase in both state control and corporate involvement in the field of health has seriously intruded into the traditional autonomy enjoyed by both the medical profession and individual physicians, and further changes can be expected. More physicians are becoming either employees or managers in the service of the state or corporate sector, while others are being forced to compete in a marketplace that rewards entrepreneurial behavior. To cope with these changes, the traditions of healer and professional become even more important as guides to proper conduct. It is the responsible behavior of the professional that will protect the role of the healer.

Medicine has been rightly criticized for many failings during its modern history: It has placed undue emphasis on both income and power and has often protected incompetent or unethical colleagues; and it has failed to accept responsibility for injustices or inequities in health care systems and has moved slowly to address new diseases or issues. In spite of these trends, all evidence indicates that society values the combined healer–professional and does not wish to abandon professionalism as a concept—it appears to prefer an independent and knowledgeable professional to deal with its problems rather than the state or a corporation. For this reason, the professional associations and those responsible for the education of professionals must ensure that all physicians understand professionalism and accept its obligations. In doing so, the objective should be to encourage the moral and intellectual growth of physicians by setting standards based on higher aspirations than can or should be enforced. In facing the complex world of our future, such action will both serve society and maintain the integrity of the profession.
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ABSTRACT

Observers and critics of the medical profession, both within and without, urge that more attention be paid to the moral sensibilities, the characters, of medical students. Passing on particular moral values and actions to physicians has always been an essential core of medical training, and this call for renewal is not new in modern medicine.

Some of the structures and characteristics of modern medical education, however, often work directly against the professionalism that the education espouses. For example, medical students are socialized into a hierarchy that has broad implications for relations among health care professionals, other health care workers, and patients, and academic medicine has not promoted and taught critical reflection about the values and consequences of this hierarchy. Further, behind the formal curriculum lies the “hidden curriculum” of values that are unconsciously or half-consciously passed on from the faculty and older trainees.

Two resources for thinking anew about professional development for medical students are feminist standpoint theory and critical multicultural theory, each of which raises important and fundamental questions about defining the role of medicine in society and the role of the physician in medicine. The author discusses these two theories and their implications for medical education, showing how they can be used to move discussions of professional development into analysis of the widespread social consequences of how a society organizes its health care and into critical reflection on the nature of medical knowledge.
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Observers and critics of the medical profession, not to mention those of us in medical education, urge that attention be given to the moral sensibilities of medical students, to their interpersonal, affective dimensions … to their characters. This call comes during a period of dramatically changing societal beliefs not only about who provides what kind of health care to whom at whose expense, but also about what we want our doctors to be.

This call for renewal is not new, of course. Passing on particular moral values and actions to physicians has always been an essential core of medical training. Indeed, modern U.S. medicine has experienced similar diagnoses and prescriptions again and again over the past 50 years.

In this article I begin with an overview of this latest debate on what is now called the professional development of medical students, and follow with a discussion of how some of the structures and characteristics of modern medical education often work directly against the kind of professionalism it espouses. Next I describe two sources that may be useful to medical educators as they theorize professional development and, finally, I offer some thoughts on the directions that professional development might take.
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CONFLICTING MESSAGES IN MEDICAL EDUCATION

In their article of the same title, Petersdorf and Turner ask the often-repeated question of the medical academy, “Are we educating a medical professional who cares?”1 They posit that young physicians should care about the knowledge base of medicine, the personal characteristics and attributes of physicians, their patients, and the society in which they live. But, they continue, the very structure of medical training promotes such fact grubbing and hypercompetitiveness that the goals of caring for anything other than grades and class rank are often lost in the medical school scramble. The passion for learning, and for learning science in particular, is often washed away by well-intentioned professors who structure their teaching according to such rationales as “It’ll be on the Boards” or “You’ll need to know this next year.”

Moreover, as Bloom2 describes well, in both medical school and residencies our basic science and clinical faculty are physically, intellectually, and emotionally consumed by the organizational structure of U.S. medicine, which includes the obligation to generate external funding for their research or to generate their own salaries via clinical practice, not to mention the barrage of bureaucratic regulations and paperwork imposed on clinicians by the government and the insurance industry. In such an academic environment, the hypercompetitiveness of the students parallels and is fed by the hypercompetitiveness of the faculty. Darwin rules—that is, the rewards, even survival, go to the highest grades and the biggest grants.

Yet medical schools are no different from other large human institutions, whether economic, political, or religious. They have rational organizational structures that include both informal and codified criteria for entrance into the organization, for what constitutes poor, adequate, and exemplary performance, for how a newcomer advances within the organization, and for who makes advancement decisions. Line and staff relationships, each with power, responsibility, authority, and performance goals, are created to meet the organization’s aims.

When an institution has conflicting goals, one usually dominates the others. This occurs in medical schools where, as Bloom argues, “educational values become subordinate to the requisites of the organizational structure of the medical school” [emphasis added].2 As they learn the knowledge and skills of doctoring, medical students also recognize and internalize social and economic divisions of power and authority in medicine, including who fits where, who does what, and who gets the most rewards. This happens in all professional training, when students internalize the explicit and implicit values of their professions at the same time they learn the required technical and cognitive skills. All professions replicate themselves in some fashion as one generation teaches the next what it needs to know.

In medical education problems arise when (1) the “values of medicine” are not articulated but rather are assumed, or are too disparate or ethereal to be formalized by curriculum decision makers into an agreed-upon core, or (2) students do not acquire the “values of medicine” we believe are important. Of course, all learners, not only medical students, assimilate traits by watching their teachers enact sets of values (in medicine, this is at the bedside, behind the podium, with peers), not necessarily by listening to what they say. Thus, medical education “works” in the sense that it does indeed transmit values as well as knowledge and skills; the problem is that we do not always like the values that students learn and live by. This should come as no surprise, since professional development unfolds not only as medical students participate in their formal medical education (the planned curriculum) but also as they witness all that is unwritten in medical education as they move with increasing responsibility toward the privileged space waiting for them in the medical hierarchy (the hidden curriculum). What we must examine, then, in this latest debate over what professional development really means, is the fit between the institutional values of medicine (reflected in its organizational structure and system of rewards) and its stated educational values; between how we act (with students, nonphysician colleagues, and patients) and what we say is important.
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THE NATURAL PROGRESSION TOWARD “US” AND “THEM”

Rarely are students asked to reflect critically on their personal origins and perspectives, to think about biases they have absorbed from religion, ethnic group, education, gender, age, family, region, and class. Because most of us in medicine, both faculty and students, are from the middle class,3 we often feel that our views are the norm for the whole society. Indeed, as Sherwin points out, it is “easy to lapse into false generalization … when no one is present to point out the specificity of one’s actual stance by countering with direct experience from a different vantage point.”4 Medical education does not ask students (and certainly does not ask faculty) to examine their biases and assumptions or to recognize that their knowledge of science does not free them from the blinders of their limited personal experience. They have chosen a profession that appears to require an open mind but whose training reinforces their inevitably narrow human viewpoints. And because physicians themselves usually do not reflect critically on themselves and their profession, the cycle repeats itself as physicians “recreate” themselves in successive generations of students. In many important ways this is what we want; it is the way a profession is sustained and nourished as its knowledge and technical skills are passed on, enlarged, and refined. This process of professional reproduction is what has given us the highly respected profession of medicine. From shamans to country doctors to reproductive endocrinologists, a culture’s respect, indeed a culture’s need, for the knowledge and skills of its doctors/healers cannot be overstated.

The more homogeneous a society is, the easier this process of professional replication has been. Only a few decades ago, most doctors in the United States were men of Northern European background, usually Protestant Christians, even as the general U.S. population became less and less likely to reflect these characteristics. But very rapidly the face of the profession changed, so that now large proportions of U.S. physicians have distinctly different characteristics. And even though we still need to do a better job of bringing underrepresented African Americans, Hispanics, Native Americans, and those from poor families into medicine, we now take it for granted that our physicians are just as likely to be Catholic or Jewish, with Mediterranean or Slavic or south Asian origins, and female. This means, then, that in some sense academic physicians have not been recreating themselves, but instead have been transmitting their skills and professional values to a wider and wider spectrum of medical students and young physicians.

But what happens when these acts of transmission, sometimes at the unconscious level, create new generations of doctors whose values we do not like? The public perception persists that too many physicians care more about money than patients, that medical faculty care more about advancement than teaching, and that many physicians are out of touch with the needs and beliefs of their fellow citizens who pay all the bills. In response, medical educators embark on another round, begin still another spin on professional development, and we place the fruits of our deliberations in the curriculum with the hope of inculcating students with the right “values of medicine.”

Yet I believe that our current professional development efforts cannot accomplish what we agree is needed as long as we concentrate on the individual quest of students as they move through a medical education process that says it values compassion, reflectiveness, social responsiveness, autonomy, and diversity but all the while is rewarding and sustaining practices based on competition, hierarchies of authority, fixed spheres of practice, bottom-line thinking, and economic privilege. It is too much to expect students in the midst of the most demanding of all professional training to recognize on their own that medicine’s professional autonomy can lead to “insularity and a self-deceiving vision of the objectivity and reliability of its knowledge and the virtues of its members.”5 Professional development theorizing, then, should include considerations of not only the individual physician but also the larger organizational structure of medicine and the physician as she or he serves a complex, shifting society characterized by enormous diversity.

Moreover, many of the messages of the hidden curriculum remain unseen even by those who perpetuate it, which may be crucial to professional development efforts. As with the formal medical curriculum, professional development experiences directed at moral or ethical development, for example, implicitly assume a certain kind of “outcome.” These experiences, designed by physicians and medical educators themselves, are based on the belief that if we weave enough of them throughout the curriculum, students will graduate more fully developed as professionals. They will think, act, look, and practice medicine within the boundaries established by their teachers and the community of physicians. As Hafferty and Franks note, such efforts to move students from novice to professional—call it moral, ethical, or professional development—are “created by the structure of the educational experience itself, including its highly stratified system of power and authority relationships…. above all else [this] involves the transmission of a distinctive medical morality.”6 Consequently, students may experience their medical education as one built around inconsistencies between what is touted as desirable and the unacknowledged or unquestioned enactments of privilege and exclusion in medical institutions and in the delivery of health care.

How do most students resolve these inconsistencies? Socialization does it for them. Over 30 years ago, Berger and Luckmann developed a theory of the socialization process that still provides a clear description of how medical students are moved from “lay” to “doctor,” a movement that involves the resolution of many of these inconsistencies.7 They showed how some parts of medical education intensify the emotional changes of the socialization, such as an elaborate, often grueling initiation process. This initiation includes rites, rituals, and practices that “allow physicians to dramatize, to teach, and to remind themselves and their colleagues of their sense of what it means to be a physician.”8 They also suggested that some professions, medicine in particular, can have a socializing effect as powerful and intensive as that of the family, whereby individuals commit themselves completely to a new reality. Novice doctors “give” themselves subjectively to medicine, playing, then internalizing, and then embodying roles that represent the totality of what constitutes the institution of medicine … as it has been “given” to them by their teachers.7, p.74–5

Thus, what is deemed important for students in their professional development is naturally grounded in the norms and values of physicians. According to Bleir, medicine, like all other sciences, “cannot be seen as the objective pursuit of a body of knowledge that is itself free of cultural values and social commitments” [emphasis added].9 Moreover, she comments, physicians


bring their beliefs, values, and world views to their work. These affect what scientists believe needs explaining, what questions they ask, what assumptions they make, the language they use, what they consider valid evidence to be, what they actually can see with their eyes, how they interpret data, and what they hope, want, need, and believe to be true. This is not necessarily good or bad, but a condition of being human.9



As she concludes in her discussion of this point, “scientists cannot simply hang their subjectivities up on a hook outside the laboratory door.” Neither can doctors hang theirs outside the examination room, nor medical educators theirs outside classrooms or curriculum meetings.

In addition to issues of subjectivity, physicians and others who theorize and implement professional development curricula must also consider matters such as professional autonomy. Most conceptions of professional development do not take into account the social and political effects of organizational hierarchies in medical institutions, the very site where many physicians practice. Such a hierarchy “concentrates power in the hands of a [few] … while relying on the obedient service of a vast body of subordinate female (mostly white) nursing staff who, in turn, retain authority over a large, mostly minority, nonprofessional support staff.”4 This arrangement, which is seldom examined critically by academic physicians and other medical educators in terms of its social and cultural effects, cannot be separated from a student’s experience of the profession. Yet these effects are critical aspects at the heart of professional development. Only when students begin to see the medical world as divided between “us” and “them”—with “us” being physicians and “them” being everyone else, including other health care workers—can they begin the kind of professionalization we desire based on educational values. This perspective does not ignore the fact that we all see the world in terms of “us” and “them”; this is intrinsic to our social natures and to all professions, religions, and other social groupings. We depend on such tribalism. Thus, our concerns are not with the process of value transmission, but with what medicine implicitly may teach its novices about the nature and status of “we,” the nature and status of “them,” and the nature of the relationships between them.

We human beings, immersed in biases and interests, are the ones who create and sustain the nature of medical practice, medical education, medical epistemologies, medical institutions, and professional development. Similarly, we can rethink and reconstruct these conceptions in light of our changing world; indeed, as professionals we have an obligation to do so continuously. In the next section of the paper, I discuss two theories that raise important issues relevant to the professional development of physicians.
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RETHEORIZING PROFESSIONAL DEVELOPMENT
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Feminist Standpoint Theory

Standpoint theory is the recognition that knowledge arises from particular historical and cultural perspectives, a characteristic that makes knowing partial, open-ended, and situated. Feminist standpoint theory begins with this assumption, then focuses on the perspectives of women and other people who have not traditionally been involved in creating knowledge.10–15 This theory emerged in modern Western culture, where the only knowledge deemed worthy of consideration arises from and is tested against very specific and restricted kinds of experiences. That is, the knowledge that shaped and continues to define the major disciplines of Western culture arise from the labors and experiences of “rational,” highly educated, relatively economically privileged, mostly white, mostly male groups—the same groups doctors identify with and refer to when they use the word “we.” Conversely, the claims to making knowledge from nondominant groups—some combination of the poor, women, people of color, and the so-called Third World—are neglected or dismissed; these groups are the “them” or “other.” In medicine this also includes everyone who isn’t a doctor, all patients, and the “laity.”

Moreover, because Western culture (like all others) is divided hierarchically by race, gender, and class, the activities of those at the top “organize and set limits on what persons who perform such activities can understand about themselves and the world around them.”14 But the activities of those at the other end of the hierarchy can offer significant starting points for inquiry, because the lives of marginalized people can provide significant problems or standpoints inconceivable to those in positions of power.14 That is, the vision of those who suffer oppression enables them to see beneath the surface of social relations, exposing the dehumanizing features of the way people think about and treat one another. While oppressed people are no more innocent of their own self-interest than are people with power and authority, the standpoints of oppressed people should be particularly relevant to those who want to provide skilled and compassionate health care to all people. These standpoints provide


fresh and more critical questions about how the social order works than does starting off thought from the unexamined lives of members of dominant groups…. Thinking from marginal lives leads one to question the adequacy of the conceptual frameworks that the natural and social sciences have designed to explain (for themselves) themselves and the world around them.14



How is all this related to professional development? Mary Mahowald provides an application of feminist standpoint theory in bioethics that is particularly relevant to this discussion by focusing on the cognitive flaws of nearsightedness and unselfconsciousness.16 These flaws in thinking are frequent results of professionalism in any field; novices are taught early in most professional training to think like a doctor/lawyer/scientist/etc. If compassion, reflectiveness, respect for autonomy and difference, and social responsiveness are included as goals of professional development of medical students, it would seem prudent to examine suggested correctives to whatever may inhibit such development from a variety of perspectives, including those of the people for whom health care is intended.

Nearsightedness, she maintains, is encouraged in medicine because of the emphasis on “specialization and hierarchical … distribution of roles,”16 which leads to limited vision. In terms of professional development, the perspectives of caregivers other than physicians and medical educators are rarely sought even though the effects of their efforts are indispensable and far-reaching. What does a nurse know about care giving that a doctor does not? What does the aide who pushes patients in their wheelchairs back and forth every day to therapy see and hear that a doctor does not? What do patients and their families experience at the receiving end of care giving that doctors only assume they know? If and when these persons are consulted for their perspectives, how have their experiences and beliefs contributed to the professional development discourse? The fact that their perspectives are rarely sought or considered relevant to this discourse contributes, according to Mahowald, directly to the nearsightedness of those making decisions about how professional development is defined and how it shall be fostered in the medical curriculum.

This scenario can be characterized as the nearsightedness of any group that surrounds itself with and relies on those who think the way it does. This is not limited to medicine. Stuck in the deep ruts of disciplinary thought and practice, curriculum decision makers in any field may not even possess a way to think about professional development outside the grooves of their disciplines. In medicine, such nearsightedness demonstrates an implicit acceptance of the basic organization of medicine and medical education and avoids confronting the perspectives of medicine from marginalized members of the health care hierarchy (nurses, aides, technicians, etc.) or from persons who are medically underserved. Yet their standpoints, as additional starting points for theorizing professional development, “challenge some of the most fundamental assumptions of the scientific world view and the Western thought that takes science as its model of how to produce knowledge.”14 Such standpoints could offer professional development theorizing much-needed perspectives because marginality, as bell hooks describes it, is about much more than deprivation; it is also about radical possibilities “not just found in words but in habits of being and the way one lives.”17, p.149

In addition to nearsightedness, Mahowald identifies a second flaw that often emerges in any professional practice. This is unselfconsciousness—not being aware of one’s limitations. Problems arise when doctors and medical educators, by virtue of their privileged position, sometimes confuse their medical knowledge and skills with knowledge and skills in related matters. They are not alone here; the public often makes the same error, ascribing to doctors wider expertise than they actually have. Mahowald writes,


Health care specialists sometimes pass judgment unselfconsciously on areas of health care about which they have relatively little knowledge in comparison with those practicing in those areas—for example, doctors vis-à-vis nurses…. One group may assert authority over the other, while ignoring the fact that they lack the expertise and training of the other. This point applies also to clinicians who are ethicists. Although they may provide ethics consultations at the bedside, their clinical specialization limits the extent to which their clinical advice is appropriate for patients who require treatment by other specialists. Patient care, in all of its complex clinical, social, and ethical dimensions, cannot be optimized without the collaboration of those who are optimally qualified for different aspects of its provision.16



The same argument holds true for those who have taken up the professional development discourse in medical education. Does being a physician or scientist engaged in medical education automatically mean that one is qualified to speak with authority on professional development, even when others may have broader or more critical knowledge on the subject? A self-conscious medical professional, aware of his or her limited and sometimes skewed point of view, would seek opinions of those with more expertise or those with perspectives unavailable to doctors, or at least consult them and seriously consider their input. Standpoint theory, then, may provide a corrective to unselfconsciousness by reversing the neglect of other health care providers’ and patients’ experiences and insights, adding their perspectives to the professional development discourse rather than ignoring them.
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Critical Multicultural Theory

Cameron McCarthy’s astute analysis of multicultural education (also known as “diversity” efforts) provides another perspective for professional development theorizing. Questioning any multicultural effort that focuses only on the role of changing individual attitudes to reverse racism, he posits that such a narrow focus does little to address the foundation of racial inequality. Instead, these piecemeal efforts include the approach he calls “cultural understanding,” which seeks to improve communication among different ethnic groups by focusing on cultural differences, sometimes helping students to identify “traits” of various groups.18 Another common approach to multiculturalism is that of “cultural competence,” which assumes that the values of pluralism should have a place in all curriculum plans. This approach is different from mere cultural understanding in that it affirms that diversity is valuable and should be upheld, even advanced, and that knowledge and appreciation of the languages and cultures of minority groups not only will reduce students’ ignorance about racial and ethnic groups that differ from the implicit white, middle-class norms of their training, but also will reduce racial antagonism. This approach, like cultural understanding, focuses on individual attitudes.

The medical education counterpart of this phenomenon similarly focuses on the individual medical student’s attitudes and values, often within the parameters of the doctor–patient relationship, without a concurrent focus on medicine as a cultural institution defining that relationship. Waitzkin describes most physicians as wanting to help patients but believing that they are unable personally to change the social structures at the source of their patients’ problems. Thus, they typically seek solutions within existing social and institutional contexts, so that “conscious recognition of choices, or consideration of more critical alternatives, seldom occurs.”3, p.23 This means that medical encounters usually do not deal with the social causes of suffering, which leads to doctors’ overlooking social change as a possible healing option; when they do consider larger social issues in their patient encounters, their interventions often maintain the existing social order. Waitzkin continues,


When a professional encourages mechanisms of coping and adjustment, this communication conveys a subtle political content. By seeking limited modifications … which preserve a particular institution’s overall stability, the practitioner exerts a conservative political impact. Despite the best conscious intents the practitioner thus helps reproduce the same institutional structures that form the roots of personal anguish.3, p.23



This is the same critical argument posed by Hafferty and Franks, who warn of the dangers of framing ethical questions (or professional development experiences) almost entirely within the physician-patient relationship. What gets lost is a “view of how medicine in general or medical schools in particular might be considered as moral agents or moral entities.”6

McCarthy’s answer to this would have curriculum decision makers design experiences for students that do not stop with the doctor–patient relationship but move them beyond to critical reflection on the relationship between different social groups in the United States, on ways dominant and marginalized groups are represented in the curriculum, and on the “larger system of representation and production of images in the media and popular culture and texts that position minorities, women, and third world people in relation to dominant whites.”18, p.297

Moreover, these dimensions of multiculturalism would be reflected in the goals of professional development, whereby students’ multicultural proficiencies would include far more than, for example, reciting the time orientation of this group or identifying the family structure of that one, both of which describe racial and ethnic identities in very fixed, simplistic, and problematic terms. Indeed, McCarthy maintains,


We must go further than the compensatory strategy of simply adding diverse cultural knowledges to the dominant curriculum…. The ultimate objective … is to seek the generalized diffusion throughout the whole system of [medical education] of counter-hegemonic knowledge based on the experiences and perspectives of the disadvantaged…. A political and ethical principle of social justice should inform the selection of knowledge in the [medical] curriculum … should privilege the human interests of the least advantaged.18, p.300



If indeed we were to incorporate the interests of the least advantaged into the professional development discourse, the following changes might result: (1) professional development planning would include the input of not only doctors and medical educators but also representatives of anyone who has a stake in patient care, regardless of their titles or education; (2) the professional development curriculum would include hands-on experiences in the health care of the least advantaged; (3) the professional development discourse would “focus not just on individual attitudes but on identifying how the structure and overall milieu of the setting in question may foster … undesirable values, attitudes, and/or behaviors.”6
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CONCLUSIONS

Professional development in all professions is about ideology; that is, it is about transmitting the accepted wisdom, values, and overall orientation to novices. In medicine, curriculum decision makers who are committed to educating students for ongoing reflection on self and profession, for compassionate care of all kinds of people, for responding to the health needs of society, and for respecting individual autonomy, would serve such goals well if students were asked throughout their medical education to learn the skills of critical inquiry—into the nature of medical knowledge, the social and economic organization of medical institutions, power relations within medical institutions, and the relationships between medical institutions and all groups in society.19 Many perspectives, including those of non-physicians, would be taken seriously in thinking about and planning professional development. Such activity would amplify, not mute, the focus on the doctor–patient relationship. Such activity would enhance, not diminish, the medical knowledge and experience that have given so many of us healthier lives. Such activity would make the small and large decisions physicians are expected to make every day more responsive, less restricted. Indeed, such activity might lead to a more comprehensive view of the nature of doctoring, one that moves beyond the admittedly critical and fundamental doctor-patient relationship to the realm of what leads many people to see or need doctors in the first place: the health concerns of the underclass, poor nutrition, inadequate shelter, unsafe work and living conditions, abuse, addictions, and lack of prenatal services.4 Borrowing from feminist standpoint theory and critical multiculturalism, professional development has the potential to unmask the small, daily practices of subjugation, practices that remain unseen even in an institution devoted to health care and healing, practices that imbue medical encounters even at the physician–patient level in ways we have not begun to theorize about.

My intent here has been to move the professional development discourse into analysis of the widespread social consequences of how a society organizes its health care. In our work with medical students, we have a responsibility to design professional development activities that are not restricted by an implicit, total acceptance of the basic organization of medicine. Rather, we can, with the wider range of perspectives I have outlined above, not only impart the best medical traditions and values we have, but also inspire students to move beyond received wisdom to find additional ways to think about the practice of medicine in a milieu that needs it desperately. And who knows? The more that doctors and medical educators open up the conversation about health care, the more permeable they become to the needs and values of those they serve, the closer they may find themselves to what brought them to medicine in the first place: a desire to participate in the restoration of health and hope.
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ABSTRACT

Academic medicine faces unprecedented challenges, especially the impact of the changing and more business-oriented health care system on medical education. There is an inherent clash of values between business and medicine: among key business values are profit and competition, while among the traditional values of the medical profession are service, advocacy, and altruism. Business interests have already gained a central place in medicine, so the challenge has become how to utilize the positive elements of the entrepreneurial spirit to enhance professional values and advance academic medicine’s central enterprise.

The author maintains that to achieve that synthesis, the leaders of academic medicine must continue to engage in a dialogue with the broader academic community, the government, the public, and the health care industry. The dialogue must emphasize (1) managing change rather than resisting it (such as focusing on the positive aspects of change, keeping sight of the fundamental professional values of medicine and medical education, and maintaining cool, rational judgment in the face of challenges); (2) making academic medicine’s case with many constituencies, such as the health care industry, government, and the public; and (3) fostering professionalism by increasing medical schools’ emphasis on this task, by ensuring that schools keep an appropriate balance between the science and the art of medicine, and by having faculty model appropriate professional values for their students. The author concludes that while change inevitably brings challenge and a sense of loss, it also brings the opportunity to help reshape medical education to meet the needs of society.
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Never before have we in academic medicine faced so many major challenges to all three of our traditional missions—education, research, and clinical care—simultaneously:





[image: ] The way in which we educate students is being challenged by the explosive growth of biomedical knowledge, which increases pressure on curriculum time, and by an increasing understanding of how adults learn, which stimulates the need to incorporate newer educational methods that promote active learning.

[image: ] The success of our research mission is being challenged by increasing pressures on traditional sources of research funding and by the terribly expensive technology needed for the conduct of sophisticated biomedical research.

[image: ] The ability to secure an appropriate number and mix of patients for clinical education is being challenged by the transformation of the health care system and by increasing constraints on the revenues of clinical faculty.



It is understandable that recently, most attention has been focused on the transformation of the health care system and the impact of that transformation on schools of medicine. Often the current managed care environment has been demonized. It is perceived by some to be the source of all problems facing academic medicine, from a declining patient base to shrinking clinical revenues. David Blake noted that “the relatively simple, academically driven center—one that is also fundamentally altruistic and placed patients’ welfare first—is being replaced by a complex, profit-driven, geographically dispersed corporate system with capitalistic values.”1 Yet it must be acknowledged that academic medicine has contributed to the problem through alienation of patients and the rise of specialism in a system that has, for a number of years now, been neither relatively simple nor fundamentally altruistic. Despite all the attention and creative thought that have been devoted to finding solutions to the current situation, many physicians still feel a great deal of distress.
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THE CLASH OF VALUES

One fundamental source of the current distress is the inherent clash of values between business and medicine. When one contrasts the values of an industrial, capitalistic enterprise with the traditional values of the profession of medicine, the clash becomes apparent. The major capitalistic values emphasize



[image: ] profit;

[image: ] competition;

[image: ] responsibility to stockholders;

[image: ] services driven by the market;

[image: ] standards set by external forces;

[image: ] consumerism;

[image: ] short-term goals; and

[image: ] giving society what it thinks it wants.



The major values of the medical profession, however, have traditionally emphasized



[image: ] service;

[image: ] advocacy;

[image: ] altruism;

[image: ] services driven by the application of a specialized body of knowledge;

[image: ] standards set and maintained internally;

[image: ] humanism;

[image: ] long-term goals; and

[image: ] meeting society’s needs.



Perhaps the clash of these values is exemplified best by contrasting two words, now too often used interchangeably. The first is consumer and the second is patient. Consumer comes from the Latin consumere, which means “to eat completely.” But patient comes from the Latin patior, which means “to suffer.” Physicians care for the suffering, not for those who consume.

In contemporary society, physicians are too often treated as a commodity rather than as professionals, but the debate about the nature of medical practice is not new. In his 1699 Dispensary, Samuel Garth lamented, “How sickening Physick hangs her pensive head. And what was once a Science, now is a Trade.”2 And William Osler noted in 1903 that “the practice of medicine is not a business and can never be one…. Our fellow creatures cannot be dealt with as man deals in corn and coal.”3 The conflict about whether the practice of medicine represents, at its best, a dyadic relationship between physician and patient or a commodity that is subject to business transactions reflects to some extent the clash of capitalistic and professional values.

A singular challenge to academic medicine is to ensure the preservation and strengthening of professional values. Just as Kenneth Berns called for a preservation of our academic mission,4 so too must we strive to maintain and strengthen those professional values that have defined the success of medical education and medical care in this country. Failure to do so will abrogate our responsibility not only to the physicians we educate but also to the patients and society we serve. Jordan Cohen recently asked, “Are some elements of academic medicine’s culture so central that they must be protected no matter what?”5 The answer to that question is an unequivocal yes, insofar as academic medicine must maintain a professional culture for education and research while responding to the tumultuous changes and transforming forces that face it. Collectively and individually, we in academic medicine cannot permit those changes to destroy the fundamental values that have for so long defined the best health care system the world has ever known. In that sense, schools of medicine may be one of the last bastions of medicine’s professional values, one of the last venues in which those values may be imparted to future generations of physicians. But therein lies a conundrum, because certain capitalistic interests have gained a central place in academic medicine. Faculty incomes, particularly for clinicians, have risen steadily and often approach those for physicians in private practice. Institutions invest heavily in “superstars” who will attract research funding or clinical revenue. Technology transfer from the bench to the marketplace has become an important source of personal and institutional profit. Managed care has forced academic health centers (occasionally with some success) to become more efficient and competitive. While this is salutary, nevertheless the focus has too often been directed to the bottom line only, so that the distinction between an industrial and a professional environment has become blurred.
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IMPORTANCE OF DIALOGUE

The question then becomes how capitalistic and professional values can coexist in medicine, how one can utilize the positive elements of the entrepreneurial spirit to enhance professional values and advance the centrality of academic medicine’s enterprise. To address these questions, the leaders of academic medicine—the Association of American Medical Colleges, the Association of Academic Health Centers, deans, and others—must continue to engage in a dialogue with the broader academic community, the government, the public, and the health care industry. The dialogue must contain several elements.
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Managing Change

First, it is important to acknowledge, accept, and manage change rather than resist it. All change is loss, and loss must be mourned. But too often, we focus on the negative elements of change, the perceived threats; it is important not to forget the positive aspects of change. Consider the extraordinary advances in medical science. Even before Oliver Wendell Holmes published his paper, “On the Contagiousness of Puerperal Fever,” in 1843,6 Ignatz Semmelweiss, the Austrian physician, had applied the concepts of antisepsis in childbirth, but he met with ridicule. His classic work, “The Etiology, Concept and Prophylaxis of Childbirth Fever,” was finally published in 1861,7 but his arguments were still not accepted. Nor had they found acceptance in 1889, when W. W. Jaggard published a paper in The Journal of the American Medical Association on the prevention of puerperal fever, in which he advocated the use of aseptic techniques in childbirth, noting that “many a woman’s death warrant has been carried under the fingernails of her physician.”8 The debate on the cause of puerperal fever endured for over 50 years. Contrast that with the rapidity of change that has led from the discovery of the double helix of DNA—described by Watson and Crick in a one-page article in Nature in April 19539—to the rapid development of genetic engineering, the human genome project, and gene therapy. Or, consider how quickly the field of magnetic resonance imaging moved from basic concepts of biophysics to important clinical applications and to research that has advanced our understanding of structural biology and led to the promise of molecular medicine.

Jordan Cohen has argued that “the phenomenal changes taking place in our health care system make it essential for us to know, at the most fundamental level, who we are and what we do.”5 Our profession’s values define who we are and what we do, and particularly in a time characterized by phenomenal changes, those values must become the anchor that holds us to our core mission. In managing change, it is important to take a long-term perspective. The current upheaval is similar to crises faced by medical education in both the 1790s and the 1890s.10 William Osler noted in 1903 that “the times have changed, conditions of practice have altered and are altering rapidly,” but he argued that “the ideals which inspired [earlier physicians] are ours today—ideals which are ever old, yet always fresh and new.”3 In the current climate, as in previous times of change, physicians must assert a leadership position regarding those values and principles that are integral to the care of patients, both as individuals and as populations. As Maulitz argued, “today’s leaders in academe ignore the narratives of past medical metamorphoses at their peril, and while having an understanding of the past will not enable leaders to forestall the future, it can prepare them for it.”10 The professional values of medicine provide a sense of continuity and can prepare us for the future because they endure, even though academic medicine will change its focus over time, as it did after the Flexner report, then after the growth of the research enterprise in the middle decades of this century, and now with the transforming changes in patterns of health care delivery.

In managing change, it is also important to maintain cool, rational judgment. It is a compelling observation that so much of what William Osler wrote about medical practice remains valid today, if one looks beyond the occasionally hoary rhetoric. In 1889, Osler gave the valedictory address—titled “Aequanimitas”11—to the graduating class of the University of Pennsylvania, in which he asked the graduates to develop imperturbability and equanimity. In that address, Osler noted that “in the physician or surgeon no quality takes rank with imperturbability…. Imperturbability means coolness and presence of mind under all circumstances, calmness amidst storm, clearness of judgment in moments of grave peril.” Academic medicine is now confronting grave peril, and its leaders are called upon to maintain presence of mind and clearness of judgment. Osler pointed out that calm equanimity is very difficult to obtain. “One of the first essentials in securing a good-natured equanimity is not to expect too much of the people amongst whom you dwell…. Curious, odd compounds are these fellow creatures, at whose mercy you will be; full of fads and eccentricities, of whims and fancies.” While no one would argue that the changes occurring in the health care industry represent either a fad or a whim, nevertheless it will serve our mission well if we address challenges with “calm equanimity” rather than a sense of inevitable doom and panic. In these times of tumultuous change, maintaining a sense of imperturbability and equanimity will allow academic medicine to preserve the importance of professional values in education and patient care.
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Making Our Case

Second, it is critically important that academic medicine continue to make its case with many constituencies, including the health care industry, government, and the public. The recent public opinion research conducted by the AAMC found that people often fail to understand the role of the academic medical center in serving as the “backbone of innovation.”12 As Herbert Pardes has noted, academic medicine must be an advocate of medical research and medical education.13 As part of that advocacy role, academic medicine must emphasize a return to those professional values that have not only fostered the advances made in research, but also defined the very special relationship that has existed and must continue to exist between individual physicians and their patients. The provision of altruistic services is a hallmark of any profession, but this is especially true of medicine. Physicians cannot afford to become complacent toward the responsibilities they hold to their patients, individually or collectively. Physicians of the future must be able to practice effectively in a different environment, but that environment cannot consist solely of a business model, in which health care becomes a commodity and physicians become factory workers who depart promptly when the five o’clock whistle blows. As we continue to engage the health care industry, then, we must argue convincingly that only by maintaining a practice grounded in the longstanding values of the profession will the health care needs of patients be truly served in an efficient and cost-effective manner. If medical schools articulate and defend the importance of professional values, they will also restore the public’s confidence and trust. As we communicate with our many constituencies, it is imperative that our message encompass the complexity of what we do in education, research, and clinical service, rather than limiting that message to any single one of these missions.
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Fostering Professionalism

Third, schools of medicine must maintain an educational focus that fosters the professional development of medical students, by giving them a keen awareness of the nature of a profession and by building upon the personal values that initially attracted many of them to medicine. Andrew Wallace has argued eloquently that the education of future physicians is a public goal, and that a liberally educated physician is most likely to bring a broad social context to his or her practice.14 Henry Rosovsky, who was dean of the faculty of arts and sciences at Harvard University for many years, made a similar argument: “The ideal of a profession should not be a mere flow of competent technocrats. A more appropriate goal is professional authority combined with humility, humanity and humor. I want my … doctor to have a grasp of pain, love, laughter, death, religion, justice and the limitations of science…. Up-to-date information can always be acquired without too much difficulty; human understanding cannot be reduced to asking the computer a few questions.”15

Schools of medicine have attempted to address the professional development of students both implicitly and explicitly, and courses can be designed to further promote that goal.16 As pressures on curricular time continue to increase and as new educational methods evolve, we must ensure the existence of an appropriate balance between the science of medicine and its art, so that students not only become well educated in basic science knowledge and clinical skills, but also develop those values and attitudes that reflect humanism—a concern for human beings and their values, their achievements, and their sense of dignity. Medicine is grounded in science much more now than ever before in history, and the core of medicine must remain science and its clinical application. Nevertheless, science alone can never be enough. Schools of medicine should select students whose undergraduate education has given them a solid exposure to the humanities and should ensure that their medical education continues to stimulate a humanistic approach to the care of patients. This becomes an increasing challenge, perhaps, as clinical education becomes more dispersed into ambulatory sites away from the tertiary medical center. It is critical that students gain experience with the appropriate number and variety of patients, in the appropriate settings, and that the quality of their educational experiences remain high. Students will gain more from their clinical training if both they and their preceptors have a solid grounding in professional values. Specific objectives of the clerkships should include not only the development of clinical knowledge and skills, but also the modeling of values. The values and attitudes of the faculty to whom students are exposed unarguably shape the values and attitudes they bring to their own practices. It has become even more important, therefore, for faculty to model professional and humanistic behaviors as they prepare their students to practice in a more competitive health care environment.
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FINAL THOUGHTS

With all the tumultuous changes and significant challenges facing academic medicine, it is important that we not lose sight of the long-term societal goals represented by medical education. While it is imperative that schools of medicine respond creatively to shifting patterns of patient care and sources of revenue, it is equally important that medical schools not succumb to those as the driving issues. Rosovsky noted that “a university cannot be run by cost accountants or as a commercial enterprise responding only to changing markets. This is bad for us and worse for the societies we wish to serve.”15 The leaders of academic medicine must preserve the primacy of the academic enterprise and professional values even as we confront a “profit-driven, geographically dispersed corporate system with capitalistic values.”1 We can do so only if we hold firm to those professional values that have so enriched academic medicine, so furthered the education of physicians, and so effectively advanced the care and treatment of patients. While the current changes affecting academic medicine inevitably bring challenge and a sense of loss, they also bring the opportunity to help reshape medical education to meet the needs of society well into the next century.
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ABSTRACT

Purpose. To assess a scale that measures professional attitudes and behaviors associated with the medical education and the residency training environment.

Method. In 1995–96, the authors surveyed medical students and residents from five institutions in the northeast region of the United States.

Results. Of 757 distributed questionnaires, 565 were returned (75% response rate). Of those, 529 (94%) were used in the analysis. The mean score for the retained 12 items was 92.9 (SD, 11.9), with higher scores indicating more positive perceptions. The internal reliability of the scale was moderately high (α = .71). A factor analysis identified three subscales: excellence, honor/integrity, and altruism/respect, with eigenvalues (alpha coefficients) of 3.18 (.72), 1.70 (.60), and 1.20 (.59), respectively.

Conclusions. The results are interpreted as an encouraging first step toward the development of a reliable scale that measures professionalism within the environment of medical education and residency training. Acad. Med. 1998;73:1119–1121.



To preserve the traditional relationship between physician and patient, changes in health care need to be guided by medicine’s unique professional attitudes and behaviors. Although attention has been directed toward external factors that impact the doctor-patient relationship, little work has focused on the dynamics in the medical school and residency training environment and its ultimate influence on this relationship and the practice of medicine. Given the literature that exists on more global aspects of professionalism in undergraduate and graduate medical education,1 it is surprising how little research has explored efforts to measure the spectrum of professional attitudes and behaviors that exist in the health care environment.

In a notable exception, Feudtner, Christakis, and Christakis investigated the ethical principles transmitted to third- and fourth-year medical students during their hospital-based rotations.2 They discovered that nearly all the students who completed a survey had heard physicians refer derogatorily to patients. Close to two thirds of the students had witnessed what they believed to be unethical behaviors by other medical team members and thought that at least some of their ethical principles had eroded or were lost as a result of their clinical experience.

The empirical investigation of attitudes and behaviors related to professionalism assumes, at a minimum, that professionalism can be operationally defined. For physicians seeking certification or recertification, the American Board of Internal Medicine (ABIM) has defined professionalism as “aspiring toward altruism, accountability, excellence, duty, service, honor, integrity, and respect for others.”3,4 Furthermore, future investigations of perceptions and behaviors related to medical professionalism require an index with known reliability and validity. The purpose of this study, therefore, was to assess a scale that measures professional attitudes and behaviors associated with the medical education and residency training environment.
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METHOD

Five institutions, each of which had an accredited allopathic medical school and an internal medicine residency program in the northeast region of the United States, agreed to participate in this study. After receiving approval from our institutional review board, questionnaires were distributed from June 1995 through March 1996 to students and residents by the participating institutions. The respondents returned the questionnaires in prepaid, unlabeled envelopes. The questionnaire consisted of 14 items, each of which reflected a particular component of professionalism as operationally defined by the ABIM.3,4 For purposes of analysis, negatively worded items were recoded such that a rating of 10 represented the most positive response; thus, the higher the score the more positive the perception. Cronbach’s alpha5 was used to assess the internal reliability of the scale, and subscale development was guided by item and factor analyses as described below. All analyses were conducted on an IBM-compatible personal computer using SPSS.6
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RESULTS

Of the 757 distributed questionnaires, 565 were returned, representing a 75% response rate (529, or 94%, were used in the analysis). Based on item analysis, we omitted two items because of missing data and low item-to-total correlations. Thus, 12 items were retained for further analysis, the mean score of which was 92.9 (SD, 11.9). Based on Cronbach’s alpha,5 the internal reliability was .71, a value that meets Nunnally’s minimal requirement.7 The item-to-item correlations were low to moderate (.10 to .40).

To better understand the dimensions underlying this scale, a factor analysis was conducted, based on principal components and varimax rotation. This solution identified three factors that approached simple structure, with eigenvalues of 3.18, 1.70, and 1.20, respectively. Together these factors represented 51% of the common variance. The items and the loadings for these factors are shown in Table 1.

To test the robustness of this solution, separate factor analyses were conducted on the data from the medical students and those from the residents. A consistent three-factor solution was obtained for each of these separate analyses as in the original analysis.

Creating subscales based on the original factor analysis resulted in marked improvement in the item-to-scale correlations, with most of the revised correlations ranging from .24 to .52. As important, item-to-subscale correlations ranged from a low of .30 to a high of .57. The internal reliability of the first subscale, “Excellence,” yielded an alpha coefficient as high as the total scale (α = .72). Scores for the Excellence subscale ranged from a low of 12 to a high of 50, with a mean of 38.39 (SD, 6.60). However, the alpha coefficients for the last two subscales—“Honor/Integrity” and “Altruism/Respect”—shrank to .60 and .59, respectively, suggesting a need for improvement.

Finally, to test whether the scale could discriminate between level of professional training and medical school institution, two five-by-two (institutions by residents) analyses of variance were conducted, one based on total scale scores and the other using the Excellence subscale score as the dependent measure. Results of these analyses indicated no statistically significant difference for level of training or institution using total scale scores. Statistically significant differences were, however, found among institutions based on Excellence subscale scores [F(4,524) = 10.31, p < .0001].
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DISCUSSION

We interpret the results of this study as an encouraging first step in the development of a scale that can measure components of professionalism within the environment of medical education and residency training. This is reflected by the scale’s moderately high internal reliability and item-scale coefficients. Moreover, the scale suggests three underlying dimensions of professionalism, specifically, excellence, honor/integrity, and altruism/respect, concepts that are included within an established operational definition of professionalism.4 The Excellence subscale seems especially promising as a measure of professionalism, given its ability to discriminate among participating institutions.

Although the results of these preliminary analyses are encouraging, the need for improvement is evident. Currently, the Excellence subscale reliably measures a component of professionalism. The second and third subscales identified by the factor analysis, however, need to be strengthened by incorporating additional items to enhance their reliability, and tested again, before they can be used with confidence. As important, expansion of the total scale is essential if it is to assess other factors relevant to medical professionalism.

Ultimately, the development of a short, reliable, and valid questionnaire that assesses the medical environment where education, training, and patient care converge can be instrumental in gauging professional values, attitudes, and behaviors. Underlying this effort is a strategy that encourages individual and collective thinking by the profession about its core values, a healthy exercise that can reenergize physicians about their responsibility to patients and their accountability to the medical profession at a time when rigor is critical. Such efforts remain for future collective thinking and research.


The authors thank Dr. Harold Feldman for his assistance with the design of the questionnaire, Drs. Christine K. Cassel, William N. Kelley, Harry M. Kimball, Gail Morrison, Robert G. Petersdorf, John D. Stobo, and James O. Wolliscroft for their manuscript suggestions, and Ms. Hollice L. Lespoir and Ms. Jane M. Luistro-Daley for administrative and technical support.



Back to Top

REFERENCES

1. Reynolds PP. Reaffirming professionalism through the education community. Ann Intern Med. 1994;120:609–14.

2. Feudtner C, Christakis DA, Christakis NA. Do clinical clerks suffer ethical erosion! Students’ perceptions of their ethical environment and personal development. Acad Med. 1994;69: 670–9.

3. Stobo JD, Blank LL. Project professionalism: staying ahead of the wave. Am J Med. 1994;97(6): 1–3.

4. Project Professionalism. Philadelphia, PA: American Board of Internal Medicine, 1995.

5. Cronbach LJ. Coefficient alpha and the internal structure of tests. Psychometrika. 1951;16: 297–334.

6. Norusis MJ. SPSS for windows; base system user’s guide, release 6.0. Chicago, IL: SPSS, 1993.

7. Nunnally JC. Psychometric Theory. 2nd ed. New York: McGraw-Hill, 1978.

© 1998 Association of American Medical Colleges





In Search of the Informal Curriculum: When and Where Professional Values Are Taught

David T. Stern

ACADEMIC MEDICINE, 73 (10 suppl): S28–30. Suppl. S OCT 1998–RIME



The promises we make as physicians—to honesty, commitment, compassion, and confidentiality, stated as an oath at medical school graduation—guide our practices and define our profession. It is presumed that the hours of study and patient care have molded students into individuals who will also embrace these values. Many institutions have used their courses on the introduction to clinical medicine, introduction to the patient, or medical ethics as a way to teach elements of professional character.1,2 However, characteristics such as honesty, accountability, and confidentiality are expected to have been formally inculcated before students arrive for their first year, or to be somehow passively absorbed in the course of training.3

There is good evidence that the values students bring to medical school are changed by their educational experiences. The earliest of such studies was that of Leonard Eron, who surveyed first- and fourth-year medical students in the 1950s and found increased cynicism as the students proceeded through training.4 Since then, investigators have confirmed that values and attitudes change during medical training, and that students leave medical school with significantly different outlooks than when they arrived.3–9 But the evidence available from first-hand accounts reveals that students may incorporate characteristics that are diametrically opposed to those that medical educators intend to instill.10–12

If medical educators purport to teach professional values, yet students adopt values contrary to these ideals, when and where are these contrary values being taught? A possible answer to this question can be found in the work of Philip Jackson, who studied elementary schools in the early 1960s. Sitting in the backs of classrooms and observing classes with an anthropologic perspective, he identified a curriculum not previously noted in the teacher’s daily lesson planner:


The other curriculum [that I found] might be described as unofficial or perhaps even hidden, because to date it has received scant attention from educators. This hidden curriculum can also be represented by three R’s, but not the familiar one of reading, ‘riting, and ‘rithmetic. It is, instead, the curriculum of rules, regulations, and routines, of things teachers and students must learn if they are to make their way with minimum pain in the social institution called the school.13



The notion of the “hidden,” the “implicit,” or the “informal” curriculum developed from these observations. It explains that for each student, there is a parallel curriculum taught alongside the well-known knowledge and skills; a curriculum that teaches the values, norms, and expectations of an educational environment.

To conduct this study, I applied the conceptual model first noted by Jackson, that there are formal and informal curricula of medical education. I hypothesized that one explanation for the fact that “ideal” values are not being adopted by students might be the presence of a parallel, informal curriculum of values, and that the majority of values teaching would occur in that segment of the curriculum.

Back to Top

Methods

Setting

In 1995, as part of a larger study of teaching values and the informal curriculum, internal medicine inpatient teams were studied using non-participant observation techniques. This study was performed on inpatient services at the University Hospital and the affiliated Veterans Affairs Medical Center.

To measure the quantities of teaching in various settings, we divided all events into “formal” and “informal.” The “formal” corresponds to any time of the day during which a structured curricular element is taking place (e.g., lectures, attending rounds, morning report). “Informal” settings are what remain of the time spent in the hospital. These times are filled with teams sitting in conference rooms, walking down halls, eating meals, and having conversations with other students, physicians, or ancillary personnel. The conversations could be patient-related or completely unrelated. Formal and informal settings are delineated by the fact that one is scheduled and organized, while the other is not.
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Data Collection

Over a six-month period (not including July), I followed, observed, and audiotaped inpatient internal medicine teams, assisted by two research assistants with training and experience in observational research techniques. To ensure the representativeness of the observation sample, teams were observed early, mid, and late in the monthly rotation, on all days of the “on-call cycle,” on each day of the week, and at various hours of the day (from 7 AM until 11 PM). Of the four teams available for observation, the one composed of individuals who were not supervised in clinic by the principal investigator was chosen for observation. Teams comprised an attending physician, a third-year resident, two first-year residents, and four or five medical students. We obtained informed consent from all team members, explaining that we were studying the teaching and learning of medicine, but did not specify our interest in the teaching of values. No individual refused to consent, and none expressed concerns about the project itself.

In a pilot phase of the study, two observers followed two inpatient ward teams for five days, observing for two to four hours each day. After the pilot phase, six additional teams were each observed for three consecutive hours for each of ten days. Because this was a study of the teaching of values, not the learning of values, the observer always focused on the person most likely to be defined as the teacher. In general, this was done through the pre-existing hierarchy, from attending to resident to intern to student. If the attending was present, he or she was followed. When the attending was not present, the resident was followed. If no attending or resident was present, the observer followed an intern. If there was only one person on the team working in the hospital, or only students, the observer discontinued the planned observation. In order to maintain doctor–patient confidentiality, the observers did not follow the team into patients’ rooms.

All observations were audiotaped, and the researchers kept additional field notes, particularly detailed around events that appeared to contain values teaching. Dates, times, individuals, and locations in the formal curriculum were recorded at five-minute intervals. Additional narratives, questions, and diagrams were added to these structured data-collection forms both during the observation and in the process of reviewing the audiotapes in subsequent weeks.
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Values Excerpts

After the observation (usually within one week) the audiotapes were analyzed by the observer. This person listened to the tape and transcribed any event that appeared to teach a value. A “values excerpt” was defined as a fragment of conversation (more than a single word) in which an individual expressed ideals, customs, norms, or institutional characteristics of internal medicine, medicine in general, or the hospital environment. These fragments ranged from 40 words in length to a three-minute conversation. Smaller units of language (body language, gestures, and simple utterances) between teacher and student in the setting of clinical medicine are easily misinterpreted, and were therefore not analyzed.14 Once identified, the observer transcribed the excerpt, as well as one minute of tape preceding and one minute following the event. Names were deleted at this juncture, and the setting was described at the beginning of each excerpt. A subset of tapes from the pilot phase was used to develop inter-rater reliability on the detection of values excerpts. Two individuals independently listened to full-length tapes and identified segments containing values excerpts. This process continued until greater than 95% inter-rater reliability was obtained.15

Because the settings and participants were identified on our grids at five-minute intervals, and no values excerpt lasted longer than three minutes, we conservatively used five-minute periods when analyzing excerpts. Rates of values teaching were calculated by identifying the number of these values-containing five-minute segments per hour. Comparisons of counted events were performed using the chi-square statistic.
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Observer (Hawthorne) Effects

Observer-induced bias could confound this data collection in two ways. First, it might be assumed that the presence of a physician (the author) might be more restrictive or conducive to the expression of values than the presence of non-physicians (the research assistants). Second, one might expect that values would be more prevalent at the beginning of the observation period (if the participants were aware of the study goals and wished to please the observer) or at the end of the observation period (if the participants had become “acclimatized” to the observers only after a prolonged period of observation). To determine whether the collection of values excerpts had been affected by the observer’s presence, counts of values excerpts for the above settings were tabulated and compared with the chi-square statistic.
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Results
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When Values are Taught

Over the course of six months, three individuals observed eight different inpatient internal medicine teams for a total of 194 hours. A total of 182 values excerpts were identified from the audiotapes. Using the calculations of “rate of values teaching” defined above, we found marked differences in when values were taught (see Table 1).

More values excerpts were found in the morning (7 AM–12 PM) (n = 102) than in the afternoon (12 PM–5 pm) (n = 47) or evening (5 PM–11 pm) (n = 33). However, more observations are made and more resident time is spent in hospitals in the morning, so the rate of values teaching (number of values taught per unit time) is also informative. The rate of values teaching during the evening hours was significantly higher than the rate in the morning (1.36/hour evening vs 0.96 hour morning) (chi-square = 14.2; p = .007). This finding is confirmed and inter-correlated with the second finding: that values were more frequently taught during on-call (53) and post-call (62) days than during short-call (30) or off-call (37) days. (chi-square = 18.8; p = .004).
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Where Values are Taught

Of the 182 values identified in 194 hours of observations, 83 (0.70/ hour) were taught in formal settings, while 99 (1.31/hour) were taught in informal settings (chi-square = 18.38; p = <.001). In addition, attendings were present for only 81 of 182 values teaching events (44.5%). However, the rate of values teaching was greater when attendings were present than when they were absent (1.15/ hour present, 0.82/hour absent) (chi-square = 11.3; p = .004) (see Table 1).
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Hawthorne Effect

There was no significant difference between observers in the numbers of values identified (chi-square = 7.90; p = .095). In a subgroup analysis, no significant effect of having a physician observer was identified. The numbers of values identified on the individual days of observation (1–10) were compared using the chi-square statistic, and no association was found (chi-square = 28.21; p = .06).
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Discussion

In this study, the teaching of values was found to be disproportionately identified in the informal compared with the formal curriculum of medical education. Values teaching in these informal settings has two unique characteristics: (1) attendings are present for less than half of the events, and (2) the events occur late in the evening and on call. Thus, residents appear to provide most of the professional values training for students and interns. When attendings are present, they clearly make an effort to teach values, but their lack of exposure to students throughout the day limits their potential impact. Medical educators interested in evaluating and improving the training for professional character should therefore attend to the informal curriculum as an important site for education.

Further, while it is clear that informal settings are important, simply knowing when and where values are taught does not guarantee that the values taught are the ones we would expect or of which we. would approve. In fact, many of the excerpts identified in this study contained endorsements of values that are in direct conflict with those we would hope to find in the training of doctors.16 In addition, this study did not investigate the entire continuum of potential teaching elements. No attempt was made to collect data on nonverbal gestures or visual cues. For example, the behavior of hand-washing by attendings could be seen as an effort to teach an element of professionalism (the value of cleanliness and respect for the patient). While some physicians consciously wash their hands in a manner that students can see and adopt, this was not part of the spoken record, and thus not analyzed in this study.

There are also many settings and individuals that potentially “teach” values that were not observed in this study. For example, values teaching also occurs in outpatient settings and probably differs in many important ways from the teaching observed during inpatient rotations. In addition, some of the most important teachers in the hospital were not observed: the patients. We chose not to intrude on the conversations between doctors and their patients—and by respecting that relationship, we missed the opportunity to understand more about what doctors are taught in direct care settings.

Just because values are taught does not guarantee that they are learned. This study was not designed to understand the learning of values; such a study would require extensive interviews, surveys, and analysis of individuals to determine which teaching events produced the learning of values. In particular, there is no way of knowing whether certain values are more likely to be learned than others. Do the frequent values teachings from residents in the informal curriculum have a greater or lesser potency than the infrequent values teachings of attendings in more formal settings? Only further research can answer such questions.

Professionalism is most often taught in informal settings—late in the evening and on call, when attendings are not likely to be present. During these times, residents and students are chatting over dinner, working together in conference rooms, or simply walking down the hallway. The informal curriculum serves a function in medical education—it provides time for residents and students to reflect on and discuss the nature of their work, and for the process of professionalization to occur.
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ABSTRACT

In recent decades, both the concept and the performance of professionals have been widely questioned. Professionalism and the idea of service have been placed under intense pressure, but they have survived. Medicine may now have an opportunity to reestablish itself as a respected, influential, and useful profession in Western society. The authors believe this could occur (1) because of the strength of the democratic process and the place of organized medicine within it; (2) because medicine’s role as a source of relatively impartial expertise is being reestablished (because medicine no longer controls the health care system); and (3), most important, because of the importance of the individual physician as healer in both society’s view of medicine and medicine’s view of itself.

To take advantage of this opportunity, the authors offer several recommendations, including (1) that medicine must continue current efforts to place first the doctor–patient relationship (the role of the healer) and the idea of service in redefining and fulfilling its obligations to society; (2) that there be a comprehensive education campaign to help physicians understand professionalism and its obligations (which the authors define); and (3) that physicians should assume responsibility for their local and national associations. If the individual medical professional and all the institutions connected with the practice and teaching of medicine truly understand and seek to fulfill their contracts with society and the obligations derived from these, the morality inherent in medical professionalism can be a dominant force, and better health care will result.

Acad. Med. 1999; 74:878–884.



There is general agreement among editorialists,1 social scientists,2 and professionals, including physicians,3 that starting in the 1960s both the concept and the performance of professionals have been widely questioned. The previous consensus that existed in society is no longer present, and virtually all forms of authority and expertise, including the professions, have come under scrutiny. However, a careful analysis of the major trends and of the literature relating to the profession of medicine leads us to suggest that recently there have been some very real changes in the roles and responsibilities in health care, and that these have led to a somewhat more favorable view of medicine by the public.

This is one of the reasons we are guardedly optimistic that there is an opportunity to strengthen medical professionalism. In this article, we try to show that if medicine is to take advantage of this opportunity, it must carefully consider its place in society, including the high degree of trust that the public must have in medicine’s practitioners if professionalism is to flourish. To engender such trust, physicians must have a clear understanding of what it means to be a professional as well as a healer, and what obligations they must fulfill to justify their professional status. These ideas are expanded upon in the following pages.
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THE HEALER AND THE PROFESSIONAL

There are services that societies have always needed, including the care of the sick, adjudication of disputes, and meeting spiritual needs. In modern times these services have become more complex and difficult to organize, in part because more expertise has been required. Since the 19th century, society has used an evolving concept of the profession as a means of organizing the delivery of these services, including health care.4,5 As a result, the physician must occupy two roles, which are inextricably linked in the minds of both the public and the profession. While these roles do share common ground, they are drawn from separate traditions and entail different obligations. The two roles are those of the healer and the professional.6

The literature on professionalism is found largely in the field of sociology and ethics. When the medical literature does address the subject, it concerns itself primarily with the healer and rarely uses the information available in the social sciences. Even that literature seldom separates the healer from the professional; thus their roles are poorly defined and likely to be confused with one another. For this reason, neither society nor the medical profession has a clear understanding of these roles’ different origins, interactions, and overlaps. In the following paragraphs, we attempt to throw light on these in order to better distinguish these two roles.

Back to Top

Origins and Overlaps

The tradition of physician healer in Western society dates to Hippocrates and is known and cherished by its practitioners. The Hippocratic oath forms the cornerstone of the profession’s morality and self-image and is a shared element of Western culture.7 It is likely that both physicians and patients understand the role of the healer, even in modern society. The origins of professionalism are more recent, evolved differently in different countries, and became enmeshed with those of the healer.4,5,8 In the Anglo-American world, because of the relative weakness of the state and of existing traditions in the guilds and universities of England, the professions became independent and self-regulating.2 This autonomy distinguishes the organization of professionals, such as physicians, lawyers and architects, from the organization of members of most other occupations, for example, business.

The industrial revolution provided society with the means to purchase health care, and progress in science made it worth buying. To organize an increasingly complex field, laws were passed that established independent professional bodies and required licensure for individual professionals. Medicine was granted a broad monopoly over health care and considerable autonomy. These privileges were accorded with the clear understanding that in return the medical profession would concern itself with the health problems of the society it served and place the welfare of that society above its own. Professional autonomy always entailed clearly defined obligations, yet many of these obligations are only remotely connected with the role of the healer.6 One can suggest that in medicine we have not failed so much as healers as we have as professionals.
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Professionalism

In spite of the fact that the role of the healer depends upon professional status and that unprofessional behavior jeopardizes healing,9 most physicians do not understand society’s view of their profession, even though these views form the basis for its existence.10,11 They consequently are unsure of the origins of many of their obligations. It is therefore essential to define professionalism and to delineate the characteristics of a profession.


The Oxford English Dictionary defines a profession as

the occupation that one professes to be skilled in and to follow: (a) a professed knowledge of some department of learning or science is used in its application to the affairs of others or in the practice of an art founded upon it. (b) in a wider sense any calling by which a person habitually earns his/her living.12



Applying this definition to medicine, the Hippocratic oath is a public vow and commitment to service. It acknowledges “tacit knowledge,” or the art of medicine,13 as well as science, and describes a calling from which persons earn their livelihood.

The important characteristics of Anglo-American professions (see List 1) contain two major elements: possession of a specialized body of knowledge and a commitment to service.14 From these follow the others. Self-regulation is granted to groups whose services or skills require specialized knowledge not readily available to the rest of society. It is presumed that the quality of services will be assured by codes of ethics and by the establishment, maintenance, and enforcement of standards. Autonomy is given on the understanding that professionals will devote themselves first to serving others before themselves.


[image: Table 1]



Every analysis of professionalism states that professionals must be moral, acting for the benefit of society.10 This is the principal justification for the trust placed in professions to regulate themselves. Further, there is agreement that professionalism in practice is an ideal to be pursued, understanding that professionals are human and occasionally fall short of the ideal.10

Major roles are assigned by law to licensing bodies (in which professions predominate) and professional associations.2,4,5 The setting and maintenance of standards, self-regulation, development of codes of ethics, and informing the public and legislative authorities on matters within their expertise are integral parts of their mandates. Support of these organizations and their activities thus becomes one of the obligations of a professional.
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THE PAST AND PRESENT

A review of the literature on professionalism, largely absent from that easily available to physicians, is not a mere academic exercise. Individuals of great stature in both the social sciences and bioethics study professionalism, and their opinions both reflect public opinion and help to shape it. Throughout this century, their work has had a significant effect upon public policy, but it appears to have been largely ignored by medicine.

An examination of the chronological development of literature studying professions and professional behavior helps us to understand the attitudes of present-day society to professionalism. Until World War I such literature was largely descriptive of and favorable to the concept of professionalism. Weber,15 Durkheim,16 Beatrice and Sydney Webb,17 Tawney,18 Flexner,19 Brandeis,20 Carr Saunders,21 Parsons,22 and others addressed professionalism and endorsed the concept. They identified the tension between altruism and self-interest but believed that altruism would prevail, as it was in the profession’s own interest. At the time, professional authority was respected and medicine was largely responsible for the shaping of health care. Despite some evidence to the contrary, physicians were generally regarded as impartial experts in medical science and the organization and provision of medical services.

From World War II onward, criticisms of Western society, including the professions, began to appear, and from the 1960s on increased greatly. Elliot Freidson11,23,24 was the first and most influential critic of contemporary medicine. He stressed that medicine had used control over its knowledge base to gain a dominant position in society and within health care and had put its own welfare above that of society, while failing spectacularly to self-regulate. Other critics, including McKinlay,25 Larson,26 Haug,27 Johnson,28 and Starr,5 added powerful arguments. They noted the closed nature of the professions, predicted that medicine would lose status through a process of deprofessionalization,27 and anticipated many of the market-driven changes that have occurred.5 In 1982 McKinlay described the “proletarianization” of American medicine,25 predicting that physicians would be reduced to selling their services in a competitive environment dominated by corporate interests playing physicians off against each other to diminish the unit price. He believed that the projected surplus of physicians would aid corporate domination and that intrusion into the autonomy of individual physicians would occur. Others observed that medicine had sought to improve its position in society with little thought for the public good, gaining a monopoly over health care and then manipulating the market to create a demand.26,28 All identified the self-serving power of an elite and its impact on social policy. The work was credible and strongly influenced public policy. Medicine was no longer as trusted and lost significant influence.29

Medicine’s response to society’s changing views was defensive. It had become resistant to changes that would alter its status. The various medical associations’ bureaucracies were powerful, well established, and conservative.5,30,31 Throughout the Western world, medicine was consistently slow to understand and adapt to the changing bargain between it and society. As an example, when the United Kingdom and Canada made the popular political decisions to establish universal health care, the medical profession resisted rather than collaborated.30,31 As society attempted to devise means of pooling the economic risks of serious illness, medicine and its members failed to comprehend that professional status is granted by society with the expectation that the profession would address society’s concerns.23,24 The repeated failures of the United States to reach any consensus on how to organize the delivery of health care, for which the American Medical Association must take some responsibility,5,32 has led to a market-driven system that appears to please few.

Alford analyzed modern society, describing it as a conflict between corporate rationalizers and professional monopolizers.33 In medicine, the rationalizers are found in the corporate and state bureaucracies. They seek to control the medical marketplace in the name of cost effectiveness. The monopolizers include the medical profession’s associations, medical schools, and teaching hospitals. They seek to defend the status quo. There is no question about who has been more successful in recent years. Krause, in Death of the Guilds, documents the medical profession’s loss of power to the state and corporate sector, leading to its present position in Western society.2

Beginning in the 1980s a subtle change in perceptions occurred that is reflected in recent literature, which has been somewhat kinder than before to the medical profession and the concept of professionalism. The reasons for the change are interesting. Until World War II, medicine effectively controlled its market: the entry into the workplace, conditions of work, methods and amounts of payment, and the structure of the health care system.5,34 As the corporate world realized the potential to profit from health care, commercial health insurance expanded in the United States, while various national health schemes developed in the rest of the world. By the 1990s health care systems were almost completely dominated by either the state, as in Canada and the United Kingdom, or the corporate sector and state, as in the United States, and the profession everywhere lost power.2,34 Klein, in the United Kingdom, advised the state to leave sufficient control over health care with the medical profession so that medicine could share in the blame for its problems.35 This has not occurred, and in the public’s mind, it is now the state, or, in the United States, the state and marketplace that are seen as responsible for flaws in the health care system. In Freidson’s last book, Professionalism Reborn, he examines different ways of organizing medical services and concludes that modern professionalism with its defects remains either the most attractive or the least unattractive option.11 We, along with other authors, concur, but all stress that it must be a professionalism that is clearly understood by both society and physicians and one in which service is once again paramount.6,10,11,29,36
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REASONS FOR OPTIMISM

We believe that the current situation, as briefly described in the previous paragraph, represents an opportunity for the medical profession. Further, we believe that if the medical profession responds promptly to this opportunity, it can once again be more effective in influencing health policy decisions and improving the health care system and patient care.

There are three reasons for our optimism. The first is faith in the democratic process and the place of organized medicine in this process. In the Western world the structure and financing of health care are now part of the political process, and it follows that the public will ultimately determine the level of funding and the structures within which care is given.37 The process is not precise or accurate but it is difficult to manipulate, as it ultimately affects everyone. Our optimism on this point has been reinforced by the fact that medicine finally seems to understand that it has lost control over its market. In Canada and the United Kingdom the state controls physician numbers, remuneration, methods of payment, and the structure of the system.34 In the United States, despite a different structure, medicine lost control of physician numbers a generation ago, most aspects of the market are tightly controlled by the state, insurance companies, and health maintenance organizations, and medicine’s ability to bargain is greatly reduced.5,34 However, in each country the values of medicine and the setting and maintaining of standards and discipline still remain the responsibility and the ultimate strength of the profession.

The second cause for optimism flows from the first. Because medicine no longer controls the health care system, it is perceived as being more objective when it offers commentary. Its role as a source of relatively impartial expertise is being reestablished. Thus the development of a new “civic professionalism” as recommended by Sullivan36 becomes a real possibility, but only if this impartiality and commitment to public good are maintained and reinforced.

The third cause for optimism, society’s great need for and dependence on the healer,10 is probably the most significant. Because of it we believe that the negative trends observed in other professions will always be somewhat blunted in medicine. Despite a change in status and power, much of the mystique of medicine has been retained through the role of the healer. The public remains medicine’s main ally and wishes a trusted relationship with physicians.29,38 However, this requires functioning professionalism as the basis.39 Over the past few decades this relationship deteriorated as physicians and their associations were perceived as primarily interested in protecting their incomes. It is paradoxical that at the present time, while the profession has actually lost power, and in particular the ability to control its market, there appears to be an opportunity to rebuild trust.29 The public wishes physicians, not corporations or the state, to make major decisions regarding their health and health care. Also, physicians want to regain the power to make such decisions. For the first time in decades there appears to be a confluence between what the public wants and what the medical profession wants.

As medicine seeks to regain the public’s trust, it must also cope with several challenges in the future: balancing trust and accountability, mystique and transparency, collegiality and open self-regulation, autonomy and quality control, public good and personal gain, as well as incorporating an educated public and modern information technology into the process.40 In doing this, the values essential to professionalism must be preserved. Among these, altruism always has been, and always must remain, at the core.
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RECOMMENDATIONS

There are a number of actions that can be taken to cope with the challenges just mentioned and to preserve medical professionalism’s values. One of the most important is that medicine—its associations and individual practitioners—must realign its view of itself with that of society and, using service as the principal guide, redefine its obligations and fulfill them. As the healer is fundamental to medicine, that role must be continuously reaffirmed. Past failures in this area have been noted and the substantial efforts made to correct them must continue. For example, the critical role of doctor-patient communication in healing should be and is receiving increasing emphasis. Codes of ethics have been revised, are more comprehensive and relevant, are widely publicized, and, one hopes, will have more influence on physicians’ behaviors.

As both healer and professional, the individual physician must reassert the commitment to the individual patient, and this must be seen as outweighing other obligations to an employer, the market, or the state.38 When a physician’s decision gives priority to what is termed “distributive justice”41 or is influenced by corporate or self-interest,42,43 the basis for the patient’s trust is jeopardized. The need for public-health–based and population-based initiatives must be recognized without overlooking the fiduciary duty to make decisions in the best interest of the individual patient.

In previous publications, we have suggested6,44 that for physicians to understand professionalism and the obligations required to sustain it will require an education campaign for all levels within the profession: students, trainees, practicing physicians, and associations. In our present diverse society shared values can no longer be assumed and professional values no longer transmitted solely through role models. Perhaps the lack of formal education in professionalism is in part responsible for some of the defects in physicians’ performances.

The professional obligations that all physicians should take on include gaining knowledge and understanding of national and regional laws and regulations, as well as the codes governing professional conduct.6,44 All physicians should submit to and participate in more effective and transparent self-regulation to reaffirm accountability.45 In spite of the very real progress made thus far,46–48 trust will not be maintained without further progress. There is a need for practice to be based on proper evidence and for physicians to maintain competence throughout their careers. Physicians and their associations must remain aware of and address major societal concerns that have an influence on their communities’ health status.

Central to medicine’s professional status is its knowledge base.23,24 Therefore, all physicians share in the obligation to expand it and to ensure its integrity by supporting scientific research and addressing scientific fraud. In addition, the role of professional associations in expanding medicine’s knowledge base and disseminating this knowledge, a role which they have carried out well, must also be supported.

Associations, on both national and local levels, have an essential role in fulfilling the obligations expected of professions in the Anglo-American world.49 The principal ones are setting and maintaining standards, disciplining unethical or unprofessional conduct, expanding medicine’s knowledge base and promoting its dissemination, and informing the public about relevant issues in their areas of expertise. As well, they must fulfill a quasi-union function, both representing and protecting their members’ interests.5 As the state and the marketplace have intruded into the lives of medical professionals, the associations have become more concerned with activities pertaining to the economics and organization of practice.2,5 But at the same time, it is probable that the public service role of the major medical associations has never been carried out in a more effective fashion, even though the pubic does not believe this, feeling that the primary interest of these associations has been protecting the status and income of their members.39 This poses a particular dilemma to the average physician, who requires a strong association to represent his or her interests but does not support all of the activities of the major national associations. This is undoubtedly one reason for the precipitous drop in membership in most such associations.5,30,32,35 However, the national associations have a clear mandate to speak on behalf of all of medicine and purport to do so. Therefore, physicians should not dismiss these associations but instead must realize their potential for good or ill and watch carefully what they do.

There are probably no easy answers when discussing the strengths and weaknesses of associations, but we offer some recommendations for the future. In the first place, physicians must assume responsibility for their national medical associations. If these associations fail to adequately represent them, then they must be replaced with ones that do. The stand of the American Medical Association on the structure of the health care system in the United States represents such a situation, as it was in disagreement with that of the American College of Physicians and a substantial number of American physicians.50 Second, a clear separation of the two roles (serving the public and serving the profession) within organizations would be of benefit. When the public believes that an association is offering opinions on issues of national concern that actually serve to benefit its members rather than society, the trust that is so essential to the proper functioning of the medical profession is jeopardized. Finally, having lost control of the marketplace, associations must take advantage of the opportunities now presented to rebuild trust by openly espousing a service commitment. History has clearly shown that trusted medical associations using their expertise can be a force for good.4,5

But associations, important as they are, are only as good as those whom they represent. To respond to the opportunities for useful change that now exist, each individual medical professional and all the institutions connected with the practice and the teaching of medicine must truly understand that they have a contract with society and obligations derived from it. If they then act vigorously to fulfill these obligations, the morality inherent in medical professionalism can be a dominant force, and better health care should result.
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ABSTRACT

The authors propose that professionalism, rather than being left to the chance that students will model themselves on ideal physicians or somehow be permeable to other elements of professionalism, is fostered by students’ engagement with significant, integrated experiences with certain kinds of content. Like clinical reasoning, which cannot occur in a vacuum but must be built on particular knowledge, methods, and the development of skills, professionalism cannot flourish without its necessary basis of knowledge, methods, and skills. The authors present the need for an intellectual widening of the medical curriculum, so that students acquire not only the necessary tools of scientific and clinical knowledge, methods, and skills but also other relevant tools for professional development that can be provided only by particular knowledge, methods, and skills outside bioscience domains.

Medical students have little opportunity to engage any body of knowledge not gained through bioscientific/empirical methods. Yet other bodies of knowledge—philosophy, sociology, literature, spirituality, and aesthetics—are often the ones where compassion, communication, and social responsibility are addressed, illuminated, practiced, and learned. To educate broadly educated physicians who develop professionalism throughout their education and their careers requires a full-spectrum curriculum and the processes to support it. The authors sketch the ways in which admission, the curriculum (particularly promoting a sociologic consciousness, interdisciplinary thinking, and understanding of the economic/political dimensions of health care), and assessment and licensure would function.




A corrective against complacency, against the closing off of certain questions as settled—and that is, after all, what any honest approach to education requires.—NICHOLAS BURBULES1



Professionalism and professional development are priorities in medical education at all levels. The topics appear often on conference programs and in medical journals. Most U.S. schools now have professional development committees, programs, or ceremonies. Jordan Cohen, president of the Association of American Medical Colleges (AAMC), announces it to all medical educators in the AAMC’s 1998 Annual Report when he urges them to “cultivate the core values of professionalism in future practitioners…. [and] stand firmly in support of the values that make our profession ‘honored and honorable’”.2

That said, however, it is not clear that the schools have thought through what is needed to do the job properly. After sifting, sorting, and remixing the existing literature, we conclude that some of the assumptions fueling the current professionalism discourse should be reconceptualized if this particular “round of” such calls is going to make a difference in the education of physicians. For 50 years the professionalism literature has sounded uncannily the same: medical education places too great an emphasis on the biological/technical aspects of medicine at the expense of the psychosocial; humanistic qualities (call it caring, empathy, humility, compassion, sensitivity, and so on) have taken a back seat; some kind of curriculum intervention should take place to reinforce the humanistic values associated with the profession. Quoting from the widely-acclaimed GPEP Report (the AAMC’s 1984 Project on the General Professional Education of the Physician and College Preparation for Medicine), sociologist Renée Fox reminds us that this hand-wringing has been around for some time: “A review of past efforts to modify medical education reveals that most of the problems… are not new. Institutions intermittently have changed their curricula, but unfortunately little progress has been made toward a fundamental reappraisal of how physicians are educated. Thus, we do not claim novelty in the discovery of deficiencies.”3 Since the 1950s medical educators have addressed such deficiencies by injecting what Fox calls “magic bullets” into the curriculum as they search for the best way to promote professionalism in medicine. For the most part, Fox argues, these “rediscovered principles and qualities of good physicianhood” are what we can assume the AAMC’s Jordan Cohen means when he calls for renewed attention to the “values that make [medicine] ‘honored and honorable’”.

The current focus on professional development often begins with how best to instill or encourage the following six elements of professionalism: altruism, accountability, excellence, duty, honor and integrity, and respect for others.4 Unfortunately, the term professional development is losing whatever precision it had, so that now it may also refer to CME, faculty development, career planning, or even seminars in CV construction or how to get published. In this paper, however, we use the term very specifically to denote the development of professionalism in medical trainees—an ongoing, self-reflective process involving habits of thinking, feeling, and acting. We propose that professionalism, rather than being left to the chance that students will model themselves on ideal physicians or somehow be permeable to these or other elements of professionalism, is fostered in significant measure by students’ engagement with certain kinds of content. Like clinical reasoning, which cannot occur in a vacuum but must be built on particular knowledge, methods, and the development of skills, professionalism cannot flourish without its necessary basis of knowledge, methods, and skills. The content associated with developing professionalism is interdisciplinary and open-ended, and yields as many questions as answers. It includes but is not limited to the philosophy and history of medicine (Who are we? How did we arrive in this location? Why do we practice this way?); the sociology of medical knowledge (Which disciplines and methods does medicine draw from, and which ones are ignored? What are the strengths and weaknesses of these disciplines and methods?); political, economic, and social inquiry surrounding medical practice (Who do we serve? Who is left out? Who decided this was the way medicine would be enacted in this country?); or literary inquiry (What does it feel like to be sick? What does it feel like to be a tired, burned-out doctor?). Through this interdisciplinary content and methods of inquiry appropriate to it, medical students and residents can learn to think critically about themselves and their profession, recognize the strengths and limits of scientific knowledge, realize and act on the humanistic dimensions of medical practice, and integrate their social responsibilities as physicians into the context of their personal goals.

The development of professionalism so conceived is not fostered by lists of abstract qualities, end-of-term checklists, or virtue checkpoints throughout the curriculum. Medical educators cannot assume that students develop professionally at the same pace as they move through the curriculum, or that professional development just naturally happens, like physical maturity. No faculty member would make such as assumption about clinical reasoning, for example. In fact, for professionalism to flourish, students need a broader intellectual experience than those provided by traditional medical curricula. Medical education has traditionally placed the highest value on scientific (rationalist) knowledge, which may have little to do with the critical thinking about oneself, the medical profession, and society, all of which are basic to professional development. We propose an intellectual widening of the medical curriculum, so that students acquire not only the necessary tools of scientific and clinical knowledge, methods, and skills but also other relevant tools for professional development that are provided by particular knowledge, methods, and skills outside bioscience domains. So endowed, students would be able to choose from multiple tools, each relevant to the unique complexities of clinical encounters with patients. That is, students need tools not only to address the pathophysiology of an illness itself but also to deal astutely with language and communication, knowledgeably with biases in decision making (their own and their patients’), politically with how services are accessed, ethically with moral ambiguities in medicine, and empathically with the experience of illness across differences in race, gender, and class.

But for students to become this adept and flexible in using these multiple tools, our curriculum must reflect knowledge and skills that arise from interdisciplinary content and methods—knowledge that is often provisional, context-specific, and contingent, and sometimes contradictory. When the development of professionalism is conceived in this way throughout the curriculum, across disciplines and methods, students can embrace professionalism as a vital, continuous process made visible by their own unique enactment of compassionate, communicative, and socially responsible physicianhood in the context of full, satisfying lives outside medicine. In our approach, as presented here, we see the development of professionalism as growing from within these habits of thought and action, and we remain skeptical that there are any universal behaviors that can be listed as the checklist manifestations of such habits.

Moreover, when the focus shifts to the formal curriculum (and the hidden curriculum that parallels it), the development of professionalism has different curricular implications, with different assumptions, about how to move students from here to there. It invariably asks us to examine the curriculum in light of the following questions: What is the nature of the knowledge that all students, regardless of their career goals, are expected to learn in medical education, and what values are embedded in this knowledge? How does this knowledge relate to compassionate, communicative, and socially responsible doctoring? If it does not, what knowledge is associated with these habits, and where and how should this knowledge appear in the medical curriculum?

To answer these questions, we first look at the existing plunge into knowledge that students take upon arrival in medical school. Next, we examine the curriculum, noting the limitations of staying immersed in only one orientation toward knowledge. Finally, we propose a broad, multi-orientation approach and describe how it can be developed and supported in the medical curriculum so that the development of professionalism can flourish.

Back to Top

THE EXISTING ASSUMPTION: MEDICAL KNOWLEDGE = SCIENCE


[A] more detailed awareness by medical faculty of how the concepts, terminology, and methods of biomedicine are imprinted with dichotomies… could provide them with new recognition of… where they are inadvertently teaching medical students and house staff to split competence from caring.—RENÉE FOX3



On one level, the way a person lives a professional life and deals with other people in that professional role can be traced beyond the carefully acquired specialized knowledge and skills to the deepest assumptions undergirding the profession. At the heart of all professions are specialized knowledge and assumptions about that knowledge. In medicine, inductees are taught that the content and methods of science are essential to “knowing” in medicine—that is, they are the foundation of clinical reasoning and understanding of disease. The very depth and breadth of this knowledge sets doctors apart from other health care providers.

Indeed, medical students’ initiation into medicine—a baptism by fire even for the heartiest science major—is first engineered by basic scientists whose orientation to the nature of knowledge many students are already quite comfortable with and thus can adopt without difficulty. In lecture halls and labs throughout United States, medical education, “real knowledge”—scientific—is gained through rational inquiry that is characterized by objectivity, universality, and replicability. Even though individuality and subjectivity have much to do with the experience of illness, as students will later learn, these qualities have no place in the making of scientific knowledge as taught in these lectures and labs. Studying the human body mechanistically in terms of form and function, learning human universals rather than human idiosyncracies, thinking in paradigms rather than narratives: all these become a successful medical student’s routine habits of thinking. Sculpting its initiates into a specific epistemologic template is not unique to medicine, of course: lawyers are trained to “think like a lawyer”, engineers like an engineer, the clergy to think doctrinally.

What are the origins of contemporary Western notions of “thinking like a doctor”? Much of it has to do with the intellectual ideals of the modern world as they have developed over the past 200–300 years. These ideals emphasize empirical appraisal of the universe through rational inquiry and natural experience, and their application is seen everywhere from science to representative government. Of the health care professions, none has exhibited more allegiance to the rational (i.e. reasoned, objective, distanced) inquiry associated with science than medicine. We are quick to point out that this mode of thinking, enacted in clinical research and clinical reasoning, has afforded millions of people better health, quicker recoveries, and longer lives. As C. P. Snow pointed out in his famous “Two Cultures” lecture, some people think of the scientific edifice, “in its intellectual depth, complexity, and articulation, the most beautiful and wonderful collective work of the mind of man.”5

But what does this admittedly elegant and enormously useful mode of rationalist thinking have to do with educating doctors to be compassionate, communicative, and socially responsible?

Rationalist thinking, which includes scientific thinking, is a powerful tool. Yet it actually represents only one piece in the larger professional development puzzle, one tool in a larger toolbox of successful physicianhood. To ask students to develop compassion, communication skills, and social responsibility within the confines of a biomedical discourse is unrealistic, if not unfair, given the evaluative criteria of success and competency in contemporary medical education. In fact, the beliefs students develop about the nature of medical practice (beliefs ultimately put into action at the bedside, with other health care professionals, and in the community) can be stunted by “staying put” in scientific ways of knowing. For example, developing professionalism can be obstructed when objectivity, replicability, and generalizability become essential criteria for studying all medical phenomena. Moreover, students’ initial immersion in science is so consuming and extended that they begin to think that what they’re learning—bioscientific knowledge and how it is made—is the same as medical knowledge and how it is/should be made. These assumptions influence students’ subsequent beliefs about what knowledge is of the most worth and—most basic—what counts as “knowledge.”

Students, then, look to science and its methods of making knowledge as key to unlocking all the secrets of the body—how it works, how it is maintained, how it breaks down, and how it is fixed (the mechanical metaphor is deliberate)—other also the key to their relationships with patients and other health care providers. These beliefs are pernicious, leaking into areas of medicine for which understandings and appreciations may be far better served through other domains of knowledge, other modes of inquiry, other sources of understanding. This observation, we state emphatically, is not a critique of science and its methods. Quite the contrary. Walker Percy, physician and novelist, a passionate believer and admirer of science and its methods, understood this even as he recognized its limits:


I never turned my back on science. It would be a mistake to do so—throw out the baby with the bath water. I had wanted to find answers through an application of the scientific method. I had found that method a rather impressive and beautiful thing: the logic and precision of systematic inquiry; the mind’s impressive ability to be clear-headed, to reason. But I gradually began to realize that as a scientist—a doctor, a pathologist—I knew very much about man, but had little idea of what man is.6



Yet, medical students have little opportunity to engage in and puzzle over any body of knowledge that is not gained through bioscientific/empirical methods. That is, the content and methods of science are so normalized that students easily fall into a comfortable but patently untrue pattern of thought wherein everything not derived from that method is soft, anecdotal, closer to myth, conjecture, or speculation, perhaps potentially useful but not “knowledge.” Yet these—philosophy, sociology, literature, spirituality, and aesthetics—are often the very content areas where compassion, communication, and social responsibility are addressed, illuminated, practiced, and learned.

Moreover—and paradoxically—students come to see scientific language as an unproblematic medium for transmitting observations and theories, but see patients’ language as inadequate or inaccurate because of its obvious subjectivity. Indeed, although medical educators give the doctor—patient relationship much attention (and therefore validation) during the clinical years, the theories and methods used to understand that relationship are not in the domain of “scientific” knowledge as medical students are led to view knowledge. Naturally, therefore, the doctor–patient relationship is the wrapping on the box containing clinical knowledge, the garnish beside the real food, the accessory that makes the outfit complete, not a vital core of medical knowledge. Embedded in their world view are, of course, centuries-old dualisms—objectivity/subjectivity, reason/emotion, body/mind, clinical expertise/bedside manner, and a whole host of either/or pairs—that are taken for granted not only in medical training but in the culture at large. Moreover, Fox maintains,


seen in cross-cultural perspective, the dualism of our medical thinking and our difficulties in breaking through it are distinctively and rather oddly Western. In non-Western societies and medical systems whose world views are more holistic than our own, there is no need for special fields, meetings, lectures, courses, and rhetoric to “remind” and teach medical students and practitioners that human beings have bodies and minds, and minds and brains that are dynamically interrelated; that ideally, the prevention, diagnosis, and treatment of illness should be approached in a “biopsychosocial” framework; that medicine is “both a science and an art”—to use some of the clumsy, aphoristic phrases that we have coined in this connection.3



When medical students are taught, explicitly and implicitly, that the only true medical knowledge comes from empirical, objective, quantitative inquiry, they naturally distrust all knowledge that is gained from other methods. Factors such as gender, race, education, social class, ethnic identity, the political climate are often viewed as outside or secondary to “proper” medical knowledge, the assumption being that both the product and the process of making “proper” medical knowledge exist independently of these factors. This is why medical students move from their preclinical to their clinical education believing that the process scientists strive for called “objectivity”—a place in the human mind where all these other subjective factors can be held at bay, never leaking into the thought process—is also appropriate, even achievable for clinicians. This is a place, they learn, where they should “go” when they’re involved in clinical reasoning, and what emerges from this fictional place, supposedly without human biases and values, is not only a diagnosis but a set of behaviors characterized by clinical distance and a medical record that represents the true story of a patient’s illness. We are successful in getting this message to students. Their belief that clinical objectivity is attainable is so sincere that they truly believe that they treat all their patients equally regardless of who those patients are—not that they strive to but that they actually do.

Do any of us believe this? Of course not. Any experienced practicing physician knows better. We are reminded of Abraham Verghese’s account of this delusional belief, one that can be traced directly to the values embedded in an approach that recognizes only objectivity and rationality as medical knowledge:


A doctor I had trained in Johnson City, a native of the area, set up his shingle in a neighboring community. I sent him one of my AIDS patients who lived in his town. My thought was that the patient could get his routine blood work and simple follow-up with this doctor without driving all the way out to see me. The doctor said to the patient, “I don’t approve of your lifestyle and what it represents. It is ungodly in my view. But that doesn’t mean I won’t continue to take good care of you…. To which the patient replied, “Oh yes it does!”7
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MANIFESTATIONS OF BIOSCIENCE = KNOWLEDGE IN THE CURRICULUM


Many of the messages transmitted via the hidden curriculum may be in direct conflict with what is being touted in formal courses on medical ethics or with what are formally heralded by the institution as desirable standards of ethical conduct.—HAFFERTY and FRANKS8



How does the medical curriculum continue to reinforce the belief that scientific knowledge is at the top of the hierarchy in medicine, that objectivity as a location and process is attainable for students, that the subjective part of doctoring is important but is secondary to its objective essence? Why do students complete medical education conflating bioscience and medical practice, which are two related but distinctly different activities? Why does the medical curriculum put so few tools in the caregiving toolbox, and those few focusing almost exclusively on the biological individual, when it is increasingly clear to patients, to medical institutions, to the profession that other tools are necessary? That is, the biological individual exists not in a lab or bubble but in a social matrix infused with subjective, context-specific, culturally bound dimensions. Why does the medical curriculum ignore the skills of cultural, economic, and political analysis? Why does the medical curriculum fail to provide a content, a knowledge base for the development of compassionate, communicative, and socially responsive doctoring, and yet continue to evaluate students for evidence of such development?

This is not to suggest that the medical curriculum has failed to respond to the importance of the subjective dimensions of medicine. Most medical curricula include all or some of the following: the behavioral and social sciences, bioethics and medical humanities, problem-based learning, and cultural competency. Yet with few exceptions, these curricula often remain philosophically attached to logico-rational approaches to knowledge that value objectivity, prediction, and control. This is reflected even in places where one would least expect it: in a behavioral sciences curriculum emphasizing only psychopathologies and stage theories of human growth and development; in patient interviewing that resembles a script and fails to address the implications of power differentials between doctors and patients based on gender, race, and class; in a bioethics curriculum that remains tied exclusively to analytic philosophy and principle-based theorizing; in a PBL curriculum that attaches psychosocial issues as add-ons after the “real” learning has been achieved; or even in a literature and medicine class that equates “close readings” of a literary text with “close readings” of the patient. As Hafferty and Franks note, if students are “surrounded by a medical culture that discourages certain feelings, introspection, or personal reflection, and buffeted by a basic science curriculum that emphasizes rote memorization, medical students may come to embrace such a reflexive myopia quite early in the training process.”8

Moreover, the existing medical curriculum, aligned as it is almost exclusively with science and its methods, results in doctors, not patients, who are the real “knowers.” Patients’ knowledge is often doomed to the same category as the dreaded “anecdote”: interesting, memorable, the stuff of good medical stories, but not knowledge. Their accounts of being ill, the conditions of their lives outside the medical office, what illness means in their lives—all critical to compassionate, communicative, and socially responsive caregiving—are not granted the same status as test results, lab values, the doctor’s authoritative store of clinical knowledge, or the diagnosis itself. But lacking the tools to move back and forth between and among different kinds of knowledge, most medical students do not view patients’ narratives as yielding knowledge valid enough for the medical record, even though it may be the source of a patient’s suffering. This attitude is inherently dismissive, as well as bad doctoring. As Arthur Frank notes in his study of illness narratives written by patients,


The modern experience of illness begins when popular experience is overtaken by technical expertise, including complex organizations of treatment. Folk no longer go to bed and die, cared for by family members and neighbors who have a talent for healing. Folk now go to paid professionals who reinterpret their pains as symptoms, using a specialized language that is unfamiliar and overwhelming. As patients, these folk accumulate entries on medical charts which in most instances they are neither able nor allowed to read; the chart becomes the official story of the illness. Other stories proliferate. Ill people tell family and friends versions of what the doctor said, and these others reply by telling experiences that seem to be similar: both experiences they have had themselves and ones heard from others. Illness becomes a circulation of stories, professional and lay, but not all stories are equal.9



Thus, patients’ stories do not fit within doctors’ knowledge template in both content (they are subjective, personal) and method (they are not generalizable).

In addition, most medical curricula do not promote adequate understanding of the social, economic, and often messy political climates of health care systems and how such factors will directly influence the ways trainees will perform their life’s work. Certainly students have opinions on such matters, arising from their own values and from their socialization into the profession, but the overstuffed, overly determined curriculum has little space for the systematic examination of these issues. Yet despite the lack of curricula and the overwhelming emphasis on bioscience, faculty expect students to exhibit in social, economic, and political environments certain professional values of which they do not have the slightest critical understanding. This opens the door for cynicism and resignation among students before they even begin their careers.

Finally, and related to the previous three phenomena, medical education encourages thinking in borders and partitions between ways of knowing, areas of specialization, and divisions of labor in medicine. It promotes premature sifting and sorting of students into different tracks, with this medical school prodding toward primary care, that medical school toward careers in research or academic medicine. Rather than a well-crafted, four-year experience where the skills, attitudes, and values relevant to undifferentiated physicians are developed and encouraged, most medical curricula are focused on differentiation and hierarchies of knowledge, on clearly defined spheres of practice, and on controlled distinctions among medical specialties. An integrated educational program where the clinical and basic sciences are connected to patients’ knowledge, values, and needs; to knowledge produced outside science and medicine; and to community needs and values—this is all but impossible within the traditional parameters of long-standing jurisdictions and agendas. Moreover, current configurations of graduate medical education require students to consider areas of specialization far too early in the curriculum. Some students, for example, anxiously spend time in research, fellowships, electives, and pre-internships even before they spend a significant amount of time in a particular specialty, fearing that otherwise they will not be competitive. And because of the intense competition for particular specialties (with some residency programs screening by class rank, board scores, or AOA membership), students rely intensively on achievement and making their marks in these narrow areas rather than benefitting from a more comprehensive, general education.

The cumulative effect of these manifestations of bioscience = knowledge are so woven into the heart of modern medical education that it is hard for anyone enmeshed in the process to step back and look at the consequences and then think about what medical education and medical practice would look like and feel like if opened up to the properly broad areas of knowing that doctors need and patients deserve.
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THE FULL-SPECTRUM CURRICULUM: A UTOPIAN PROPOSAL

In a full-spectrum curriculum, doctors would learn the kinds of knowledge they need, not just bioscience with a smattering of other, often ill-incorporated information added as afterthought. Medical education would reflect the orientation toward knowledge we propose. In the more perfectly created academic world in which such a curriculum is embedded, changes would spill over into admission, licensure, and virtually all systems of assessment and rewards for both students and faculty. Each change we propose would result in a broader, more flexible knowledge base, one that provides students with tools to match their increasingly complex work. Below is the general, admittedly utopian outline of what is needed to produce an environment geared toward educating not neophyte family doctors or surgeons but broadly educated physicians who develop professionalism throughout their education and their careers.
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Admission

MCATs would be either eliminated or dramatically changed to reflect an applicant’s adeptness with knowledge across multiple domains. Undergraduate GPAs would remain a major factor but would be one among other weighted measures. For example, admission committees would recognize that the so-called average MCAT score or GPA of a student who had worked his or her way through college (or had a child) and was involved in many extracurricular activities might be the mark of a more appropriate candidate than the stellar MCAT score of a student who was totally supported by parents, had done little other than study, and had taken an expensive review course. We are reminded of Lewis Thomas’s wonderfully wry essay, “How to Fix the Premedical Curriculum,” where he suggest that “more attention should be paid to the success of students in other, nonscience disciplines before they are admitted, in order to assure the scope of intellect needed for a physician’s work.”10 Applicants’ reports of so-called shadowing experiences would not count, but significant time spent working or volunteering in hospitals, clinics, or community-based agencies or services would. These participatory experiences would be further evidence that such students might be more likely to recognize the importance of context in the lives of patients, and to think more comprehensively in terms of where health care is provided and who is involved. Recommendations from college professors would not count too much (we already know the applicants are smart and serious students), but letters from work or volunteer supervisors would. Admission committees would include not only faculty but other health care professionals, fellow students, and community members who have a stake in the kind of doctors we give back to our communities.
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The Medical Curriculum

We have several recommendations for the medical curriculum that place the development of professionalism at the forefront of its mission. Each involves widening students’ skills in moving between and using different kinds of knowledge, ensuring that their toolbox that carries more than the knowledge and skills of basic and clinical sciences. These additional tools include a sociologic imagination, borrowing heavily from Peter Berger’s still classic work, Invitation to Sociology11; an interdisciplinary perspective; and a political/economic sophistication in matters concerning health care policy. Brief sketches show why these tools will be useful, and how and where they might appear in the medical curriculum.

A sociologic consciousness. In the four-year medical curriculum, inquiry into knowledge would be embedded in a blend of traditional lecture, lab, discussion, and problem-based and independent learning—in other words, in the same formats used elsewhere in the curriculum. During the first year students would be required to take a philosophy of science or sociology of knowledge course that promotes (1) a critical approach to knowledge, (2) an enlarged conception of what it means to “know,” and (3) an appreciation of the conceptual elegance and truths of science tempered by skepticism for any claims to pure objectivity or rationality. Such a course might be grounded in Berger’s sociologic consciousness, one that gives knowers the ability to “see through” social structures, taken-for-granted knowledge and methods, and institutional practices so that none of these moves to a level beyond critical scrutiny.

A sociologic consciousness, according to Berger, requires rigorous intellectual skills. In the first-year medical curriculum, students would learn skills to unmask or divulge the social systems of which they are increasingly becoming a part, including medical training, medical practices, and medical institutions. If these skills are learned early and practiced often, perhaps students would gain a kind of intellectual inoculation to the negative dimensions of medical socialization before these dimensions become normalized. Questions they would learn to ask, aimed at medical practices and traditions that usually remain outside students’ critical scrutiny, might include: Why are two years of basic science deemed necessary in the education of doctors? Who decided? How do we know it is the best way to learn the scientific basis of medical practice? What are the ways to test this assumption? Or, Who marked out spheres of practice in medicine? Who decided that doctors (nurses/midwives/physician assistants/etc.) do this but not that? Who benefits from this arrangement? What would happen if these practice patterns changed? How do we know this would happen? Or, What is the relationship between level of education and power? Between level of education and money? What are the medical implications of these relationships?

A second skill of sociologic consciousness is how medical students learn to position themselves with regard to “respectable” and “unrespectable” sectors of society. According to Berger, it is one thing to work towards strengthening one’s affiliations with respectable sectors of one’s profession and community. There is strength in speaking in the same language, having similar values and goals, interpreting the world in similar ways. But learning to relate to individuals and communities of “disenchanted attitudes” would provide an understanding of the world that would not be possible by staying put in safe, harmonious professional relations. Developing these affinities in medical students would involve having them learn from persons at the least powerful ends of both giving and receiving care. What do most medical students know about the work of aides or home health care providers? What might be learned from these caregivers’ knowledge? What do most medical students learn about the health care of indigent persons—from their perspectives? How much do medical students learn from uninsured “house” patients about the social conditions—poverty, inadequate housing, chronic unemployment, stress, and low self-esteem—that often bring them to teaching hospitals? What could be learned from their knowledge? Susan Sherwin provides a provocative example of how medical professionals assume to “know best” for all people even as we are oblivious to the conditions of others’ lives. Consider, she asks, the issue of informed consent. Most medical professionals, especially doctors,


are accustomed to being treated with dignity and respect and having control over matters concerning their own lives and well-being…. From the perspective of less privileged health care consumers who normally have little control over their lives, however, maintaining control when ill may not be of paramount concern, since control is not theirs to lose. Patients who are not used to being cared for or respected in the rest of their lives may have a different ordering of values and different priorities in their dealings with health professionals than do those who now occupy center stage in the bioethics arena.12



Several medical schools have addressed such concerns directly (and early) in the curriculum: in Philadelphia’s “Bridging the Gaps” program, where health internships are provided to medical students and other health care trainees in underserved communities; at Rush Medical School’s Community Service Initiatives Program, where medical students voluntarily serve the poor and disadvantaged; or through the “Health, Illness and the Community” course at the University of Toronto, which provides students with community learning experiences in 300 community agencies as learning sites. In a full-spectrum curriculum, students would find these required learning experiences woven throughout the four years.

A third skill of sociologic consciousness has to do with what Berger calls developing a “mobile mind” toward multiple human values and orientations. A mobile mind contrasts with those that are held stationary by rigid scientific/medical ways of thinking, such as How could someone that young not want heroic measures? How could someone really believe in alternative healing? Why would anyone interested in safety want a home birth? Because medical students are relatively immobile in their learning environments, their minds may become immobile too. Tuton, Siegel, and Campbell describe this ironic phenomena: “We have come to realize that though many academic health centers lie within or near economically deprived neighborhoods, their presence has had limited effect in changing the awful realities that influence community life and health.”13 And as Susan Sherwin reminds us,


Homogeneity among participants in debates has consequences in any field. One important effect is that it allows most practitioners to remain oblivious to the significance of their own location and perspective for their work. As in other disciplines that are dominated by a well-educated, white, male elite, the fact that most of their colleagues share the same perspective makes it easy… to lapse into false generalizations from their own experience. It is all too easy to mistake oneself for a neutral “ideal observer” when no one is present to point out the specificity of one’s actual stance by countering with direct experience from a different vantage point.12



Awareness of multiple vantage points is related not only to “mobile” minds but also to cosmopolitism, the fourth and final skill of Berger’s sociologic consciousness. Simply, cosmopolitism is an openness to the environment, to diverse ways of thinking and acting; it is a broad-minded, sensitive, emancipated belief about human life in all its variations. As Berger observes, an individual with such affinities has a mind that is “at home wherever there are other [people] who think.” This is the spirit from which genuine compassion arises, from an authentic acceptance of people in all their varieties, values, and lifestyles.

Interdisciplinary thinking. After this early formal course in knowledge and how it is made and used, the medical curriculum would blend domains of knowledge throughout: the biosciences and social sciences, clinical sciences and humanities, community medicine and public health, economics and health policy. When students routinely engage in the content, methods, and skills of multiple disciplines other than those found in the basic and clinical sciences, they find rich, complicated, provocative knowledge of the complexities and conflicting practices of health care. They gain different understanding and insights about human phenomena that might not have occurred without such interdisciplinary encounters. They may be moved to ask different questions of themselves and their profession. They recognize gaps, absences, and harmful biases in their knowledge even as they see its intricate connections, conceptual elegance, and enormous strengths. These and many other intellectual adventures occur during interdisciplinary studies in medical education, but only when teaching and classroom environments foster a spirit of critical, self-reflective inquiry.

Indeed, if interdisciplinary inquiry—including bioethics, literature, philosophy, sociology, and history of medicine—is to avoid the characterization of a “magic bullet,” medical educators cannot merely add on content. Whenever possible, interdisciplinary inquiry works best and is most intellectually challenging when it exists within course work, not when disciplines are placed side by side in discrete, self-contained entities. Several new courses the Northeastern Ohio Universities College of Medicine includes embody this spirit. A revamped infectious diseases course now includes microbiology, internal medicine, radiology, pathology, pharmacology, and Abraham Verghese’s memoir, My Own Country: A Doctor’s Story of a Town and Its People in the Age of AIDS.7 “Women’s Health: Views from Literature, Communities, and Clinical Medicine” is a fourth-year elective where students read novels, memoirs, historical essays, and poetry; visit domestic violence shelters, community counseling sessions for batterers, and Planned Parenthood clinics; and interact with numerous in-class panels of women giving their first-person accounts of breast cancer, domestic violence, reproductive technologies, and midwifery. In such settings students are able to view, side by side, different kinds of knowledge, to see how each is made and used, and to see that what one kind of knowledge illuminates, another obscures. An interdisciplinary toolbox permits, even encourages, such thinking.

The curricular possibilities are endless if faculty themselves possess mobile minds. Cardiovascular study could include relevant learning across basic sciences disciplines, epidemiology (including issues of race, ethnic identity, gender, and class), clinical cardiology, support groups for persons who have had heart attacks, transplantation ethics and issues of access to basic care, education, and prevention, along with historical, religious, artistic, and literary portrayals of the heart. Gross anatomy could logically include investigation of death and dying, including cross-cultural and spiritual/religious perspectives, along with hospice experiences. As ambulatory locations for medical education continue to proliferate, hospital-based, physician-based clinical medicine would be further expanded (not replaced) to include relevant community-based clinical experiences—hospice, shelters, clinics, nursing homes, reproductive services—taught by health care professionals such as nurses, social workers, therapists, and pastoral care professionals. Such interdisciplinary inquiry is intended not to dilute the scientific basis of medical education but to increase the intellectual basis of medicine by drawing heavily on science and the content and methods of other disciplines that critically and creatively inform its theory and practice. When interdisciplinary inquiry is evident in the medical curriculum, it cannot help but foster in students the same critical, flexible thinking that in turn fosters compassionate, communicative, and socially responsive doctoring, that is, the development of professionalism.

Economic/political dimensions of health care. According to Arnold Relman, few graduates of U.S. medical schools have a “coherent understanding” of where the trillion dollars annually spent on health care comes from or where it goes.14 What he strongly urges is not a course in economic theory, but rather practical knowledge of the health care “market.” Such knowledge is another domain in which to educate doctors who are able to enact professionalism in a more authentic and effective way, cognizant of the economic and political systems in which they work. Often “lapses” in professional behavior are less about doctors’ characters and more about how well they understand the social systems in which they work. In other words, a significant component of professionalism requires that students have thorough, sophisticated, and critical knowledge of the current health care system in order to be compassionate! Without it, professional values such as “caring” remain in an abstract state, untethered to the political and economic environment in which they are enacted.

Moreover, Relman continues, students need a thorough understanding of the different forms of managed care and the economic/political bases of each, a familiarity with the philosophical conflicts between bottom-line business managers and practicing doctors, and a critical knowledge of the “ethical, legal, and professional issues raised by the industrialization of health care.” He further notes “economic conflicts of interest involving physicians employed by, contracted with, or invested in for-profit health care companies; corporate restraints on professional autonomy and interference with doctor–patient relationships; and antitrust constraints on collective actions by physicians” as critical areas of inquiry for doctors in training. Students would address these issues more fully in a required seminar embedded in the third year, when they are immersed firsthand in the issues.

Of course, all these curricular recommendations are hollow, even if implemented, if the medical environment is characterized by a singular, hypercompetitive focus on grades and class ranks by students, and by a lack of recognition and rewards for faculty who devote energy to mentoring students, innovative teaching, and the time-consuming work of interdisciplinary collaboration. Reiser describes this powerful influence that institutional leaders wield in “stewardship of resources, the humane use of authority, the role of values in making judgments, and exercise of patience and courage under duress, how to admit mistakes, how to forgive them, the application of knowledge in taking action, [and] the balance of personal and professional commitments.”15 To paraphrase an aphorism, the medical student apple doesn’t fall too far from the medical school tree.
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Assessment and Licensure

Of course, this scenario would not work without like-minded accrediting and evaluation entities, from the schools’ examinations to all parts of the NBME’s examinations. Medical educators, learning from nearly a century of evaluation theory developed outside medicine, would need to put in place measures that provide frequent and growth-oriented feedback to students in terms of their mastery of several domains: knowledge of basic scientific and clinical concepts and skills; their understandings of complex social, cultural, economic, and ethical issues; and their emerging and ongoing maturity and development of professionalism. Medical schools would no longer use class ranks and numerical scores to determine students’ competencies. Instead, evaluation of students would include a simple pass/fail for all their course work plus faculty’s written narratives about the students’ clinical reasoning skills, their abilities to forge caring relationships with patients, and their values, attitudes, and cultural sensitivity. The USMLE Part 1 would also become a pass/fail enterprise to ensure that all students, regardless of their career plans, possess the knowledge, skills, and attitudes deemed essential to excellence anywhere in medicine, rather than acting as a gateway to the most highly prized residencies. More importantly, it would seek evidence of students’ flexibility to draw on multiple domains of knowledge to make accurate, reasoned, culturally respectful, compassionate decisions. Lewis Thomas similarly called for such an undertaking, one that would evaluate “the free range of a student’s mind, his tenacity and resolve, his innate capacity for the understanding of human beings, and his affection for the human condition.”10 Class rank and board scores yield none of these.
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CONCLUSIONS

Our attempt to reconceptualize professional development has been grounded in issues of knowing and knowledge: What knowledge is valued in and by medicine? What are the orientations and skills needed to make and use such knowledge? What necessary kinds of knowledge and skills are excluded or denigrated in the medical curriculum? What different kinds of knowledge do students need to become doctors—not bioscientists—who give all their patients skilled and compassionate care? How can the medical education process and content be changed so that students learn these kinds of knowledge in a well-integrated curriculum?

Our argument signals a move away from a focus on ends—the values and attitudes that denote professional development—toward a focus on means—the intellectual tools students need for the ongoing process of professional development. Different ways of knowing figure prominently in this reconceptualization, for we argued that students are more likely to develop the time-honored values and attitudes of the profession if the medical curriculum systematically includes the knowledge and skills to foster the process. Such an encouraging environment can also be thought of as a corrective, as Nicholas Burbules describes it, “against complacency, against the closing off of certain questions as settled.”1 Medical students, given the knowledge and skills that move them beyond the taken-for-granted in medicine, can be empowered to attend compassionately to others, to communicate earnestly and effectively with patients, mindful and respectful of all human variations, and to take their social responsibilities seriously within the context of their own lives. And it is up to medical educators to create an environment where this is possible.
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ABSTRACT

In recent years, professionalism in medicine has gained increasing attention. Many have called for a return to medical professionalism as a way to respond to the corporate transformation of the U.S. health care system. Yet there is no common understanding of what is meant by the word professionalism. To encourage dialog and to arrive eventually at some consensus, one needs a normative definition. The author proposes such a definition and asserts that the concept of medical professionalism must be grounded both in the nature of a profession and in the nature of physicians’ work. Attributes of medical professionalism reflect societal expectations as they relate to physicians’ responsibilities, not only to individual patients but to wider communities as well. The author identifies nine behaviors that constitute medical professionalism and that physicians must exhibit if they are to meet their obligations to their patients, their communities, and their profession. (For example, Physicians subordinate their own interests to the interests of others.) He argues that physicians must fully comprehend what medical professionalism entails. Serious negative consequences will ensue if physicians cease to exemplify the behaviors that constitute medical professionalism and hence abrogate their responsibilities both to their patients and to their chosen calling.




If you wish to converse with me, define your terms.—VOLTAIRE

Every definition is dangerous.-ERASMUS



Much attention has been devoted in recent years to the question of professionalism in medical education and practice.1–9 While this attention has been salutary, there is no common understanding of what is meant by medical professionalism. Consequently, many of the discussions have been somewhat amorphous, because the word professionalism carries with it so many connotations, complexities, and nuances. It has virtually lost its meaning because it is so widely used. Different groups have used the word differently and for different purposes. Perhaps professionalism is like pornography: easy to recognize but difficult to define. Yet if professionalism is to remain integral to medical education and medical practice, and if the current, renewed focus on professionalism is to result in meaningful change that benefits both the profession of medicine and the society it serves, it is necessary to understand clearly what medical professionalism entails.

One needs a normative definition that is precise and inclusive, and that can be utilized by a wide variety of groups, including practicing physicians, medical educators, graduate medical education programs, professional organizations, licensing bodies, and regulatory agencies. Such a definition is necessary to enable and encourage dialog and eventually to achieve consensus about the meaning and importance of medical professionalism. In this article I propose such a normative definition. In doing so, I offer a new point of view and a new way to frame considerations of medical professionalism. I have attempted to create a persuasive definition based upon refined reflection about the nature of professions and the nature of physicians’ work.
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THE NATURE OF A PROFESSION

To understand professionalism, it is necessary to understand the nature of a profession. The medical community seems almost intuitively to grasp what the word profession means when applied to medicine, but it is important also to have a more structured understanding about what a profession is. To gain that understanding, it is neither necessary nor appropriate to craft a definition de novo. An extensive body of knowledge about professions exists in disciplines such as sociology and philosophy. In this article I make no attempt to review that body of knowledge. To understand the origins and meaning of professionalism, it is sufficient to recognize that certain common characteristics distinguish all professions, including medicine. A brief review of these characteristics is germane to understanding the origins and meaning of professionalism.

Eliot Freidson defined professions within a sociologic framework, using medicine as representative of all professions. In his seminal body of work, he argued that a profession is a specific type of occupation, one that performs work with special characteristics while competing for economic, social, and political rewards.10 Because a profession holds something of a monopoly over its work, it enjoys relative autonomy that derives from the nature of the work performed and from the relationship of the profession to institutions external to it, such as a sovereign state.10 That autonomy can be preserved only so long as the profession meets the responsibilities expected of it. From the sociologic perspective, professions exist without there being any necessary attention to whether the work has inherent ethical or moral value.

The concept of a profession has often transcended this rather narrow view to consider the moral or social value of the work performed. Justice Louis Brandeis alluded to a moral perspective when he noted that professional work was pursued primarily for others and not for oneself, and that success was measured by more than the amount of financial return.11 More recently, William Sullivan has emphasized the importance of the social value of professional work.12 There must be a balance between professional privileges and the public’s perception that the profession is serving the public welfare: “Historically, the legitimacy, authority and the legal privileges of the most prestigious professions have depended heavily on their claims (and finally their demonstration) of civic performance, especially social leadership in the public interest.”13 Professions serve as guardians of social values,8 and professionals are expected to articulate and hold those values publicly. A profession, then, becomes a way of life with a moral value. It is in this sense that a profession becomes a calling, not simply an occupation.

Professions always reflect the particular social and cultural milieus in which they operate. Rapid advances of knowledge during the past 30–40 years have changed the natures of all professions, but none more dramatically than medicine. Professions have become more closely connected to the application of expert knowledge and less closely linked to functions central to the good of the public they serve. The rise of this “expert professionalism” has paralleled a decline in the older sense of “social-trustee professionalism.”14 The control and application of a specialized body of knowledge has come more and more to characterize a profession, as knowledge in all fields has grown and become more complex. But to rely solely on expertise is to diminish the special nature of a profession, especially insofar as it addresses societal needs. Steven Brint argues that “without a strong sense of the public and social purposes served by professional knowledge, professionals tend to lose their distinctive voice in public debate.”14 In many ways, that is the position in which the profession of medicine now finds itself: it has become distracted from its public and social purposes and thus lost its distinctive voice. In recent years, the debate about health care has been dominated not by physicians, individually or collectively, but by business, economic, and political interests. Strengthening medical professionalism becomes one way to restore medicine’s distinctive voice.
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THE NATURE OF PHYSICIANS’ WORK

Medical professionalism is exemplified through what physicians actually do-how they meet their responsibilities to individual patients and to communities. Any definition must therefore be clearly grounded in the nature of the physician’s work. The values and behaviors that individual physicians demonstrate in their daily interactions with patients and their families, and with physicians and other professional colleagues, become the foundation on which medical professionalism rests.

In this article, I do not attempt to provide a comprehensive account of the range of professional activities that can constitute physicians’ work; the breadth of possibilities is too great, even for an individual physician. However, certain elements that characterize the nature of medical practice are key to providing a contextual understanding of medical professionalism. At the core of medical practice is the need to create and nurture a healing dyadic relationship between physician and patient. Other elements of medical professionalism reflect broader responsibilities that the physician has to society and the profession, to family and self.

The practice of medicine traditionally has embodied a set of values that limn the nature of medical work.6 Those values include, among others, a commitment to service, advocacy, and altruism. Physicians have long recognized a duty to individual patients and to larger groups, such as their communities. That duty now often extends to health plans or employers. The nature of the physician’s work is active and, to a large extent, self-directed. It involves the application of a specialized body of knowledge and the need constantly to enlarge that knowledge. The work has inherent moral value and provides a societal good. It recognizes the worth of all human individuals. For example, the Association of American Medical Colleges (AAMC), in the first report of its Medical School Objectives Project (MSOP),15 identified four major attributes that medical students should have demonstrated by the time of graduation and that physicians should possess for the practice of medicine. The report stated that physicians should be altruistic, knowledgeable, skillful, and dutiful. Since 1994 the American Board of Internal Medicine (ABIM) has required that those seeking board certification demonstrate that they have acquired the values of professionalism, which “aspires to altruism, accountability, excellence, duty, service, honor, integrity and respect for others.”16 While aspires connotes an important sense of striving, it is incorrect to assume that the goals to which one aspires cannot be reached or that aspirations cannot be grounded in specific actions. Indeed, both the MSOP objectives and the ABIM requirements speak to the nature of physicians’ work. The explication of these attributes-particularly those relating to altruism, service, and duty-addresses essential elements of medical professionalism.
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A DEFINITION OF MEDICAL PROFESSIONALISM

From the arguments in the preceding sections, one can appreciate that the key to understanding medical professionalism is not to be found in a simple dictionary definition. Rather, the concept of medical professionalism must account for the nature of the medical profession and must be grounded in what physicians actually do and how they act, individually and collectively. Bearing this in mind, I assert that medical professionalism consists of those behaviors by which we-as physicians-demonstrate that we are worthy of the trust bestowed upon us by our patients and the public, because we are working for the patients’ and the public’s good. Failure to demonstrate that we deserve that trust will result in its loss, and, hence, loss of medicine’s status as a profession.

Medical professionalism, then, comprises the following set of behaviors:



[image: ]  Physicians subordinate their own interests to the interests of others. Medical professionalism reflects the physician’s open willingness to subordinate his or her interests to best meet the needs of patients. It manifests the physician’s fiduciary relationship with patients and the physician’s duty to serve as the patient’s advocate. The expectation that a professional will subordinate self-interest has long been a hallmark of professions, and hence is the sine qua non of professionalism. Because physicians have responsibilities to many others as well, they will not infrequently confront conflicts of interest, such as those arising between the health system that employs them and the individual patient seeking care. When such conflicts arise, the patient’s legitimate interests and needs must remain paramount. The MSOP objectives state that physicians must demonstrate “a commitment to advocate at all times the interests of one’s patients over one’s own interests,” as well as “an understanding of the threats to medical professionalism posed by the conflicts of interest inherent in various financial and organizational arrangements for the practice of medicine.”15

[image: ]  Physicians adhere to high ethical and moral standards. The concept that professional work has a moral value compels the physician to behave ethically in his or her personal and professional life. Long embedded in the ethos of medicine are principles of beneficence and nonmaleficence. Physicians have a duty to do right and to avoid doing wrong. Patients have a right to expect no less.

[image: ]  Physicians respond to societal needs, and their behaviors reflect a social contract with the communities served. Any profession-not just the medical profession-best meets its obligations when it attends actively to its duty to address community and societal needs. Sullivan’s concept of civic professionalism stresses the importance of social leadership by the professions.12 The MSOP objectives state that a physician will demonstrate “knowledge of the important non-biological determinants of poor health and of the economic, psychological, social, and cultural factors that contribute to the development and/or continuation of maladies,” as well as “a commitment to provide care to patients who are unable to pay and to be advocates for access to health care for members of traditionally underserved populations.”15

[image: ]  Physicians evince core humanistic values, including honesty and integrity, caring and compassion, altruism and empathy, respect for others, and trustworthiness. Some might argue that humanistic values are not requisite to professional behavior, that a physician can exemplify professionalism without humanism. Yet values such as compassion, altruism, integrity, and trustworthiness are so central to the nature of the physician’s work, no matter what form that work takes, that no physician can truly be effective without holding deeply such values. The practice of medicine is a human endeavor. To address the needs of their patients, physicians must ensure that humanistic values remain central to their professional work. Wynia and colleagues argue that respect for human worth and trustworthiness are “particular obligations.”8 Physicians must demonstrate “compassionate treatment of patients” as well as “honesty and integrity in all interactions with patients’ families, colleagues and others.”15 To evince humanistic values speaks directly to the ABIM’s expectation that physicians will aspire to altruism, honor, and integrity, among other attributes.16

[image: ]  Physicians exercise accountability for themselves and for their colleagues. Implicit in the relative autonomy granted to a profession is that its members will set and enforce standards of practice. Demonstrating true accountability is key to maintaining the privilege of autonomy that medicine has long enjoyed but which many now feel has been eroded. That erosion is due, in part, to a perception by many that physicians have not always been willing to exercise accountability for themselves or their colleagues. The loss of autonomy relates directly to Freidson’s observation that autonomy is a privilege granted by external authorities.10 Professional work has always been, at its best, a collegial endeavor rather than an entrepreneurial enterprise. Collegial interactions have traditionally typified a profession, but such collegiality should be used neither to mask ineffective or inappropriate practice nor to protect incompetent physicians. Meaningful peer evaluation becomes one mechanism to enforce standards of practice and hence to exercise accountability.

[image: ]  Physicians demonstrate a continuing commitment to excellence. Competency is an important professional quality. Professions are based upon intellectual work, a specialized body of knowledge, and expertise. The demands of intellectual work require that physicians maintain the highest standards of excellence through the continuing acquisition of knowledge and the development of new skills. The exponential growth in biomedical knowledge makes it imperative that physicians be able to retrieve and use information efficiently, whether to make clinical decisions about individual patients or to address questions of a community’s health. Excellence is internally focused. It is the individual physician’s commitment to expand his or her knowledge and to keep abreast of the rapid changes in biomedical science and clinical practice. A commitment to excellence makes life-long learning fundamental to professionalism. The MSOP objectives ask that physicians demonstrate “the capacity to recognize and accept limitations in one’s knowledge and clinical skills, and a commitment to continuously improve one’s knowledge and ability.”15

[image: ]  Physicians exhibit a commitment to scholarship and to advancing their field. If commitment to excellence has an internal focus, then a commitment to scholarship has an external focus. It is the desire to share one’s knowledge for the benefit of others, whether patients, other physicians, or the community. The nature and the goals of medicine should commit physicians to advance the body of knowledge in their discipline, whether from cutting-edge research or from assuring that a practice setting is most conductive to cost-effective and efficient patient care. Physicians should support the efforts of their colleagues and the profession to improve the health not only of individual patients but also of communities.

[image: ]  Physicians deal with high levels of complexity and uncertainty. Uncertainty and ambiguity have long characterized the practice of medicine, and they will continue to do so despite advances in technology and in biomedical knowledge. Work that is simple and repetitive, or that does not involve a great deal of judgement, does not require the independent decision making that is a hallmark of professions.17 The physician must be able to exercise independent judgement in order to make appropriate decisions in the face of complex, often unstable circumstances, and usually with incomplete information.

[image: ]  Physicians reflect upon their actions and decisions. Professionals must be able to reflect dispassionately upon decisions made and actions taken, not only to improve their knowledge and skills, but also to bring balance to their professional and personal lives. Reflection becomes one mechanism to stimulate a commitment to excellence and enable accountability, but it goes beyond that. The ability to think reflectively and critically is important to deductive reasoning, and physicians must demonstrate “the ability to reason deductively in solving clinical problems.”15 Reflection and deductive reasoning are thus central to clinical decision making.
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THE IMPORTANCE OF HAVING A NORMATIVE DEFINITION

Many individuals and groups have become keenly interested in the state of medical professionalism. Individual physicians have become alarmed about what is happening to their practices in the face of the corporate transformation of the U.S. health care system. Professional associations such as the American Medical Association have been concerned about the changes this transformation has wrought in physicians’ time-honored responsibilities toward patients. Medical educators have been concerned for years about the impact that physicians’ behaviors have on the professional development of medical students and residents. Hence the recent calls for a renewed focus on professionalism. Dialog among these many individuals and groups must continue, but it is imperative to heed Voltaire’s plea: “If you wish to converse with me, define your terms.” The normative definition presented in this article is meant to encourage a dialog grounded in a common understanding of professionalism, with a goal of eventually achieving a degree of consensus sufficient to enable the medical community to strengthen professionalism in medical education and medical practice.

Professionalism must be considered on two levels: individual and collective. The nine elements in my normative definition represent a spectrum of behaviors that individual physicians should demonstrate if they are to successfully meet their obligations to their patients and to their communities. Together, they encompass the essentials of professionalism as it is demonstrated by individual physicians. But many of these elements apply equally well to the profession of medicine as a collective body. The profession-through its academic and practice leadership, as well as its organized bodies-must sustain the covenant of trust that has long characterized the relationship between medicine and those it serves. As a profession, medicine has been criticized by the public and by payers for resisting change and for a perceived unwillingness to address such important social goals as access or cost-effective medical care. Such reluctance can be considered a breach of social-trustee, or civic, professionalism. Relman has noted that “medical professionalism… is being seriously challenged by the industrialization of medicine.”4 In an industrial model of health care, adhering to professional values and behaviors-practicing professionalism-can help maintain the distinction between medicine as a profession and medicine as a commodity. If that distinction is to remain sharp, it will be important that physicians, individually and collectively, understand what professionalism means, not only in the abstract but also in the very real “humdrum, day-in, day-out, everyday work that is the real satisfaction of the practice of medicine.”18

While definitions can be dangerous, as Erasmus noted, it is nonetheless important that physicians comprehend fully what medical professionalism entails, both for an individual practice and for the profession. Serious negative consequences will ensue if physicians cease to exemplify the behaviors that constitute medical professionalism and hence abrogate their responsibilities both to their patients and to their chosen calling.
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During medical school, students are taught the knowledge, skills, and attitudes required to become competent physicians. Knowledge and skills are rigorously evaluated by written and oral exams, standardized patient scenarios, and ward evaluations. However, evaluation of behaviors, including professionalism, is often implicit, unsystematic and, therefore, inadequate. This is problematic for several reasons. First, medical schools are doing a disservice to future postgraduate training programs, as well as to society, by not explicitly and accurately evaluating this area during medical school. It is recognized that more complaints against physicians to medical societies relate to unprofessional conduct than to lack of knowledge or poor technical skills.1 Yet students who display unprofessional behavior may not be identified in the current system, and will be promoted academically on the basis of adequate performance on tests of knowledge and skills alone.2,3

Second, we are doing a disservice to our students by not providing explicit feedback in this domain, thereby missing valuable opportunities to bring about awareness and improvement. The American Board of Internal Medicine, in its report “Project Professionalism,” discussed the problem of erosion of professionalism during medical training. While knowledge and skills improve markedly over the four years of medical school, there is ample anecdotal evidence, and substantial quantitative evidence, that professional behaviors can diminish over this period.4,5,6 There appears to be an unrealistic expectation that students will arrive at medical school lacking in knowledge and skills, but with a full complement of appropriate behaviors that require no further attention. However, all students are vulnerable to lapses in professional behavior and can benefit from explicit, systematic attention in this domain. The focus of medical education in the past century was on knowledge and skills. For the future of medicine, attention to the teaching and evaluation of professionalism is vital.

While this need to evaluate professionalism effectively has been recognized for some time, traditional methods of addressing the problem have not been particularly successful, for several reasons. The traditional approach to this issue has involved the identification and definition of the attitudes and concepts that comprise the concept of professionalism (such as altruism, accountability, excellence, duty, honor, integrity, and respect). Evaluation methods that rely on such abstract and idealized definitions lead us to discuss people, rather than their behaviors, as being honest or dishonest, professional or unprofessional. This implies that professionalism represents a set of stable traits.

Interestingly, a large literature exists that suggests the opposite. Many studies in personality psychology have shown that the presence of specific personality traits does not predict behavior.7,8 For example, in one study of psychiatry residents, Minnesota Multiphasic Personality Inventory testing revealed serious personality disorders in the two individuals who eventually lost their licenses for professional misconduct.7 However, several other participants showed the same personality traits, yet had no difficulty reported in 15 years of follow up. Thus, evidence suggests that the identification of specific traits does not allow us to predict an individual’s behavior.

There are several reasons why this issue is important when discussing the evaluation of professionalism. Stable trait measures do not take into account a recognition that behaviors enacted often involves an effort at resolving a conflict between two (or more) equally worthy professional or personal values. For example, it is easy to say that one must always tell the truth, and that one must always protect patient confidentiality. However, these values may occasionally come into conflict, and the ultimate choice the student makes will depend on the specifics of the situation.9,10

In addition, professional behaviors are known to be highly context-dependent.10,11 One can imagine a basically honest person lying to a patient given a particular context. This does not automatically mean that that person is dishonest, and therefore unprofessional. Certainly in social situations, a decision to always tell the full truth would be considered highly inappropriate.

Although the issues of conflict and context are separate at a theoretical level, in day-to-day practice they are likely to interact. One study has shown that 87% of physicians surveyed indicated that deception is acceptable on rare occasions, for example, if the patient would be harmed by knowing the truth, in order to circumvent “ridiculous rules,” or to protect confidentiality.12 Yet, when two specific professional values are in conflict, it is not always predictable which of the two values will take precedence. For example, while it is sometimes appropriate to lie in order to protect patient confidentiality, there are circumstances in which it would be considered more appropriate to break confidentiality rather than tell a lie. As one participant stated, honesty is “usually” the best policy, but everything is taken on a case-by-case basis, and any actions taken depend on the specifics of the people and the situation.12 Traditional ways of evaluating professionalism do not make allowances for these gray areas.

Another element of evaluating professionalism involves the process of resolving the conflict. The ultimate choice an individual makes, manifested as the behavior witnessed, does not tell us how he or she arrived at the decision. We know nothing of whether the student recognized the professional “values” that were in conflict, or why the student chose to act in that particular way. So while focusing on behaviors rather than personality or character traits is important, we must also attempt to understand the process that led to the behavior.

Thus, if we do not include conflict, context, and the process of resolution in our evaluation methods, we might not be able to conduct the most reliable, valid, and appropriate evaluation of these behaviors.

Another reason for the lack of success of traditional approaches is that evaluators have not been willing to identify an individual as unprofessional for actions that appear to be relatively minor. Thus, lapses in professional behavior tend to be ignored or suppressed, due to an understandable reluctance to apply the broad, harsh label of “unprofessional.”13 In one study, clinician supervisors admitted and demonstrated their reluctance to give negative feedback regarding unprofessional behavior, even though in interviews they had stated strongly that they would do so.14 Even if faculty have this willingness, they have been found to have “difficulty in identifying problems, an inability to verify problems, and fear of litigation” that inhibit their reporting of behavioral problems.2

This outcome arises, in part, from the fact that educators and researchers have traditionally focused on this problem from an abstract perspective. The definitions and subcategories of the broader concept of professionalism describe the idealized person, the “consummate professional,” with no room for mistakes. With this theoretical basis, if someone tells a lie, even for a “good” reason, he or she could be suddenly labeled “dishonest,” and therefore, “unprofessional.” The only thing left for the evaluator to decide, then, is how unprofessional the individual is. This top-down focus on professionalism as an abstraction rather than a bottom-up focus on professionalism as a set of actions in context, therefore, is flawed.

This paper elaborates on the issues around this problem. First, we review the literature on the types of evaluation instruments used for measuring professionalism in medical education. We then outline fundamental conceptual deficiencies that exist in this literature. We argue that the three most important missing components are: consideration of the contexts in which unprofessional behaviors occur, the conflicts that lead to these lapses, and the reasons students make the choices they make. We then propose strategies for resolving these issues.
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Method

We conducted searches through Medline, Psychlit, and ERIC for literature published over the past 20 years. We included studies that contained original research on the topic of assessment or evaluation of professionalism in medical education, or included instruments to measure professional behavior, professionalism, humanism, behaviors, values, and attitudes. After initial articles were identified, bibliographies were used to identify additional references, and experts in the field were consulted for missing but relevant papers. This process uncovered few studies addressing specific efforts to evaluate professionalism. There was an abundance of articles calling for new and better methods of evaluation, and arguments for why this is so important and neglected. Some papers dealt with certain aspects of professionalism, for example, ethics, communication skills, interpersonal skills, and humanistic behavior, but they did so without extrapolation to the larger notion of professionalism. These studies were included if they highlighted difficulties in evaluating professionalism or provided new insights or solutions, and contained original research.

Back to Top

Results

Evaluations by Faculty Supervisors. In 1979, the AAMC interviewed approximately 500 clerkship directors about “problem students.” They identified 21 types of problem students, and then asked how often each type of problem was seen, and how difficult the problem was. Among the results from the University of Washington School of Medicine, researchers found that “noncognitive” issues (e.g., bright but poor interpersonal skills) were frequent and difficult, but that the very disturbing ones (e.g., cannot be trusted, manipulative) were seen only infrequently.15 Though this survey was done many years ago, it provides an early glimpse of faculty’s concerns about the professional behaviors of students. Since then, various other studies have analyzed approaches used by faculty in the evaluation of professionalism, including global rating scales, intraining evaluations, and encounter cards.

Ward rating forms, completed by the physician–supervisor, are the most commonly used instruments. In addition to assessing medical knowledge and clinical skills, many of these forms have a single global item to assess professional behavior, which may be subject to extensive rater bias.16,17 A study by Woolliscroft et al. highlights some of the problems of using this type of assessment. The authors found that using a questionnaire, faculty could assess the humanistic qualities of internal medicine residents, at least for the item “doctor–patient relationships.”18 However, it would take 20–50 faculty members per resident to achieve acceptable reproducibility, which calls into question the utility of this instrument. This also suggests that the trait doctor–patient relationships is probably not stable, but rather may be subject to context bias. Different evaluators might see different behaviors or make different interpretations. In a related study, Johnson found that physicians’ and nurses’ evaluations of intensive care unit residents correlated highly with respect to all criteria except the assessment of humanistic qualities, further highlighting the importance of context.19

To compensate for the problem of infrequent observations, systems have been developed that encourage the repeated observation and documentation of the performances of medical trainees (often on a daily or weekly basis).20,21 This allows for the assessment of knowledge, skills, or professional behaviors with reasonable interrater reliability and construct validity. Such real-time evaluations permit early intervention, facilitate feedback, and guide remediation. However, in a study of encounter cards in the evaluation of anesthesia residents, despite numerous negative comments by supervisors, only 1% of the comments were found to be about unprofessional behaviors.22 Further, those residents who received these negative comments were only rarely rated overall as “performing below level” by their supervisors, despite their all having had critical incident reports and scoring lower on objective testing. This, again, highlights the difficulties faculty have in documenting unprofessional behavior.

Faculty can, in fact, be trained to accurately observe and assess specific behaviors. One group developed a reliable assessment of a very specific set of humanistic skills (e.g., introduced self to the patient, acknowledged the agenda from the last visit) by asking faculty to view videotapes of residents’ interactions with patients.23 However, even if faculty can identify problematic behavior in a reliable way, they are often reluctant to record it. Burack, using a rigorous qualitative method, demonstrated that faculty have a marked reluctance to respond unambiguously to behaviors that indicate negative attitudes towards patients.14 In interviews, faculty stated that they would not tolerate “this sort of behavior” and would “definitely lay down the law” if such behavior were observed. However, in practice they usually did not respond at all, or did so in such a way as to require interpretation by the learner. The feedback can then be misinterpreted to be permissive. As explanations for this dichotomy, clinicians reported their sympathy for the learners’ stress, as well as the possible penalties educators can face for giving negative feedback, such as receiving bad teaching evaluations and being open to personal and legal risks. They felt that if the observed behavior is only a lapse, and the learner is fundamentally “good,” corrective feedback might discourage or frustrate the resident. Conversely, for fundamentally “bad” residents, corrective feedback is seen as futile.

Therefore, methods that exist for faculty evaluation of professional behavior are problematic. Evaluations cannot be kept on theoretical, abstract, or definitional levels; thus, these scales have poor reliability. Numerous observations in various contexts need to be made, but attending physicians are present for only a small proportion of the time. In addition, even when lapses in professional behavior are identified, there is great reluctance to report them.14

Nurses and Patients. Some of the reluctance faculty have in evaluating professional behavior results from potential conflict in their roles as teacher, mentor, and evaluator. Other groups, such as patients24,25 or nurses,18,26,27 may not be subject to these conflicts. In addition, these other groups may see the students and residents more often and in different contexts. Woolliscroft’s study included groups of nurses and patients; unfortunately, the patients’ ratings were not reliable, and it would have required up to 50 patients’ assessments to achieve a reproducible estimate of professional behavior.18 Nurses achieved good reproducibility with ten to 20 assessments per resident, but this amount may still be impractical. Because professional behavior is so context-specific, it is not surprising that only low to modest correlations exist between ratings by these different assessors. Also, nurses and patients may face different kinds of pressures that could deter their unbiased reporting of unprofessional behaviors; for example, a patient may be reluctant to jeopardize the continuity of a relationship with a physician even though it is problematic. In addition to highlighting some of the difficulties in evaluating professional behavior, Woolliscroft et al.’s study provides a good example of an attempt to triangulate results as a measure of validity.

Peer Evaluation. Peers are in a good position to evaluate each other’s professional behaviors because of frequent, close, and varied contact. Thus, the use of peer assessment of professional behaviors may solve many of the problems described for faculty’s assessment. However, several problems remain and some new problems may arise through the use of peer assessment.

On a positive note, there is some suggestion that medical students’ peer evaluations may be the best measures of interpersonal skills available.28–30 Thomas et al. reported a pilot study of peer review in residency training using a ten-item questionnaire.31 The items on the form clustered into two domains: “technical skills” and “interpersonal skills,” which included humanistic behaviors. Of particular interest is this study’s finding that intern peer evaluations of a composite professionalism domain correlated well with faculty evaluations of the same dimension (r =.57, p <.05). An interesting modification of a ranking system that forces students to discriminate among their peers based on certain dimensions of professionalism has been described.32 The authors suggest that such a system enables identification of the top 10–15% of the class, but it is not helpful in discriminating among the rest, perhaps because the students were asked for only positive nominations on the peer-evaluation form.

On the other hand, peers, like faculty, seem to have a difficult time discriminating the abstract dimensions of professionalism from each other and from other skills. For example, in a study of peer assessment of professional dimensions, Arnold found very high internal consistency (coefficient alpha) across the dimensions, suggesting a strong halo effect in the ratings of the separate dimensions.29 Further, scores were highly correlated with more knowledge-based measures such as National Board of Medical Examiner’s exam (Parts I and II) and grade-point average, suggesting that dimensions other than professionalism were also contributing to the scores. Also, as with faculty ratings, it would appear that a fairly large number of ratings are necessary to obtain stable measures across raters.33,34 Interestingly, the numbers of negative peer evaluations generated in the small groups depended upon the kind of faculty leadership exercised in each group.29 This constitutes yet another example of the importance of context and social climate in peer (and other) assessment methods.

In fact, the social climate of peers assessing peers may have negative consequences. That is, while some studies report positive reception of peer feedback, others report marked resistance to peer evaluation even though the evaluations were anonymous and for research purposes only.31,35 Helfer found that senior medical students were more accepting of peer evaluations than were junior students, who lacked confidence in the usefulness of the system.30 Van Rosendaal found that residents worried that the process would undermine their work and personal interrelationships.35

In summary, peer evaluations hold promise for evaluating professionalism. However, before they are likely to be very useful, many of the same problems facing faculty’s evaluation of professionalism will have to be solved, and evaluation systems must be developed that will overcome the reluctance of peers to rate one another.

Self Evaluation. Several early studies were conducted that involved self-reports of attitude changes during medical training. To varying degrees, these students reported increases in certain attitudes, such as cynicism; were more concerned about making money; or felt that their ethical principles had become eroded or lost.5,6,36,37 Some positive attitudes increased as well, for example, concern for patients, and helpfulness.5 More recently, Clack studied gender differences in medical graduates’ self-assessments of personal attributes and found that women generally felt more confident than men in possessing nine of the 16 “ideal” attributes listed.38 These studies indicate that our understanding of students’ attitudes, some of which may reflect aspects of “professionalism,” can benefit from self-report questionnaires. However, these studies are comparing groups and trends, not assessing the qualities of individuals. The utility of self-reporting for these purposes might be much more severely limited.

Most studies of self-assessment in medicine focus on the assessment of knowledge and skills rather than on professional behavior, but they generally conclude that self-assessment is quite inaccurate.28,39 If physicians are inaccurate at self-assessment in relatively concrete domains (e.g., knowledge), they are likely to have even greater difficulty in a domain such as professionalism, which is less well defined and more socially value-laden. A recent line of research, for example, introduced a model of self-assessment described as the relative ranking technique, in which each participant ranks a set of skills relative to each other from the skill that needs “the most work” to the one that needs the least.40,41 Despite some success as a self-assessment tool in the relatively constrained domain of interviewing skills, the technique was far less useful when applied to residents’ self-assessments of the standard components of a ward assessment form. In this context, the authors discovered that although residents were quite willing to say they need the most work with their surgical skills, or to improve their knowledge base, all residents responded that they needed “the least work” in colleague and/or team relationships.41 It appears that when statements are value-laden and abstract (as in issues of professionalism), the bias of social desirability is strong, and self-assessment becomes distorted and potentially misleading.

It is apparent that the use of self-assessment in the evaluation of professionalism is difficult. The methods used do not take context into account, making them somewhat threatening. Perhaps a relative ranking system could be attempted that included only elements of professionalism, such as interpersonal skills, communication skills, respect, and integrity. However, it would still be unlikely for a student to say he or she needs more work with honesty. Again, behaviors rather than abstract definitions would need to be incorporated to overcome this limitation. Until further research is done to better understand the nature of self-assessment, its utility for assessing professional behaviors is likely to be limited to formative evaluations and the setting of personal goals.

Standardized Patients. There is an extensive body of literature on objective structured clinical examinations (OSCEs) and standardized patients (SPs) and their importance in the evaluation of clinical skills. There is no literature specific to the role of either in the evaluation of professionalism or professional behaviors within medicine; however, there are areas in which issues of professionalism and professional behaviors are touched on indirectly.

Using an adaptation of the American Board of Internal Medicine’s Physician Satisfaction Questionnaire, Klamen et al. found that SPs could reliably identify some of the professional characteristics of the doctor–patient interaction, including using understandable language and encouraging patients to ask questions.24,42 By contrast, Schnabel et al. asked SPs to assess empathy, interpersonal skills, and patient satisfaction on a 13-item checklist used in a senior-medical-student OSCE, and found that up to 20 ratings were needed to generate reliable measures.43 At the extreme, research conducted using OSCE stations to assess students’ skills in dealing with ethical issues concluded that 41 stations would be required to achieve good reliability, even if the content domain were narrowed down to one specific ethical dilemma.44–46

At least in part, the difficulty with using OSCE scenarios is the ambiguity with which the concepts are defined on the evaluation form. For example, one set of forms used such anchors as “major problems in demeanor or ethical standards resulting in inadequate ability to deal with the patient’s problems” and “actions taken may harm the patient.”47,48 In both instances, unacceptable behaviors are not specified, and judgment is left up to the examiner. On a related note, Arnold suggests that the OSCE, as it now exists, does not discriminate between ethical analysis of a problem and communication skills.49

Another issue with SPs’ assessment is the problem of artificiality. Norman, for example, reported on the experience with a physicians’ remediation program that uses standardized patient scenarios.50 SPs in a simulated office practice, as well as in standard OSCE stations, were asked to rate physicians’ interpersonal skills during each encounter. Compared with the office simulations, the OSCE stations had a low reliability and were felt to be “artificial.” This may increase the likelihood that students in this setting might act as they should rather than as they would. On the other hand, one study has reported several professional lapses in the context of a psychiatry OSCE (the most extreme case involving a student’s placing a fleeing SP in a headlock for the purpose of restraint).51 Hodges et al. argue that if stations are more demanding, they may very well discriminate effectively in terms of professional dimensions. Similarly, Vu et al. suggested that SPs’ ratings were highly reliable and valid when compared with comments real patients would be expected to make regarding the behaviors they witnessed.52

Again, it is apparent that context is important. Methods of assessment that are more true to life may be more useful than those that involve obviously artificial situations. Students may be aware that there is a professionalism station and respond with actions they assume are on the checklists. It would be interesting to include values conflicts in SP scenarios to specifically assess the students’ awareness of the professional values that are involved, and to evaluate their responses. In such a case, there may be more than one right answer, so the students’ thought-processes about their actions may be more important than the behaviors they actually display. The low reliability of OSCEs, even when limited to specific dimensions of professionalism, is concerning, and many authors have concluded that the greatest utility of this type of assessment may be in the formative evaluation of students.

Longitudinal Observations. More recently, researchers have developed systems for assessing students’ professionalism that are triggered by the observation of problematic student behaviors.1,2,4 The evaluation instrument is a specific form that is completed by a clerkship director or faculty member when a student exhibits “unprofessional” behavior during a rotation. When more than one form has been completed for a specific student, a meeting between an academic committee and the student occurs and remediation is instituted. These systems are based on the concept that students’ professional behaviors must be assessed longitudinally, across numerous clinical rotations. Both studies describing this evaluation tool have been qualitative descriptions of systems that are in place, and further reliability and validity studies are anticipated. Such systems are very promising, despite a lack of rigorous evaluation, and may work well for identifying those students with significant lapses in professional behavior. However, in their present state, they may not prove as useful as a method of evaluating all students. The important advance these authors have made is their acknowledgement that labeling a student as unprofessional carries a greater negative connotation than simply recording examples of unprofessional behavior.
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Discussion: Future Directions in the Evaluation of Professional Behavior

It should be apparent from the preceding discussion that evaluating professionalism in medical students and residents has proved to be a difficult task. The definition-driven abstract way of thinking about professionalism creates a dichotomy for faculty: either apply a harsh label, or let the lapse go. We know from previous research that faculty are much more likely to let the lapse go, which effectively suppresses discussion, feedback, and attempts at remediation.14

On the other hand, evaluation methods that consider behaviors, rather than individuals, as professional or unprofessional become much less threatening and would be more likely to gain acceptance by faculty and students. The studies reported by Papadakis et al. and Phelan et al. provide two good examples of such systems.1,2 Perhaps these methods will decrease faculty’s reluctance to report behaviors that should lead to remediation; this can only help in promoting students’ professional development. As developed, these evaluation forms are intended to identify and document serious lapses in professional behavior, which fortunately occur in only a few students. Future research might focus on ways to make these forms useful in the evaluation of all students. However, it is likely that some barriers to their use would still exist; for example, faculty would still have to decide what constitutes a major or minor infraction. These limitations might be minimized if the behavior is placed in a context (of the person, the situation, the harm caused to others), a fair process of review is used, and reasonable judgment is applied.53 Then, any decision made would be justifiable and well supported. Arnold and colleagues use a hybrid of the behavioral and abstract in their measurement tool by attaching behavioral descriptors (such as “I have seen residents refer to patients in derogatory terms”) to abstract dimensions of professionalism (such as “respectfulness”), which is an interesting potential step in this direction.54

We have also argued that professional behavior is much more context-dependent than has usually been acknowledged. All physicians are exposed to situations that challenge their abilities to act professionally, and medical students and residents are no different. In fact, they may be more vulnerable to lapses in professional behavior because of the nature of their training and environment. It is crucial to be aware of the specific context in which a behavior occurs before attempting to evaluate it. For example, Christakis et al. found that the teaching students had received on ethical dilemmas seemed to lack real-life relevance and related more to the context of a practicing physician.55 Focus groups described different dilemmas, which were unique to a third-year student’s experience. They highlighted the conflicts between education, patient care, wanting to be a team player, and fear of a poor evaluation. One overriding feature was the construct of authority: students lack it and are wary of challenging it, which often puts them into conflict.

It may be necessary to study these behaviors in context more closely to determine their frequency and severity. Since we know that faculty, nurses, students, and residents all see different aspects of professionalism in students, it would be important to gain the perspectives of each of these groups in order to be comprehensive. One way could be to involve each of these groups in focus-group discussions, to determine what they consider to be professional and unprofessional behaviors. Their unique perspectives would help in the design of instruments used in all forms of student assessment. Another technique could be to use an anonymous encounter card system to collect information from students, residents, faculty, and nurses, about what behaviors are actually occurring. This may provide us with a more comprehensive set of behaviors on which to base future evaluation methods.

Conflict has also long been identified as a critical component of professional development, and is found as a dominant element in some measures of professional behavior.9–11 Although such paper-and-pencil instruments are limited by their artificial nature, some researchers have found that professional behavior can best be identified at the time that students are grappling with these conflicts. One potential implication of this finding is that students could be placed in a situation that involves a conflict of values, for example, with a standardized patient. The behaviors the students display, based on the choices they make, could be evaluated. What might be even more informative is an evaluation of the thought process a student goes through to arrive at his or her ultimate choice.

Alternatively, students could be asked to write about professional conflicts they have encountered.56 The language or text from these experiences could be subjected to linguistic or rhetorical analysis to uncover the underlying values of individual students and explore how these values affect the resolution of professional conflicts. Lingard and Haber’s studies use a rhetorical framework to explore how the structural patterns of case presentations inform medical students’ developing attitudes towards patients and colleagues.57,58 The authors demonstrate that a rhetorical analysis of discourse patterns can reveal critical relationships between the stories novices learn to tell about patients and the decisions they make about how to act on behalf of and in relation to them. Other studies in a similar vein reinforce the potential usefulness of this method.59–61 However, the texts that students generate may suffer from the same sense of artificiality that affects OSCE stations, and research in this area would have to be designed to take this issue into account.

It is unrealistic to think that one evaluation instrument could capture all that is important in the complex domain of professionalism. As with all high-stakes evaluations, reliability, which depends in part on sample size, is important. No student should receive a grade on his or her knowledge of cardiology from a single-item test; similarly, no student should receive a grade on professionalism without adequate sampling of the domain. Some of the measures outlined above have large sample sizes and are likely to be more useful (peer evaluation, encounter cards), while others rely on a single report or a few reports (SP scenarios, ward evaluations). While the latter may be useful for outliers, the former are more useful for the larger group of students who experience only occasional lapses in professional behavior. It is certain that more than one measurement technique would need to be used, and the greatest validity may result from triangulating results from different sources.

Future efforts at understanding professionalism, and future methods of evaluating professionalism, must focus on behaviors rather than personality traits or vague concepts of character. Our understanding and evaluation must include context and conflict in order to be relevant and valid. Ideally, methods of evaluation should include elements of peer assessment and self-assessment, which are becoming required elements in the continuing professional development of all practicing physicians. Finally, we should attempt to understand what drives students to demonstrate occasional lapses in professional behavior, in order to develop effective teaching and remediation in this domain.
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ABSTRACT

North American physicians emerge from their medical training with a wide array of professional beliefs and values. Many are thoughtful and introspective. Many are devoted to patients’ welfare. Some bring to their work a broad view of social responsibility. Nonetheless, the authors contend that North American medical education favors an explicit commitment to traditional values of doctoring—empathy, compassion, and altruism among them—and a tacit commitment to behaviors grounded in an ethic of detachment, self-interest, and objectivity.

They further note that medical students and young physicians respond to this conflict in various ways. Some re-conceptualize themselves primarily as technicians and narrow their professional identities to an ethic of competence, thus adopting the tacit values and discarding the explicit professionalism. Others develop non-reflective professionalism, an implicit avowal that they best care for their patients by treating them as objects of technical services (medical care).

Another group appears to be “immunized” against the tacit values, and thus they internalize and develop professional virtue. Certain personal characteristics of the student, such as gender, belief system, and non-medical commitments, probably play roles in “immunization,” as do medical school features such as family medicine, communication skills courses, medical ethics, humanities, and social issues in medicine. To be effective, though, these features must be prominent and tightly integrated into the medical school curriculum.

The locus of change in the culture of medicine has now shifted to ambulatory settings and the marketplace. It remains to be seen whether this move will lessen the disjunction between the explicit curriculum and the manifestly contradictory values of detachment and entitlement, and the belief that the patient’s interest always coincides with the physician’s interest.



When “Andrea Fricchione” visited Stony Brook for her medical school interview, she radiated warmth and enthusiasm. She had graduated with honors from a prestigious liberal arts college and chosen to spend a year as a teacher with a volunteer organization in inner-city Baltimore. Andrea had a snappy-looking premed portfolio that included excellent grades and test scores, considerable health-related volunteer experience, a wide array of extracurricular activities, experience in a research laboratory, and an imaginative but genuine personal statement.

The faculty interviewer was impressed with Andrea’s thoughtfulness and maturity. When asked about her emergency room volunteer work, Andrea told stories of her interactions with specific patients, rather than making global statements about how meaningful the experience was. When asked what book she had read recently, Andrea described in detail the book and her reaction to it. She was well informed about ethical and social issues in medicine. She had organized an HIV education project on campus, and later served as a student member of her college’s curriculum committee. Andrea’s decision to devote a year to teaching underprivileged children was another plus—it helped prove that she had not only a sense of social commitment but also the courage to act on it.

We were pleased when Andrea chose to attend Stony Brook over the other medical schools that accepted her. During her preclinical years, she became an active proponent (as well as thoughtful critic) of Medicine in Contemporary Society, Stony Brook’s four-year curriculum in medical ethics and social issues. A couple of months before she graduated, we asked Andrea to reflect in writing on her medical school experience, placing particular emphasis on issues of altruism, professionalism, and social consciousness. The following are excerpts from her statement:


When I arrived in medical school, I was eager to get involved. I was excited about addressing important issues because, as medical students, I was sure that we would have some clout and certainly a commitment to the well-being of others… However, medical school is an utter drain. For two years lecturers parade up and down describing their own particular niche as if it were the most important thing for a student to learn. And then during the clinical years, life is brutal. People are rude, the hours are long, and there is always a test at the end of the rotation…. After a while I reasoned that the most important thing I could do for my patients, for my fellow human beings, for the future of medicine, as well as for me, was to assure myself some peaceful time. I made a point of hoarding my extra time for simple pleasures. I had read Perri Klass’ novel in which she describes how physicians must relearn the abilityi to appreciate the mundane. Her point is that physicians must regain their humanity after completing their training. For my part, I tried not to lose it, or at least to hold onto it as long as possible. So, rather than thinking arrogantly that I could improve the lives and souls of others, I decided to focus more on my own life. I figured that I would then be better equipped for dealing with human situations faced by a physician in patient encounters….

In addition, I have found medical school to be profoundly humbling. I certainly understand now in a way that I never did before how people are able to change very little … In some sense I think activism is futile. It isn’t just that there will always be more to do—it’s that most projects are Band-Aid treatments and simply provide an opportunity to feel good about oneself that isn’t justified … Furthermore, I’ve become numb. So much of what I do as a student is stuff that I don’t fully believe it. And rather than try to change everything that I consider wrong in the hospital or the community at large, I just try to get through school in the hope that I will move on to bigger and better things when I have more control over my circumstances. On the other hand, I do believe that habits formed now will rarely be overcome in the future. So I regret not having spoken up on more issues. But I was often too tired.



Andrea came to us avowing compassion, sensitivity to the needs of others, a willingness to put herself on the line, and optimism about the human condition. However, like so many other students, she found medical school “an utter drain.” Andrea adopted new values, developing a narrower view of life. While she did not entirely abandon her original motivation, Andrea now viewed her goal in a more limited and fatalistic fashion. In fact, she concluded that the only way she could achieve anything approximating her original goal was to focus first on helping herself.

Andrea’s story illustrates a process that happens to most students during the course of their medical education. This essay is a commentary on Andrea’s narrative, which sheds light on a number of common concerns about medical education. For example: Why don’t contemporary physicians communicate more effectively with their patients? Why are patients so frequently dissatisfied with their physicians? Why don’t more physicians devote themselves to community service? Why aren’t physicians more concerned about inequities of our health care system?

Some critiques of medical education emphasize negative aspects of the medical school selection process, arguing that the premedical treadmill gives precedence to science majors who have high grades and test scores, and who demonstrate personality characteristics such as detachment and competitiveness. At the same time those critics say that the admission process undervalues qualitative or affective aspects of the applicants’ characters and accomplishments. The applicant pool, on this account, is skewed toward individuals who might turn into good scientists or technicians, but who have two strikes against them when it comes to becoming compassionate physicians.

However, we are convincted that, like Andrea, most students who matriculate in medical school do, in fact, have the potential to become “good” doctors in the traditional sense of medical virtue.1,2 Their self-reported altruism and compassion are usually genuine. The situation is reminiscent of the Biblical parable about the farmer who sows good seeds on barren ground. Healthy green shoots rise quickly, but in the absence of nourishment they soon wither. We believe that our entering medical students are “good seeds.” In this essay we focus on the lack of nourishment and the exposure to defoliants they encounter in medical training. How does professional socialization alter the student’s beliefs and value system so that a “commitment to the well-being of others” either withers or turns into something barely recognizable?
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EXPLICIT VERSUS TACIT VALUES

In medical education scientific knowledge serves as a Rosetta stone for understanding other forms of human discourse. In this context medical language largely replaces other forms of communication. The emotional (affective) and symbolic (imaginative) aspects of human experience are distanced and diminished. Technical skills emerge as fundamental, while interactive skills (if encouraged at all) are secondary. The culture implicitly, and often explicitly, devalues primary medical care and relationship-centered approaches to practicing medicine. The hothouse atmosphere is psychologically and spiritually brutal, as indicated in Andrea’s statement: “The people are rude, the hours are long, there is a test at the end of virtually every rotation.” Student abuse includes long work hours and intense and conflicting demands, associated with a general lack of emotional support from faculty and role-model physicians.

Much has been written about professional socialization in this environment.3–10 As students and house officers successfully wend their ways through often-negative experiences, they gradually adopt the professional culture and its value system as their own. An important aspect of this socialization is the transfer of a set of beliefs and values regarding what it means to be a good physician. This learning process includes both explicit and tacit components. The explicit learning component of professional development includes courses, classes, discussion on rounds, advice, or other teaching that is overtly intended to instill professional values. Medical ethics courses frequently address issues of professional identity and medical virtue. Humanities courses typically articulate the virtues or attributes associated with being a “good” physician and the special moral obligations that arise in the physician–patient relationship, as well as the role of physicians in society. Additional explicit learning occurs in the clinical setting, where attending physicians offer more informal but no less direct cautionary statements about how to behave in medical practice. Ideally, these explicit elements of the curriculum would be consistent with the tacit learning that occurs throughout medical training. However, the evidence to date indicates that they are not.

What we call tacit learning includes all those aspects of the curriculum and the socialization process that instill professional values and a sense of professional identity, but do so without explicitly articulating those issues. Thus, tacit learning arises from what Hafferty calls the “hidden curriculum”4 in medical training or from Hundert’s “informal curriculum.”6 Hafferty’s concept is more inclusive, however, because “it includes the hidden transmission of the dominant culture during formal classes, whereas [Hundert’s] informal curriculum is that subset of the hidden curriculum that happens outside classes, hospital rounds and the like.”4

The tacit socialization process goes on continuously, day after day, throughout medical training. Tacit learning is more powerful than explicit learning not only because it is reinforced more frequently but because it relates to doing rather than saying. As an example of this process, consider basic notions of how compassion manifests itself in the care of patients. The explicit curriculum stresses empathy and associated listening and responding skills, the relief of suffering, the importance of trust and fidelity, and a primary focus on the patient’s best interest. Tacit learning, on the other hand, stresses objectivity, detachment, wariness, and distrust of emotions, patients, insurance companies, administrators, and the state. Andrea Fricchione, who began her education with a high level of personal and social concern, concluded after years of tacit socialization that her own needs must come first, since activism is “futile” and she had to conserve her energy to deal with patient interactions. This conflict between tacit and explicit values distorts medical professionalism.

In particular, tacit learning favors the development of three characteristics, or traits, that make it difficult to be a caring physician. The first is detachment. In their clinical education students become cynical about the value of tenderness and virtue because they learn that they can better survive their clinical training by developing an “us versus them” mentality. The notion that detachment is a prime requisite for objectivity is questionable.11,12 Good medical practice can better be characterized as a tension between engagement and detachment. The emphasis on detachment encourages physicians to discount the affective and imaginative aspects of their work, while focusing exclusively on the cognitive and technical aspects. Because so much of one’s self is invested in the professional milieu, one’s affective skills may atrophy, resulting in a state of emotional numbness. In the first chapter of his Medical Ethics (1803), Thomas Percival enjoins physicians to “unite tenderness with steadiness” in their care of patients.13 By the term “steadiness” we interpret Percival to mean the intellectual virtue of objectivity or reason, along with the moral virtues of courage and fortitude. By the term “tenderness” we interpret him to mean humanity, compassion, fellow feeling, and sympathy. Elsewhere Percival contrasts the “coldness of heart” that often develops in practitioners who do not cultivate such virtues with the “tender charity” that the moral practice of medicine requires. We believe that the emphasis on detachment in medical training promotes such “coldness of heart.”

The second characteristic is a strong sense of entitlement. Physicians-in-training have every right to believe that the social utility of their work demands respect. However, the duration, rigor, intensity, and abusiveness of today’s medical education also engender a sense of entitlement to high income, prestige, and social power. In essence medical students believe that physicians have to pay very high dues—tuition, long hours, deferred gratification, great responsibility—which then warrant very high benefits in return, the cultural equivalent of “MD” license plates.

The third characteristic fostered by contemporary medical education is a phenomenon we call non-reflective professionalism. This is a belief system by which physicians consciously adhere to traditional medical values, while being (relatively) unaware that they base much of their behavior on beliefs at variance with these values. Among young physicians, adopting such a non-reflective professional identity is perhaps the most frequent method of reconciling the conflicting messages of tacit and explicit learning. (More about this trait follows.)
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RESOLVING THE CONFLICT
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Conflating Values

In non-reflective professionalism, students and young physicians hold that behaviors reflecting the tacit set of values are, in fact, the best way to manifest the explicit values. Thus, young medical professionals become convinced that the most effective way to show compassion for a patient is to take a clinically detached approach. Likewise, the non-reflective professional identity tends to conflate self-interest with the patient’s interest. Physicians convince themselves that behaviors favored in the hospital’s culture of survival do, in the long run, best serve the interests of their patients. In general, this involves substituting technologic intervention for personal interaction. Because culturally we associate benefit with “providing the best” and “being aggressive,” patients usually expect (or at least accept) their physicians’ predilection toward performing too many, rather than too few, interventions. Until the recent managed care revolution, this pattern of aggressive diagnosis and treatment also resulted in economic and social benefits for the physician. In other words, non-reflective physicians could view themselves as championing patient-benefit practices while at the same time pursuing doctor-benefit practices.

Andrea Fricchione’s statement demonstrates some of these characteristics. First, she says she became convinced that giving of herself to improve the lives of others was a type of “arrogance.” This arrogance was defused by the “profoundly humbling” experience of medical school, which conveyed the (tacit) message that people can’t change, so she was wasting her time. In this situation, how could she best achieve her original goal? The only solution was to focus on her own needs (“hoarding my extra time for simple pleasures.”) This strategy would leave her “better equipped” for the frustrations she faced-presumably the best result in a bad situation. Andrea hadn’t abandoned her explicit values (“the best thing I could do for my patients, for my fellow human beings…”), but she had decided that by decreasing her personal involvement with them, or her professional commitments in general, she would, in fact, benefit them more.
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Deflating Values

There are two other ways of resolving the value conflict. A second approach is for students to adapt their conceptions of the ideal physician to fit their actual experience and the socialization process responsible for it. In other words, they discard traditional medical virtues. They become cynical about concepts such as duty, fidelity, confidentiality, and integrity. They question their own motivations and those of their patients. These physicians take on an “objective” professional identity that generally narrows their sphere of responsibility and confines it to the technical arena. Given this ethos, statements such as the following make perfect sense: “He’s an extremely good doctor, but he sure is nasty with patients.” “Her bedside manner is terrible, but she’s the best gastroenterologist in the bowels of the city.” To those who subscribe to this ethic, being a “good” doctor is a technical accomplishment that ought not to be considered compromised by lack of sensitivity, communication skills, or any professional virtue other than competence.
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Maintaining Values

A third group of medical students avoids succumbing to the conflict between tacit and explicit socialization because in some sense they are “immunized” against forces that undermine medical virtue. These students progress through medical school and postgraduate training while maintaining, and even nourishing, an altruistic professional persona. In this case the seed either falls on a patch of good soil (immunizing factors in the medical school), or is a hybrid seed that thrives on adversity (natural immunity). What are the factors that help students resist becoming narrow or non-reflective physicians?
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NATURAL IMMUNITY AND IMMUNIZATION

One predictor of natural immunity is continued commitment to standards or principles beyond the ideals of medicine. Such commitment tends to protect the student from the negative values instilled by tacit socialization. For example, students who identify strongly with their religious traditions and practices may find it easier to stave off detachment and fragmentation in their professional lives. The trend toward admitting more “non-traditional” applicants to medical schools may have increased the pool of students with such commitment, although the relationship is complex. Many non-traditional students are older than traditional premeds and have additional life experiences, either in earlier careers or in post-college projects (e.g., Peace Corps, teaching in low-income area schools, or public policy fellowships). Such students may have already tested their altruism and compassion in other endeavors. In some cases their post-college work may have required the courage to drop out of the mainstream to achieve a personal objective. In other cases the switch to medicine may have required the courage to give up promising and lucrative jobs. Such non-traditional students may bring more defined and mature sets of values to the medical school mix.

Another potentially immunizing factor is being a woman. Since in our culture women are traditionally socialized from childhood to be empathic and compassionate, as a group they arguably enter medical training with a greater reservoir of caring skills and more openness to learning the affective and interpersonal aspects of doctoring. There is now considerable evidence that at least in the primary care specialties women physicians do, in fact, tend to spend more time with and communicate more effectively with their patients than do their male peers.

The family medicine, primary care, and generalist movements, which by the year 2001 have extended to almost all North American medical schools, constitute a third source of value immunization. While traditional specialties characterize those medical fields by their supposedly limited depth (e.g., less extensive knowledge in a given area), family medicine and generalist movements in internal medicine and pediatrics characterize themselves by breadth (e.g., ability to serve most health needs of most families). Moreover, these new academic fields argue that the whole is greater than the sum of its parts; caring for the whole person requires more than certain levels of knowledge and skill in various disease-oriented specialties.15 In fact, person-oriented, or relationship-oriented, care demands an additional set of knowledge, skills, and attitudes not captured in a specialist-oriented academic medical curriculum.16–18

A final factor with immunizing potential is the establishment of medical ethics and humanities teaching in the majority of medical schools.19 However, the impact of such courses is generally limited.20 First, ethics courses are usually too short and occur too early in the curriculum. The student learns useful information about advance directives, informed consent, surrogate decision making, and confidentiality, but this initial dose may not be reinforced, or may be suppressed, when the student enters his or her clinical life. Second, ethics courses may not address medical virtue and professionalism. While end-of-life decision making and other areas of quandary ethics are important topics, values inform every aspect of day-to-day medical practice. Empathy, compassion, attentiveness, fidelity, courage—such values are not easily communicated by “hard” ethics courses, no matter how intensive or well placed. By the same token these virtues are hard to develop “on the run” in a clinical factory in which time for reflection, interaction, and feedback is scarce. If they can be taught in coursework at all, they are more likely to be nourished in “soft” humanities courses such as literature, film, and religious studies, where analysis, reflection, and self-awareness are emphasized. Moreover, interactive skills must be explicitly taught in courses on interviewing and physician–patient communication.

Another limitation combines quantitative and qualitative features. As we have argued, the culture of clinical training is often hostile to professional virtue. Because the tacit value system of the hospital is so potent in forming the student’s view of doctoring, the explicit values embodied in ethics and humanities courses may have little impact.19 For example, in their medical ethics courses, students may have learned the components of informed consent and the ethical and judicial standards by which consent is judged. Furthermore, in their courses on physician–patient communication, students may have learned the appropriate methods of facilitating or negotiating informed consent. These topics are in the explicit curriculum. However, in their surgical clerkships they may encounter a culture in which none of this material is relevant. The surgical residents may think that consent is a formality. Their attending surgeon may boast that informed consent is a farce; he can get a patient to agree to anything he wants—“It’s not what you say, it’s how you say it.” Moreover, the pace and pressure of work are such that there is no time to spend educating patients or answering their questions. The tacit value system embedded in this medical/hospital culture is contrary to the explicit value system the students learned. Nonetheless, they are immersed in this system during the most crucial months (and, later, years) of their transformation into physicians.

Thus, ethics and humanities curricula are irrelevant unless they can produce a substantive and continuing impact on hospital culture.21,22 Frequent ethics rounds and ethics conferences on clinical services are a step in the right direction, but if run primarily by ethics specialists, these may have little impact. The idea, of course, is to infiltrate the culture by coopting residents and attending physicians—first obtaining their good will, then fanning good will into enthusiasm. If an ethics program can somehow achieve a critical mass of “value-sensitive” clinical faculty, it may begin to influence the institution’s ethos.

Andrea was a non-traditional female student who began medical school with a strong interest in family medicine. She attended a school with an extensive social issues and medical humanities curriculum. However, the conjunction of several “immunizing” factors did not make her resistant to the clash of values and resultant non-reflective professional identity.
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WHERE DO WE GO FROM HERE?

Medical education stands at the doorstep of profound change. Academic medical centers are already being forced to step through that door into an uncertain and potentially hostile new environment. These changes have nothing to do with scholarly analysis or self-reflection, but rather are a direct consequence of the revolution in health care financing for which we use the general term “managed care.” Among the most important features of the new system is a corporate mentality in which much of the “fat” of traditional medical care must be eliminated and with it much of the support for medical education.

Some commentators claim that the corporate transformation of medical care may lead to the decline and death of traditional professional values, such as fidelity, altruism, confidentiality, and integrity.23 The concern that self-interest will be encouraged in mercantilized medicine has, a priori, plausibility. Likewise, physicians’ social commitments, whether to the social dimension of patient welfare or to the community as a whole, may wither as physicians progressively adopt a business mentality.24 However, since we believe that, for the last 30 years or more, the powerful tacit socialization process in medical education has already severely damaged doctoring, we retain some optimism that the managed care revolution cannot make it much worse. Granted, the 1980s subspecialist was trained as an impresario technician, rather than an employee technician, but he or she already lived in an environment in which traditional values were suppressed rather than enhanced, and non-reflective professionalism was rampant. Thus, the notion that managed care will diminish medical virtue seems naïve. To the contrary, managed care may gouge the heart out of certain medical vices, such as arrogance and sense of entitlement. Nonetheless, there is little question that managed care has important ethical implications.25–27

What are the likely effects of the corporate transformation of medicine on medical curricula? It seems probable that the new emphasis on primary care will lead to more training in the knowledge, skills, and values associated with day-to-day interaction with patients. More of the training will take place in ambulatory settings. There will probably be fewer residency and fellowship positions in certain surgical and procedure-oriented subspecialties. In medical school the curricula will include attention to outcomes studies, evidence-based medicine, quality assessment, clinical guidelines, and health care economics. Combined-degree programs (e.g., MD–MBA and MD–MPH) might increase in frequency to meet the growing need for physician administrators.

With regard to explicit professional values, it seems unlikely that less attention will be paid to medical ethics, humanities, and social issues. Lectures, seminars, conferences, and courses supporting medical and social values will probably accompany the trends outlined in the preceding paragraph. Managed care has made the social interdependence of medicine more explicit. Physicians will come to see themselves and their patients in the context of a multiplicity of social values and institutions, rather than as isolated players. Thus, the type of curriculum exemplified by Stony Brook’s Medicine in Contemporary Society courses will remain as relevant as, if not become more relevant than, in the past.28,29 From this perspective, it is plausible that 21st-century physicians will be more socially aware than today’s physicians are because they will be socialized to be more connected.

Given this general framework, what additional changes in medical education might realistically lessen the clash between tacit and explicit values, and allow students like Andrea Fricchione to complete their education with enhanced rather than diminished professional virtue?

We believe that in the preclinical curriculum problem-based learning and the trends toward integration of material across disciplines—both internal to medicine and across professions—will continue, although pure examples will probably not be adopted by most medical schools both for practical reasons and because of educational considerations. In this time of decreasing faculty resources, problem-based learning may not be feasible in many schools. Moreover, its educational advantages as a complete system are at present unclear. The basic principles—active learning in small groups—are, however, well established. In addition, the preclinical curriculum should include a substantive multidisciplinary track that deals with social issues in medicine. This offering ought to include the physician–patient relationship, traditional virtues of physicians, socialization in medical education, literature and medicine, medical ethics, health law, anthropology, cultural diversity, and health economics, especially the structure and function of the health care delivery system.

The preclinical curriculum should also include socially relevant doing as well as studying. The current opportunities for clinical exposure during the first and second years in most medical schools do not satisfy this requirement. From the students’ perspective, of course, interacting with patients in the hospital or office setting is highly desirable, but does not necessarily supplement the tacit learning environment with concepts of interdisciplinary practice, biopsychosocial modeling, and social responsibility. The American Medical Association Code (in VII) specifies that “a physician shall recognize a responsibility to participate in activities contributing to an improved community.”30 In another section (III) the Code indicates that “a physician shall … recognize a responsibility to seek changes in [legal] requirements which are contrary to the best interests of the patient.” If these requirements are important manifestations of professionalism, they should be addressed in medical education. Ideally, students would select from a menu of available programs, choosing experiences that fit with their own interests and skills. These might include, for example, providing HIV education in local high schools, doing volunteer work in hospices, providing health services for migrant farm workers, or even working with environmental or other politically active volunteer organizations.

The clinical curricula at many medical schools have already been expanded to give students experience in a broader array of clinical settings, especially in primary care and outpatient settings. In addition to these broad requirements, curricula will need to address neglected topic areas that will enhance the relevance of clinical training to contemporary practice. Since most patients will soon be cared for under managed care contracts, it makes sense that the objectives, organization, and function of managed care be added to clinical training. In fact, health care assessment, quality assurance, and peer review—topics traditionally absent from medical training—should now be taught in concert with other respects of the contemporary management of medical services. Evidence-based medicine is another set of knowledge and skills that ought to be integrated into the clinical curriculum.

The self-contained blocks of clinical training are necessary for organization and efficiency, but there is no reason that students might not have longitudinal commitments along with their rotations and block electives. One such commitment would certainly be the opportunity to develop long-term relationships with primary care patients and chronically ill or disabled patients. Likewise, there should be an expectation that students continue their preclinical work with the same (or a different) social welfare agency or other community activity. An evaluation by their “social preceptor” should be included as part of their clinical portfolio along with clerkship grades and evaluations.
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WILL THE GAP NARROW?

North American physicians emerge from their medical training with a wide array of professional beliefs and values. Many are thoughtful and introspective. Many are devoted to patients’ welfare. Some bring to their work a broad view of social responsibility. Nonetheless, in this essay we have contended that North American medical education favors an explicit commitment to traditional values of doctoring—empathy, compassion, and altruism among them—and a tacit commitment to behaviors grounded in an ethic of detachment, self-interest, and objectivity.

We have noted that medical students and young physicians respond to this conflict in various ways. Some re-conceptualize themselves primarily as technicians and narrow their professional identity to an ethic of competence, thus adopting the tacit values and discarding the explicit professionalism. Others develop non-reflective professionalism, an implicit avowal that they best care for their patients by treating them as objects of technical services (medical care). We have illustrated this development with the story of Andrea Fricchione.

Another group appears to be “immunized” against the tacit values, and thus they internalize and develop professional virtue. Certain personal characteristics of the student such as gender, belief system, and non-medical commitments probably play roles in “immunization,” as do medical school features such as family medicine, communication skills courses, medical ethics, humanities, and social issues in medicine. To be effective, though, these features must be prominent and tightly integrated into the medical school curriculum.

Changes in the culture of medicine from the 1960s until recently had their epicenter in medical schools and teaching hospitals, but they also reflected the profession’s increased affluence and social power. The locus of change has now shifted to ambulatory settings and the marketplace. It remains to be seen whether this move will lessen the disjunction between the explicit curriculum and the manifestly contradictory values of detachment and entitlement, and the belief that the patient’s interest always coincides with the physician’s interest.
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ABSTRACT

Purpose. The author interprets the state of the art of assessing professional behavior. She defines the concept of professionalism, reviews the psychometric properties of key approaches to assessing professionalism, conveys major findings that these approaches produced, and discusses recommendations to improve the assessment of professionalism.

Method. The author reviewed professionalism literature from the last 30 years that had been identified through database searches; included in conference proceedings, bibliographies, and reference lists; and suggested by experts. The cited literature largely came from peer-reviewed journals, represented themes or novel approaches, reported qualitative or quantitative data about measurement instruments, or described pragmatic or theoretical approaches to assessing professionalism.

Results. A circumscribed concept of professionalism is available to serve as a foundation for next steps in assessing professional behavior. The current array of assessment tools is rich. However, their measurement properties should be strengthened. Accordingly, future research should explore rigorous qualitative techniques; refine quantitative assessments of competence, for example, through OSCEs; and evaluate separate elements of professionalism. It should test the hypothesis that assessment tools will be better if they define professionalism as behaviors expressive of value conflicts, investigate the resolution of these conflicts, and recognize the contextual nature of professional behaviors. Whether measurement tools should be tailored to the stage of a medical career and how the environment can support or sabotage the assessment of professional behavior are central issues.

Final thought. Without solid assessment tools, questions about the efficacy of approaches to educating learners about professional behavior will not be effectively answered.
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INTRODUCTION

Promoting professional behavior is currently a chief concern across the continuum of medical education. A critical component of this initiative involves assessment. It is through assessment that educators can gauge the progress their learners are making in becoming and being professional; and it is through assessment that they can ascertain the success of programs promoting professionalism. Indeed, assessment of both learners and programs is a requirement that medical educators must now fulfill. The central role of assessment in promoting professionalism, then, requires an examination of the state of the art.

This article offers my interpretation of the literature on assessing professional behavior. I examined articles and books collected over the years through searches of Medline and ERIC from 1966 onward, CINAHL from 1982, and PsycINFO from 1984; cited in conference proceedings, bibliographies, and reference lists; and recommended by experts. Search terms included professionalism; professional behavior; specific elements of professionalism such as altruism, duty, and humanism; noncognitive characteristics and traits; physician role; patient-physician relationships; attitudes; personality; and medical education/medical students.

By considering assessment in its broadest sense,1 I asked two key questions of the literature identified.

[image: ]  What does this paper or book teach us about collecting information to make decisions regarding the professional behaviors of learners or practitioners, educational processes, or programs?

[image: ]  How does this study bear on current initiatives in medical education to find sound methods for evaluating professional behaviors in medical school, residency, and practice.

I used the following considerations as guides to choosing the literature to cite. I stressed studies from medical education but included work from related fields that offered fresh insights. I cited work that represented trends, as well as investigations that contained novel approaches. I emphasized reports about assessment instruments that included either quantitative or qualitative data about their measurement properties, but I also selected pragmatic descriptions of assessment as well as basic, theoretical, and conceptual investigations. By far, most of the literature cited was peer reviewed.

The literature prompted the following topics for exploration: the concept of professionalism, key measurement methods available for assessing professional behavior, and recommendations for improving the evaluation of professionalism. I address each of these topics in turn, and have organized the reference list according to the topics.

Back to Top

THE CONCEPT OF PROFESSIONALISM: HISTORICAL REVIEW
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Yesterday

Thirty years ago, the discipline of sociology had a crisp concept of profession. It deemed a profession, in contrast to other occupations, to be a vocation with a body of knowledge and skills put into service for the good of others.2 The specialized, complex, and uncertain nature of that expertise conferred autonomy on the profession charged with self-regulation to honor the social contract. Medicine was the profession par excellence.

Thirty years ago in medical education, the concepts of profession and professionalism, per se, were absent. Of course, there was interest in behaviors now labeled professional. But these behaviors were often treated as a residual category referring to anything that was “not cognitive.” Work on noncognitive characteristics of medical school applicants, medical students, and graduates illustrates this approach.3–6

In the early 1980s a major change occurred. The American Board of Internal Medicine (ABIM) began its humanism project.7 It saw humanism as an entity consisting of respect, compassion, and integrity. It supported a number of studies for evaluating the humanism of residents. In turn, the humanism initiative led to Project Professionalism in the mid-1990s.8
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Today

The concept of professionalism in medical education today is clearly circumscribed with specific elements. Definitions, empirically and prospectively derived, abound.

A variety of methods has yielded empirical definitions of professionalism. For example, a survey of over 1,500 respondents identified 87 positive and 29 negative physician qualities, many involving professionalism.9 A critical-incident technique implicated five noncognitive skills in professionalism.10 A process of normative consensus specified 13 traits related to professionalism.11

Prospectively, about 50% of medical schools have written criteria and specific assessment methods to assess professional behavior.5,12 For example, the professional development assessment form at Northeastern Ohio Universities College of Medicine lists eight elements of professionalism, along with definitions and specific questions for assessing medical students.13 The elements are reliability and responsibility, honesty and integrity, maturity, respect for others, critique, altruism, interpersonal skills, and [absence of] impairment (i.e., psychological/chemical). The student evaluation form at the University of New Mexico School of Medicine contains similar elements, in particular, reliability and responsibility, honesty and integrity, maturity, critique, and impairment; but it includes communication skills and respect for patients while omitting altruism.14 The physicianship evaluation form at the University of California, San Francisco School of Medicine, directs evaluators to gauge just four aspects of professionalism: professional responsibility, self-improvement and adaptability, relationships with patients and families, and relationships with members of the health care team.15

Professional organizations, such as the American Board of Internal Medicine,8 the Society of Academic Emergency Medicine,16 and the Accreditation Council on Graduate Medical Education,17 have also defined professionalism prospectively, and they largely agree on the elements that compose it. These elements (both reminiscent of and distinct from those that appear on school forms cited above) are altruism; respect for other people; additional humanistic qualities; honor, integrity, ethical and moral standards; accountability; excellence; and duty/advocacy.8,16,17 According to the ABIM,8 altruism demands that the best interests of patients, not self-interest, guide physicians. Respect for others (ranging from patients to medical students) is the essence of humanism. Honor and integrity entail the highest standards of behavior and the refusal to violate one’s personal and professional codes. Accountability, at multiple levels, includes fulfilling the contract governing the doctor–patient relationship, the profession, and society. Excellence entails a commitment to exceed ordinary expectations and commitment to lifelong learning. Duty is the free acceptance of commitment to service.

Leaders in medical education concur with these elements and their definitions, but only up to a point. Several of them include autonomy and self-regulation18–21 as well as uncertainty in the mix of elements.22 Authors and organizations also vary in the emphasis they give to some of the elements. Altruism is the lynchpin for the ABIM.8 Duty, advocacy, service, and social responsiveness are central to the perspectives of a number of authors.18–24 Although autonomy and self-regulation may be passé due to the encroaching role of agencies external to medicine, several authors strongly contend that these elements are more critical than ever if medicine is to remain a profession.18–21 Humanism should be treated as an entity, whose central concept is empathy.25

There are nuanced differences as well. Interpretations of accountability vary across authors.8,26,27 Overlaps between elements exist. Humanism, for example, includes integrity in the ABIM schema7; yet integrity stands as a separate entity in its later formulation of professionalism.8 The AAMC’s Medical Schools Objective Project (MSOP) does not contain the concept of professionalism, but it speaks clearly to its elements.28

Additionally, challenges to professionalism have been recognized. Conflicts of interest, abuse of power, lack of conscientiousness, destructive arrogance—these and other challenges are important for the assessment of professionalism.8–32
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Implications for Tomorrow

Medical education is no longer silent about the concept of professionalism. The literature offers core definitions that can serve as the foundation for next steps in research studies and in the development of assessment tools. Nuanced differences need clarification. Ongoing review of the definition of professionalism, such as that undertaken by the AAMC’s Group on Educational Affairs,33 the AAMC’s Council of Academic Societies,34 and the physician charter project of the American Board of Internal Medicine Foundation/American College of Physicians–American Society of Internal Medicine Foundation/European Federation of Internal Medicine35 will be necessary to assure that the concept will be appropriate to the evolving needs of the world’s populations for health care and well-being.
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MEASUREMENT OF PROFESSIONALISM

No single method exists for the reliable and valid evaluation of professional behavior. There are at least three types of studies, however, that may point the way for future evaluation thrusts. Some work evaluates professional behavior as part of clinical performance. Other studies evaluate only professional behavior, as a comprehensive entity in and of itself. Still other research evaluates single elements of professional behavior such as humanism, self-assessment, dutifulness, altruism, empathy and compassion, honesty, integrity, and ethical behavior, as well as communication. I describe measurement tools from each of these types of studies, report psychometric properties and substantive findings, and draw implications for next steps.
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Measurement of Professionalism in Research on Evaluating Clinical Performance

Of interest here are studies of medical students and residents evaluating their peers and studies of practicing physicians evaluating their peers, residents, and medical students.
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Learners’ assessments of peers

Peer evaluation among medical students and residents may be an excellent source of information about the professional and nonprofessional behaviors of learners, for peers are in frequent, close contact with each other when no-one in authority is present. Although a notable study describes a successful annual nomination of top peers in a medical school graduating class,36 peer assessment typically depends upon rating scales. Internal consistency of these rating scales can be high.37 Inter-rater reliability is moderate.38 However, peer assessments may be subject to a halo effect,37 since learners might not differentiate between peers’ technical knowledge and skills and peers’ professional behaviors. The relationship between peer assessments and faculty measures is weak to moderate,37, 38 although without a gold standard of professional behavior the import of this finding is unclear. Then too, peers may be reluctant to assess each other.39,40,41

On the other hand, peers do offer solid information about each others’ interpersonal skills.39, 42, 43 They contribute unique insight into the professional behavior of each other.36, 44 Through peer assessment, regulation of the medical profession from within by its own members may be achieved.

Implications for tomorrow. Peer assessment of professional behaviors holds promise. To be most useful for our purposes, peer-assessment tools should not include all the dimensions of clinical performance; rather their scope should be limited to professional behaviors only, due to the aforementioned halo effect. Psychometric properties of these tools need improvement. To do that, we need to understand peers’ reluctance to evaluate each other. Such understanding can come from exploring peers’ ideas about conditions conducive to their participation in peer assessment.
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Physicians’ assessments of colleagues, residents, and medical students

Studies of physicians evaluating professional behavior as a part of clinical performance have also relied largely on rating scales.45,46,47,48 For example, an excellent study of physicians in practice assessing their peers45 used a form that contained rating scales with items about knowledge, clinical skills, management of problems, and problem solving, on the one hand, and on the other, respect, compassion, responsibility, and psychosocial aspects of care.

Generally, inter-rater reliability is poor in these studies, in part a reflection of the small numbers of raters used. To achieve an acceptable level of reliability, one study found that ratings from at least 11 physician associates of each physician subject would be needed.45 Inter-rater agreement on humanistic items can be particularly low.49

Moreover, high intercorrelations across categories of behaviors often occur.50–52 At best, raters make a distinction between technical knowledge and skills and professional/humanistic behaviors, according to a series of studies that consistently found a two-factor structure in clinical-performance rating data.45,53–56 This result suggests that expert evaluators may cognitively separate their perceptions of learners and peers into just two categories without making distinct judgments among the separate elements of professional behavior,57 although occasionally three factors have been derived from clinical-performance data.58, 59

Implications for tomorrow. This prospect raises some quandaries for development of future measurement tools. If expert evaluators, in fact, organize their perceptions into a technical knowledge/skill category and a professional-behavior category, then we may not be able to obtain ratings of each of the various elements of professionalism in order to certify professional behaviors across the continuum of medical education. For certification, perhaps only summative judgments that a physician is or is not professional will suffice. However, to guide growth in professionalism along the continuum of medical education, we may profit from judgments of separate elements of professionalism to pass along to learners as formative evaluation. For that reason I would not choose a tool measuring clinical performance to assess professional behavior.
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Measurement of Professionalism as a Comprehensive Entity

Some studies exclusively focus on measuring professional behavior, in and of itself, by using a comprehensive definition of professionalism. This work falls into two categories. One type assesses groups of learners through surveys. The other evaluates individuals through critical-incident techniques.
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Surveys to measure professionalism of groups

An outstanding study of the professional behaviors of groups of learners tackles forthrightly the issue of whether professionalism can be measured in medical education.60 Students and residents from five institutions responded to questionnaire items that described professional and unprofessional behaviors of residents. The items, 12 in all, operationalized each of the ABIM’s six elements of professionalism.

The internal reliability of the instrument was acceptable overall (alpha = .71). Factor analysis of the data yielded not a two-factor but a three-factor solution. Together these factors—labeled excellence, honor/integrity, and altruism/respect—explained 51% of the variance. Only the first factor, excellence, had acceptable internal reliability (alpha = .72); and it distinguished levels of excellence among residents in the five participating institutions. The remaining two and less reliable factors had too few items as well as items that overlapped. Further, an important altruism item loaded on the excellence factor rather than on the altruism/respect factor.

Implications for tomorrow. The findings of the study just reviewed suggest that respondents can distinguish among the elements of professionalism if the tool examines only professional behaviors. Although the study produced group scores that learners who might not yet have been expert raters assigned, its results are encouraging. Further work along this line should try to increase reliability of the instrument across raters, ratees, and time. In doing so, it might well verify whether the items reflect not only learners’ ideas about their everyday experiences of professional behaviors but also their ideas about the elements of such behaviors. Continued re-evaluation of a more general professionalism scale that also produced distinct dimensions of professionalism61 might be productively applied to the medical education setting.
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Critical-incident techniques to measure professionalism of individuals

The second line of inquiry in studies assessing professional behavior with a comprehensive definition entails the use of critical incidents to characterize individual learners. In a distinguished series of studies, Rhoton62,63,64 qualitatively analyzed faculty narratives and comment cards for critical incidents of residents’ behaviors. She transformed her qualitative categories into z-scores for subsequent quantitative analysis. Thereby she identified residents with unprofessional behaviors, although it is important to note that the faculty rarely labeled these residents as below par. She also described types of unprofessional behaviors. The most frequent types entailed expressions of personality problems, fabrication, and abdication of responsibility. She obtained predictors of unprofessional behaviors. These included deficiencies in conscientiousness, taking instructions, eagerness to learn, and efficiency. Finally, she found that residents with no instance of unprofessional behavior in their records achieved excellent clinical performances. But those with unprofessional behaviors performed poorly. Studies using other methods such as rating scales to measure professionalism65,66,67 have found similar relationships between professional behavior and overall performance.

Additional work using critical incidents to assess professional behavior has entailed longitudinal assessment that tracks students’ professionalism throughout their medical school stays with the goal of remediation, if necessary.68,69,70 The approach enables faculty to quantify their impressions of problematic students in a uniform manner on a form listing behavioral indicators of traits. The faculty form, reporting a student’s unprofessional behavior in or outside class, goes to a dean who meets with the student and decides on appropriate action. Students received citations most often for lack of conscientiousness and poor relationships with the health care team. Over four years, reports were forwarded to a dean for 1% of students in one school and 2% in another school.69,70

In these two schools, the evaluation process itself provides for a measure of reliability, since at least two reports must reach a dean before she or he takes action and meets with the identified student for further exploration of the incident. Validity data come from case disposition. In one school, the dean found cause to take action in nine of the ten cases. In the other school, the dean took action in all five instances.

These longitudinal assessments highlight the problem of quantifying professional and unprofessional behaviors. Some behaviors are not quantifiable along a scale. Can a learner be just a little bit honest or score a five in integrity? Quantification is difficult, too, because unprofessional behaviors do not happen frequently. One of the programs just discussed found a potential way around the difficulty by using negative anchor points along a severity scale. In both programs the dean addressed the significance of the unprofessional behavior.

Other issues with these types of programs include their having a focus on unprofessional behaviors only. Accordingly, all students do not receive feedback. The absence of a report about a student’s behavior is not necessarily a testament to that student’s professional conduct. Faculty may be wary of the longitudinal assessment program, but they do participate.

Implications for tomorrow. Further investigations of assessing professional behaviors through critical incidents should proceed. Past studies using critical incidents point up the important role of the dispassionate, disciplined reviewer of behavior—be that person a researcher or a dean. They demonstrate the rich contribution that qualitative analysis can make to assessing unprofessional behaviors. If reports of incidents were to include the less severe and less significant along with major lapses in professional behavior over time, patterns in behavior could be identified. The usefulness of critical-incident techniques might also be expanded if reports about professional behaviors were also sought.
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Measurement of Separate Elements of Professionalism

Of interest here is research on specific elements such as humanism; self-assessment, self-regulation, and self-reflection; as well as altruism, duty, empathy, and ethical decision making.
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Humanism

Humanism has been evaluated through self-reports, objective structured clinical examinations (OSCEs), and rating scales. Several questionnaires eliciting self-reports have been developed to characterize humanistic trends among groups of learners.71,72 The questionnaire of Abbott is noteworthy. Based upon Pellegrino’s concept of humanism, its psychometric properties have been thoroughly established.

An OSCE has contributed to ascertaining whether the humanism of family medicine clerks can be predicted.73 Standardized patients used an eight-item checklist derived from a recognized scale74 to score clerks’ humanism. The psychometric properties of the OSCE station were acceptable. Students’ humanism scores bore a relationship to their scores on a reliable and valid measure of the values they placed on biopsychosocial aspects of care, early in medical school and before the clerkship began. Communications OSCEs also come close to measuring humanism through checklists with items such as “greets you warmly.”75

However, much of what we know about measuring professionalism stems from studies of humanism,76–81 sparked especially by the ABIM in the 1980s. Faculty used either one global item or an array of items, each addressing a component of humanism—integrity, compassion, and respect—to rate residents. In turn, these ratings were compared with nurses’ and patients’ ratings of residents’ humanism. Such ratings are unreliable unless large numbers of raters are used.82 For example, if faculty used one global item, about 50 observations would be required to achieve an acceptable level of reliability. To obtain reliable ratings from nurses, between ten and 20 observations would be necessary; to obtain reliable ratings from patients, 50 observations would be needed.

Further, the humanism ratings that faculty gave to residents most often had little, if anything, to do with the humanism ratings nurses and patients gave to residents. The strongest relationship reported, of .7, was found between faculty and nurse ratings in just one study.83 Humanism of a resident, it seems, depends on whom you ask.

A number of factors may account for the discrepancies between ratings, in addition to the small numbers of raters used in many of these studies. These factors include differential opportunities for observation. For example, in outpatient settings the difference between patients’ and faculty members’ ratings of residents’ humanism was diminished.84 Furthermore, different raters used different criteria85,86; for example, faculty stressed technical criteria, while patients made no distinction between technical competence and humanism. Then too, patients and nurses responded to instruments different from those the faculty used.82 Moreover, humanism scores given to residents varied by the gender of raters and the gender of ratees.82 Women patients thought the care of men residents was more humanistic, for example; men patients thought more highly of the care of women residents. Men faculty held women residents to higher standards.87 Finally, humanism scores also depended upon the ethnicity of raters88 and the age and health status of patients.82 Older, less sick patients viewed residents’ humanism more positively.

Implications for tomorrow. These studies dramatically dismiss the notion that measuring humanism, indeed professionalism, is simple. To achieve reliable and valid ratings, considerable effort will be required. They show that no single perspective about the humanism of a physician may be adequate. They prompt the recommendation that a profile on humanism containing information about the physician or learner from multiple sources may be necessary and useful.
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Self-assessment, self-regulation, and self-reflection

Self-assessment of professional behavior may be suspect.89 Indeed, self-assessment of technical knowledge and skills may not be accurate.90,91 The relationship between self-assessments of relatively weak students and instructors’ ratings of their performances is not as strong as the association between self-assessments of the better students and their instructors’ ratings.92 Residents’ self-rating of humanism are related weakly to others’ ratings of their humanism, if at all.93,94 Men and women self-assessed differently such personal attributes as caring and compassion, tolerance of uncertainty, and ability to work in a team,95,96 although this finding is not consistent across investigations.97 A new relative-ranking technique appeared promising in the self-assessment of interviewing skills.98 However, when residents, using the relative-ranking technique, self-assessed a broad range of their clinical performances in a patient-care setting, they said they most needed to increase their knowledge and skills but saw relatively little reason to improve their collegiality and team relationships.99 Further, learners are reluctant to rate themselves.90,91 The bias of social desirability is strong in measuring professionalism, and it may be rampant in self-assessment.

Self-assessment, however, can be accurate under certain conditions90,91; namley, when faculty expect learners to gather and interpret data on their performances and when they formally require students to reconcile self-assessments with credible external evaluative sources.

Implications for tomorrow. Although self-assessment of professional behaviors may be difficult, work on measuring this skill with regard to professionalism needs to continue. Self-assessment is a critical component of professionalism. The relative-ranking technique deserves further study. As with measuring other elements of professionalism, identification of the conditions that could support accurate self-assessment is vital.
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Other specific elements of professionalism

Tools are available to provide a basis for assessing such elements of professionalism as altruism,100–102 duty103 and service,104,105 empathy,106,107,108,109 and ethical decision making.110,111 Personality and value inventories103–115 or tests of moral reasoning110,111 with excellent psychometric properties exist. But some of them might not be directly germane to medical education. Research on empathy training116 and studies of ethical dilemmas117 point in that direction.

On the other hand, OSCEs that test learners’ ethical reasoning, ethical behaviors, and communication skills might have greater clinical relevance. Studies have found that students’ performances in communication increased through time.118 A low rating from a standardized patient in a communications OSCE is rarely related to a high rating from a real patient in the clinical setting.119 OSCEs also can test the ability to convey empathy.120

Yet, OSCEs have been criticized for artificiality.121 Ethical decision making can be inextricably entwined with communication skills.121 Further, any single station has low reliability.122,123 Scores are confounded by the content of the stations.122,124 A recent exploratory study of a three-station OSCE in which standardized patients rated medical students’ communication skills and professionalism along with their technical performance also found case specificity.125 Further, the study obtained little relationship between the standardized patients’ professionalism ratings (based on three items) and other potential indicators of professional behavior.125

Implications for tomorrow. Standard psychological tests with outstanding psychometrics may be an excellent resource for measuring altruism, duty, empathy, and ethical and moral reasoning. The role they could play in future assessment of professional behavior should be explored. Their potential may be maximized if they are framed to reflect the clinical setting.

Standardized patients in OSCE settings can establish learners’ competence in ethical reasoning, ethical behavior, and communication. Since OSCEs with standardized patients can mimic clinical situations, their usefulness in assessing other elements of professional behavior should be studied. Because their reliability depends on the number of rating opportunities, however, the effort needed to generate solid tests of the elements of professional behavior by using OSCEs will be considerable.
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RECOMMENDATIONS TO IMPROVE FUTURE ASSESSMENTS OF PROFESSIONALISM
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Professional Behaviors as Value Clashes

More than one author enjoins us to stress behaviors in assessing professionalism.126,127 In searching for ways to improve assessment of professionalism, the innovative review of Ginsburg and colleagues127 notes that traditional evaluation methods rely on abstract idealized definitions that characterize people, rather than their behaviors, as unprofessional or professional and imply that professionalism is stable. Yet several studies question the stability of professionalism.128–130 For example, through administration of the Minnesota Multiphasic Personality Inventory, serious personality disorders were discovered in two psychiatry residents who subsequently lost their licenses for professional misconduct. Other residents also showed the same personality traits; yet no reports were lodged against them in 15 years of follow-up.130

Ginsburg and colleagues127 believe that measures of stable professional traits also miss the mark because they do not view unprofessional behaviors as expressing clashes between two or more equally worthy values. Evidence can be found for the concept that value conflicts underlie unprofessional behaviors. For example, in discussing ethical dilemmas with peers, medical students struggled with several conflicts between worthy values that led to questionable behaviors.131,132,133 These dilemmas included conflicts between learning medicine by practicing on patients and providing care to patients, between honesty and integrity and being a good team player, and between talking with patients to gain social knowledge and talking with patients to gain medical knowledge to become a competent physician.131 During a Group on Educational Affairs discussion group, Teaching, Learning, and Assessing Altruism and Dutifulness (part of the 1999 AAMC annual meeting in Washington, D.C.), faculty observed that among students, residents, and their own colleagues the values of conscientiousness and excellence could easily conflict with altruism. A survey revealed value clashes between care and ethics, on the one hand, and money, on the other, that practicing physicians encounter from participating in two potentially opposed social structures—medicine and managed care.134 The survey also described some resulting, and less-than-model, behaviors.134

Theories also suggest that the thoughtful seasoned practitioner must come to grips with moral ambiguity, value conflicts, and ethical dilemmas.135

Building upon the notion that professional behavior is an expression of value conflict is research describing OSCEs that require students to respond to difficult communication tasks.136 The success of these OSCEs led to the suggestion that they could place students in situations involving difficult value conflicts where their responses might reveal professional lapses.127

Ginsburg and colleagues127 also maintain that how learners resolve the conflict between values is as important as the behavior itself. Their suggestion is reminiscent of several attempts to evaluate professional behavior already in the literature. These include a written follow-up to an ethics OSCE station where students explained their choices of actions137 and a professional decisions inventory138 in which students indicated how they would respond in a clinical scenario and then chose values to justify their responses. Learners’ think-aloud exercises, narrative reports,139, 140 responses to cases,141 reflective pieces,142 and focus-group transcripts can be subjected to qualitative analysis to lay bare resolution of value conflicts.

Examining this process of resolution is a critical step. Not only can it divulge how a learner deals with the conflict, it also can disclose whether the learner perceives a conflict in the first place and how and why the values the learner uses might deviate from the elements of professional behavior. Illustrative of this point is the sharp division that occurred between students and faculty after discipline was imposed upon students who perceived they had done nothing wrong when one offered to write a paper in a health policy course for another.143 The distance between generations and the diversity of our students in this postmodernist world further underscore the need for exploring learners’ resolutions of value conflicts. Moreover, such exploration could reveal that some unprofessional behaviors might not reflect value clashes but instead reflect other etiologies.

Implications for tomorrow. The hypothesis should be tested that measurement tools focused on professional behaviors as expressions of value conflicts will produce more reliable and valid instruments. Such tools might be especially useful for evaluating routine occasional lapses into unprofessional behaviors. Research on the process of resolving value conflicts should also be continued. The efficacy of techniques such as qualitative analysis of reflective pieces should be investigated. The technique of moral conversation, where participants strive to see the worth in others’ arguments and the flaws in their own, might also provide insight into value clashes that our learners in medical education face.144
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Professional Behaviors as Context-dependent: Stages of a Medical Career

Ginsburg et al.145 also argue that assessment in the area of professionalism must recognize the specificity of professional behaviors. Much evidence for their proposition—that professional behaviors depend on context—can be found in studies of ethical dilemmas,146 where values that the same individuals brought to bear in taking actions varied across the scenarios presented. Research on peer assessment suggests situational specificity of unprofessional behaviors, since the frequency of peers’ reports of their colleagues’ negative behaviors was related to the quality of leadership on the health care team.147 More specifically, groups with leaders who were physically absent or who used laissezfaire techniques had a greater frequency of negative peer reports than did other teams with leaders who were present and who unambiguously communicated their expectations for group members.

The clearest suggestion in the literature that professional behavior may be context-dependent comes from studies of stages or phases of medical careers. According to a study of the dreams of medical students and residents, critical episodes during training produced psychological defenses that regularly reduced and then increased learners’ abilities to interact with patients empathically and altruistically.148 Expressions of empathy and regard among residents in a support group waxed and waned during the first year, with a rise in empathy noted during the most stressful months of the year when professional problems were more frequently discussed.149 Cross-sectional, longitudinal, and retrospective studies of cynicism and humanism illustrate similar ups and downs.150–153 Students felt they grew more cynical during medical school but also more interested in and helpful with patients.153 Medical students were found to be most cynical, while residents and especially faculty were less so.150

From these results flows the notion that what physicians need to learn and thus what needs to be assessed regarding professional behavior will vary according to career stage. Medical educators at the AAMC154 selected from all the elements of professional behavior the following as most applicable to medical students: altruism, ethical and moral standards, responsiveness to society’s needs, and core humanistic values. On the other hand, educators who subscribe to the effectiveness of anticipatory socialization would argue that all of the elements of professional behavior should apply to medical students, rather than just those most relevant to the student role. For residents, the Accreditation Council for Graduate Medical Education has specified the elements of professionalism that were presented at the outset of the present article. Yet residents themselves have defined professionalism as entailing competence, first and foremost.155 In their view of professionalism they accorded much less importance to values such as altruism and social responsiveness.155 Teachers of residents have taken a similar stance.156 Whether students and residents should be assessed along all of the elements or only those that more directly bear on their roles is a critical next step in assessment of professional behaviors.

Additionally, the level of learning that will be expected of medical students and residents is an unresolved but important issue. Useful here is Miller’s pyramid model of learning157 that suggests corresponding levels of assessment: knowledge, capacity to apply, and actualization in practice—the “know, can, do” schema. Many of the objectives in the MSOP report are cast only in terms of knowing or understanding. A study showing that medical students’ experiences with professional behavior do not correspond well with standard abstract definitions highlights the need for instruction in knowledge about the elements of professionalism.158 Several approaches to the longitudinal assessment of the ethical development of medical students159 and residents160 provide for testing of knowledge as well as competence and actualization in practice.

Implications for tomorrow. Two issues await resolution through future research. First, should all or only some elements of professionalism be assessed at different stages of a medical career? For example, should medical students be held accountable for only those elements of professionalism, such as responsibility, that are most germane to their learning role? Second, should all levels or only some levels of assessment be used during the various stages of a medical career? Should medical students be held responsible for knowledge about professionalism only, residents for knowledge and competence, and practicing physicians for knowledge, competence, and application? What are the relationships between a learner’s knowledge of professionalism, demonstrated competence, and application? Under what conditions does it follow that if physicians demonstrate knowledge and competence in professionalism, they will act professionally?

Perhaps a matrix should be developed to indicate which levels of assessment will be applied to which elements at which career stage. Perhaps only indicators of each element will vary by stage of career. Yet the literature enjoins an emphasis on the third level of “doing” because of the issue of social desirability that attends the assessment of professional behaviors. In tests of knowledge, on OSCEs, in essays, and in entries in diaries and journals, learners may display competence in professionalism. But when confronted in the heat of the moment with value conflicts, they may lapse into unprofessional behaviors. Actions speak louder than words. However, the “know and can” levels of the pyramid should not be neglected.
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The Environment in Which Assessment Occurs

Pursuing the above recommendations will not be sufficient, however, to generate measurement tools that produce dependable, credible, and transferable information about learners’ professionalism unless we also consider the environment in which the assessment of professionalism occurs. We need to pay attention to the institutional stance on assessing professional behavior and to the conditions under which the assessment is administered if we are to be successful in our quest for improved assessment of learners’ professionalism.

The institutional stance. Theoretical and empirical studies rivet our attention on the hidden and informal curriculum.161–164 A great deal of teaching about professional values occurs outside scheduled class time, in the informal curriculum, when faculty are absent.165 Further, only some of the “teaching” there is congruent with the announced professional values of an institution. According to one study, the taught, or informal, curriculum spoke to the burden of service and interprofessional disrespect rather than to their opposites (the importance of service and interprofessional respect) that the recommended, or formal, curriculum espoused.166 Furthermore, the taught curriculum emphasized industriousness of learners, while the recommended curriculum was silent on that matter.166 Only if the lessons of the informal curriculum are clearly understood can we incorporate authentic indicators of professional and unprofessional behaviors into our measurement tools.

Moreover, the reticence of students, residents, faculty, and colleagues to report unprofessional behaviors must be addressed.167–171 To do that, we need to know the stance of the informal culture on assessing professional behavior. Just how important is such assessment? Is it considered an inconvenience, a necessary evil, or a vital link in enabling all members of our academic health centers to become and be professional? Is there courage to follow through with discipline, if necessary? Do all levels of administration embrace the assessment of professional behavior or merely pay lip service to it?
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Administration of Assessment

In light of the reluctance to assess professional behavior, our efforts will also need to explore the conditions that will encourage participants to provide insightful, credible, dependable information. Some of these circumstances include the spirit in which assessment proceeds. Is it carried out against a backdrop of primary prevention and health promotion or against one of transgression, sickness, and deviance? Is it done in the spirit of justice and the social good or only for the good of the individual?

Other conditions may be important as well. The purpose of the assessment comes to mind. Is the purpose formative, for guidance, growth, and striving toward the ideal? Or is it summative? Is the purpose clearly communicated to learners and faculty? Is the assessment tool compatible with the purpose of the assessment?

Then there is the breadth of the assessment. Is it directed toward identifying both unprofessional and professional behaviors? Are patterns of behaviors or just one-time lapses of interest? How does the assessment take into account the severity of the lapses? How much unprofessional behavior is too much? Does the assessment attempt to uncover the reasons for the behavior as well as the behavior itself? Is all unprofessional behavior a matter of clashes between worthy values? Do learners recognize their behaviors as professional or unprofessional?

The types of people involved in the assessment may be yet another consideration. Who does the evaluation? Do the most vulnerable people in the system, such as patients or ward secretaries, have input? How do the assessors’ attitudes and perceptions of professionalism affect the quality of information they report about learners? Who receives the evaluation—a credible fair reviewer? Does the assessment entail an individual or group decision? Faculty in one department were more likely to identify lapses in professional behavior when they discussed learners in a committee meeting than they were on checklists and in a comment section of an evaluation form.172

The safety of participants in assessing professional behavior is another key aspect of the environment. What constitutes safety for learners and faculty? Is the assessment anonymous, confidential, or signed?

Finally, do all participants receive education in the assessment of professional behavior?

Noting the dissatisfaction with evaluation systems in residencies, Gordon173 offers a proposal that splits the evaluation process in two. The proposal may be worth considering in the context of professional behavior. One system, for monitoring standards to assure that learners do not fall below established standards, is the faculty’s responsibility. The other, for professional growth and development beyond the minimum, is the responsibility of the residents. The proposal assumes that both faculty and residents are legitimate decision makers concerning a resident’s education. The quality control system of the faculty would use simple qualitative measures to screen for residents’ adherence to minimum standards, give early warning, and provide rapid follow-up. The resident-controlled, guidance-oriented system would concern itself with professional growth, self-assessment, reflection, and peer and faculty coaching. Faculty would insist only that residents participate in good faith.

Implications for tomorrow. Just as we need to study the context in determining whether behavior is professional or unprofessional, so too do we need to systematically examine how the environment influences the quality of the information our assessment tools yield about the professional behaviors of learners. The acceptability and efficacy of Gordon’s proposal should be studied in the context of professional behaviors across the continuum.
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FINAL THOUGHTS

Throughout this article, I have outlined steps that could be taken to strengthen the assessment of professionalism in the future. For the reader’s convenience, I list them below:

[image: ]  The well-circumscribed concept of professionalism can serve as a foundation for future measurement initiatives, but it does require clarification.

[image: ]  Assessment of professionalism should focus on professionalism, in and of itself.

[image: ]  Instruments that measure the separate elements of professionalism should be developed.

[image: ]  Rigorous qualitative approaches to assessment should be encouraged, along with more quantitative measures of the elements of professional behavior that might be derived from the use of standardized patients in OSCE settings, for example.

[image: ]  The hypothesis should be explored that to improve assessment of professionalism, our tools should emphasize behaviors as expressions of value conflicts, explore the resolution of these conflicts, and take into account the contextual nature of professional behaviors.

[image: ]  Of most immediate concern is whether measurement tools should be tailored to the stage of a medical career.

[image: ]  How the environment can support or sabotage the assessment of professional behavior is also a central issue.

Without solid assessment tools, questions about the efficacy of approaches to educating learners about professional behavior will not be effectively answered.
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ABSTRACT

Forming technically proficient, professional, and humanistic physicians for the 21st century is no easy task. Mountains of biomedical knowledge must be acquired, diagnostic competence achieved, effective communication skills developed, and a solid and applicable understanding of the practice and role of physicians in society today must be reached. The central experience for learners in this complex and challenging terrain is the “modeling of” and “learning how to be” a caregiver and health professional.

Role modeling remains one crucial area where standards are elusive and where repeated negative learning experiences may adversely impact the development of professionalism in medical students and residents. The literature is mainly descriptive, defining the attributes of good role models from both learners and practitioners’ perspectives. Because physicians are not “playing a role” as an actor might, but “embodying” different types of roles, the cognitive and behavioral processes associated with successfully internalizing roles (e.g., the good doctor/medical educator) are important.

In this article, the authors identify foundational questions regarding role models and professional character formation; describe major social and historical reasons for inattention to character formation in new physicians; draw insights about this important area from ethics and education theory (philosophical inquiry, apprenticeship, situated learning, observational learning, reflective practice); and suggest the practical consequences of this work for faculty recruitment, affirmation, and development.



Forming technically proficient, professional, and humanistic physicians for the 21st century is no easy task. Mountains of biomedical knowledge must be acquired, diagnostic competence achieved, effective communication skills developed, and a solid and applicable understanding of the practice and role of physicians in society today must be reached. Central to the experience of learners in this complex and challenging terrain is the “modeling of” and “learning how to be” a caregiver and health professional. Despite efforts to enhance the effectiveness of medical education, role modeling remains one crucial area where standards are elusive and where repeated negative experiences may adversely impact a learner’s development of professionalism (the learning how to be). This article identifies some foundational questions regarding role models and professional character formation, describes the major social and historical reasons for inattention to the character formation of new physicians, draws insights from disciplines outside medical education that can inform our understanding of this important area, and suggests the practical consequences of this work for faculty recruitment, affirmation, and development.

Enhancing role modeling and professional character formation in medical education are recent concerns in medicine’s long-standing attention to educational reform. Throughout this history, change has focused on improving knowledge and skill development, which has evolved greatly over the last century of advancing science and technology. Progress rested within these skill sets, and although the essential values and attitudes for professional practice were regularly espoused, they remained in the background. Consequently, although medical education features sophisticated strategies for achieving knowledge and skill objectives, until recently little attention has been given to value, attitude, and professional character development, which has, instead, depended on vague notions of role modeling as a means of teaching and learning. Assumptions about the effectiveness of role models in professional character development are pervasive yet insufficiently examined among otherwise thoughtful and challenging approaches to medical education. The lack of attention to role modeling is a key reason that meaningful reform of professional character formation can be characterized as “a history of reform without change, of repeated modifications of the medical school curriculum that alter very slightly, or not at all, the experience of the critical participants, the students and teachers.”1

Medical educators increasingly understand professional education to be a process of moral enculturation, of taking the values, attitudes, character, and identity of the chosen profession (and, implicitly, of the “good” professional) as one’s own.2 Role models are central to enculturation because professional behavior is learned in the experience of practice. We distinguish here between mentors and role models, however. Mentors are senior members of a group who intentionally encourage and support younger colleagues in their careers. Mentoring often includes role modeling. Role models, on the other hand, teach by example and influence professional identity in multiple ways. Role modeling is less intentional and often unaware, more informal and more episodic than mentoring.
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The Literature on Role Modeling

The medical education literature regularly identifies the importance of role models in value, attitude, and professional character formation. A 1989 special issue of Academic Medicine, recognizing the “Coming of Age” of ethics education, concluded “…faculty should authentically demonstrate humane, value-conscious medical practice in the treatment of patients, colleagues and students. Students probably learn better in environments where their professional roles can be both observed and practiced” (emphasis added).3 In 1994, Hafferty and Franks’ important work on the “hidden curriculum” challenged medical educators to better address and assess the importance of role models in the learning that takes place at all levels of medicine and to acknowledge training institutions as both cultural entities and moral communities intimately involved in constructing definitions of “good” and “bad” medicine.2 This challenge largely goes unanswered today.

The literature on professionalism does emphasize the importance of physicians’ developing ongoing self-reflective skills and professional character. It recognizes that students must acquire the skills, values, and attitudes that comprise a professional identity. In reality, “the values and behaviors that individual physicians demonstrate in their daily interactions with patients and their families, and with physicians and other professional colleagues, become the foundation on which medical professionalism rests.”4 Forming professional character begins upon entrance to medical school. Residents and fellows, still in formation themselves, learn from their role models and serve as significant role models for medical students.5

Interest in role modeling is emerging,6,7 but the literature is, as yet, mainly descriptive. Students and residents describe their positive role models8–11and individuals, thus identified, reflect on themselves as role models.12–14 From these descriptions and reflections, characteristics of good role models have been identified. A conceptual model of role modeling that emphasizes the importance of strong clinical skills, consistency of good verbal and nonverbal behavior, and “role model consciousness has been suggested.”15 Yet weaknesses in physicians’ role modeling and professional character formation are evident. In a Quebec survey of 259 clerks and 238 second-year residents in family medicine and various specialties, half of the clerks and one third of the residents felt their teachers were not good role models for the physician–patient relationship.8 Another study of second-year students and senior clerks in innovative Canadian medical schools (problem-based learning, patient centered, community orientated) revealed that 25% of second-year students and 40% of senior clerks did not agree that their teachers behaved as humanistic caregivers with patients or were good role models in teaching the physician-patient relationship.16 Furthermore, in a Dalhousie University Faculty of Medicine invitational focus-group with residents and physicians, residents revealed that it was not uncommon for clinician–teachers to express negative and cynical comments about the medical profession, which left learners feeling pessimistic about their chosen profession. This particularly affected clerks who had not selected their medical specialty, which may be a barrier to recruitment to those specialties. Residents also disclosed that clinician-teachers sometimes make disparaging remarks about particular medical specialties, which may act as a barrier to recruitment in those specialties.17 Many dimensions of the impact of negative role modeling and related communicated values on medical learners are overlooked.

The values of the medical school environment constitute its moral ecology. However, policies and practices regarding faculty who are good role models, corrective approaches for negative role models, and the importance of a safe environment for critical reflection on good and bad role models have been insufficiently explored. Despite its rhetorical importance, role modeling remains a conceptual “black box” for both teachers and learners. Students enter and exit the box without an open and transparent discussion of what constitutes positive or negative role modeling, skills to evaluate their experiences, or formal safe processes and spaces to debrief on their experiences. Educators lack an adequate understanding of the process through which learners respond to models and of how practitioners of varying quality and commitment exert their influence.
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The Untapped Potential of Role Modeling as an Educational Strategy

Historical and social forces have contributed to the inattention paid to professional character formation including the lack of clarity regarding the goals of medicine, the evolution of medical ethics, the dominance of science in medical education, and the commercialization of medicine.

The values, attitudes, and character of a good physician are directly related to the ends or goals of medicine. Without clearly understanding these ends or goals, we cannot know what values and attitudes facilitate practice. Philosophers and others interested in these fundamental issues question whether any intrinsic goals for medicine exist. For some, the legitimate goals of medicine are rooted in the nature of the patient–physician encounter and the fact of illness. For others, physicians are gatekeepers for society-approved access to science and technology. This issue of the legitimate goals of medicine is crucial, particularly because the power of science and technology is growing. What should physicians do? What do good physicians do? These are questions fundamental to the formation of new physicians. Scientific and technological advancements such as cosmetic surgery, enhancement drugs, and developing genetic technologies raise serious issues regarding the goals of publicly funded medicine. Yet the general medical and medical education literature is virtually silent on these issues. What constitutes the goals of practice and “excellence” in fields as diverse as cardiac surgery, palliative care, orthopedics, microbiology, and community health? Are there common values and attitudes held by all? What are the substantive differences in practice between specialties? How do the relevant differences affect the values and attitudes appropriate for different practices? Learners are given few cues to discern justified differences from unjustified ones. Consequently, the questions of medicine’s goals and what physicians should do grow cloudier as the power of science and technology to intervene in human life grows.

The roots of inattention to role models and the formation of professional character also lie in the evolution of medical ethics. Traditional medical ethics was virtue-based, focusing on the character of the physician.18 Patients trusted good physicians who made a public oath, a profession, to use their knowledge and skill for the patient’s best interest. There were some duty-related concepts in the Hippocratic tradition, but essentially, good medicine depended on the physician’s character. The rise of the modern hospital provided an environment where the competing claims of good character were inadequate to ensure ethical practice. The first code of medical ethics was developed in which character was understood as “gentlemanly” conduct, professional etiquette, and decorum. The moral authority of practice shifted to a grounding in professional consensus, away from the integrity of individual practitioners.

As science and technology presented new issues for medical decision making in an increasingly pluralistic society, philosophers were drawn into medical education. Physicians’ ethics were subsumed into a broader bioethics. Frameworks for medical ethics education explicitly rejected a physician’s character formation as a proper goal. Formal ethics education was proposed to contribute to students’ future clinical competence as physicians by supplying them with the knowledge and cognitive skills necessary for ethical decision making.19

Rooted in the psychology of the time, it was assumed that the entering students’ character was fully developed, and that the important task of the medical school was choosing the right character in the admission process. There were also concerns that privileging certain values was inappropriate in a pluralistic society. Although we know that a medical student’s basic character is formed at the time of admission, ample evidence exists that professional character is formed in medical school, shaped by influential factors including informal processes like rounds, peer interactions, and role models.2 Ethics education has paid little attention to these critical processes, focusing instead on the resolution of ethical dilemmas in patient care and some relational skills, such as obtaining consent and giving bad news.

The role of science in medical education has also contributed to inattention to professional character formation. The Flexner reforms replaced an unregulated apprenticeship with science-based university education followed by internship. The “right” traits for medicine became cognitive traits, and suitability for medical school focused on the capacity to do science. Moral authority became rooted in scientific competence. Science brought new concepts of duty in the calculation of risks and benefits. Rapid advances in science reinforced the power of the scientific “good” as the obviously important good. For many, the highest moral good was simply to master scientific medicine for the benefit of the patient.20

Recent forces within and without the profession have increased the commercialization and commodification of medicine. For many, this conversion of medical care to a vast industry21 raises questions about the profession’s basic purposes and values. The consequences for the medical school curriculum of these changes in the practice environment have not yet been considered critically. What consequences for values, attitudes, and professional character emerge from these forces?
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What Roles? What Models?

Despite the long-standing and widespread use of role models, the concept is not well understood. Analysis and clarification of the major concepts “models,” “roles,” and “role models” is required. Generally, a model tries to make clear some features of a complex reality. Furthermore, the concept of roles is complex, for professionals are not “playing a role” as an actor might but embodying it. We can distinguish between a person and the many roles that person might play (e.g., mother, parishioner, and cardiologist), and in medical education, we are concerned with the role of physician. Professional character formation requires some alterations of personal values and attitudes as we learn the role of physician. It is the essence of professionalism that physicians profess to have assumed a role with responsibilities that are publicly understood. For a professional, becoming a role holder and performing the role well is itself an important end. Values, attitudes, and professional character are the “stuff” of virtue. They are the traits that incline individuals to act in accord with the demands of the role.

However, the role of physician is not a unitary one. Individual physicians assume different roles. What significance does needing to know dramatically differing roles have for learners? Is it possible for one individual to fulfill all roles of the physician? The differences that comprise the role of the physician add to the complex picture of practice. This complexity requires that role models show the way through the various role demands. Some role models demonstrate good practice but fail to articulate their reasons for acting as they do. Others demonstrate and articulate what they are doing and why, but the content and style of their discourse can be significant. Although they might provide justifications that cannot be questioned, they might invite discussion. Learning occurs differently with each approach.

We know that what is modeled for medical learners is sometimes heroic and sometimes horrific. Even experienced faculty may feel confusion about conflicting role obligations as they respond to the pressures of practice in the contemporary health care environment. These factors have led to silence around the central issue of professional practice. However, silent modeling is inadequate as a strategy. First, an account of behavior is needed to limit the number of possible interpretations. Second, the model’s values and justification must be made clear to the learner; if not explicit, the model fails to provide learners with a clear position to test, accept, or reject, and tacit modeling fails to subject the behaviors, values, and attitudes to review.22

Being articulate is necessary for excellent role modeling but not sufficient. Evidence that learners seek enthusiastic and charismatic role models exists.23 However, enthusiasm and dedication in an articulate role model may, in fact, stifle students’ critical reflection. Enculturation may render even the most committed physician unlikely or unable to ask fundamental questions regarding their model of medicine, the roles they believe are crucial, and the values and attitudes that facilitate excellence in practice.
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Role Modeling as a Multidimensional Concept

Several fields of study can assist in addressing, understanding, and facilitating the teaching and learning potential of role models. These include ethics and education theory where constructs of apprenticeship, situated learning, observational learning, and reflective practice can each improve our understanding of role modeling and contribute practical strategies for role models and learners alike.
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Ethics

Although ethics education was originally identified as one element of a “broad curricular effort to develop physicians’ values, social perspectives, and interpersonal skills for the practice of medicine,”24 these goals have never been fully realized. Medical ethics education has failed to adequately recognize the centrality of role models in the moral and ethical formation of new physicians. Medical ethics as a subject in applied ethics with a clear set of curricular goals3,19 and medical ethics as the moral commitments and character development of health care professionals are distinct topics.18 An early formulation of the goals of formal ethics education for professionals can help us immeasurably. They include sensitizing, consciousness-raising, and uncovering hidden problems and value issues. Reclaiming these goals may help us to cut through layers of enculturation, habit, and verbal debris to rediscover, with clarity, the moral purpose of medicine.24

In the almost exclusive focus on medical ethics as problem solving or “dilemmas ethics,” the ethics of character has been lost. The Hippocratic tradition is rooted in virtue ethics where the moral agent, rather than principles for problem solving, is central.18,20 Although virtue ethics had fallen into decline in medicine, its importance is reemerging especially through an emphasis on professionalism.4,21 Pellegrino and Thomasma have focused on the importance of professional virtues of physicians for patients, including the central virtue of clinical competence.18 They argue that virtuous physicians both model good behavior and comprehend the reasons for their choices; virtuous physicians can explain why they are acting in a given manner, and are motivated by concern for the whole patient. This concept maps well to our knowledge of ideal role modeling.22 Philosophic ethics and virtue theory can contribute much to our understanding of role models. The goals and skills fundamental to all philosophical inquiry include identifying and examining assumptions; broadening perspectives and enlarging self-knowledge; developing critical thinking skills; fostering tolerance, openness, and skepticism about dogma; and cultivating empathy. This systematic reflection about what we do, believe, and value can contribute powerfully to understanding how we frame and resolve medical ethical dilemmas and how, in reality, professional character is formed.
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Apprenticeship

Apprenticeship has been a touchstone of professional education for centuries. Understanding its process is fundamental to our understanding of role modelling. Essentially, apprentices learn through participation in an environment, where “ways of being” are modeled.25 The experience allows the learner to see how knowledge and skills are applied to the real problems of the profession by their teachers, who are experts, and to observe how these behaviors and knowledge are used in and affected by the context in which they are applied.

How does learning occur in the course of apprenticeship? According to cognitive psychology, the learning occurs as changes to our schemas—those cognitive maps that we build to help us make sense of the world. We use schemas to summarize what we know and believe, our attitudes, experiences of events, and ideas. When entering a new situation, we use our existing schemas to try to understand the new experience. As our exposure to and involvement in the new situation continues, we build new schemas for more sophisticated understandings, which over time become elaborate, complex, and integrated, and guide our thinking and actions.

In apprenticeship, it is essential to understand both the content that is learned and the social and relational aspects of learning. Not only is there a change in our understanding, but also there is a process in which we test, revise, and integrate our understandings in application. What we take way from our learning is a comprehension that is dependent on the context in which it was learned. That context, and the social relations that texture it, contains many influences, among them the powerful effect of role models.

Applying these ideas to the context of physicians’ education, student–physicians enter the clinical setting where, through experience, they build increasingly complex frameworks of knowledge and skills regarding the practice of medicine. They learn context and content, product and process.25
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Situated Learning

Situated learning26 is an enhancement of the apprenticeship model. It also describes the learning that occurs in the context of practice, including knowledge, skills, and social norms. This concept is particularly instructive because apprenticeship and immersion in the clinical environment is so pervasive in medical education. The basic premise of situated learning is that professionals learn from participating in, and gradually being absorbed into, communities of practice (in this case, the medical profession).27

A key concept of situated learning is legitimate peripheral participation. Learners enter the community of practice at the periphery, where they are novice legitimate participants. As they move towards fuller participation, they participate as a way of learning and both absorb and are absorbed into the culture of practice. Accordingly, learning becomes an integral and inseparable aspect of social practice.

Legitimate peripheral participation provides exemplars, such as masters (or role models), finished products, and more advanced apprentices, and these are the basis and motivation for the learners’ activity. Recognition of what needs to be learned and the desire to become full practitioners motivate learning and participation. Medical learners at all levels learn “to talk” and “from talk” (i.e., from talking with and listening to other more senior faculty, medical students and residents learn the accepted knowledge, values, and attitudes of the profession).26 From talking themselves, they learn how to talk of what they do, and, indirectly, how to think about it. In medical education, role models in the clinical environment profoundly influence the learning of both “to talk” and “from talk.” In short, learners participate in the practices of the community and develop identity in relation to it.

Implicit in “situated” learning is the assumption that the knowledge, skills, and values are situated in the practice environment, and the framework to understand them is inseparable from that environment. Situated learning extends our understanding of apprenticeship learning in its premise that, while learners build and revise their schemas, the community of practice is also changing simultaneously. In this perspective, each learner adds to the community, and learning extends beyond the development of cognitive structures to reflect the larger changes in society and the work of the community. In this concept also, the influence of models is pervasive because the model represents a way of being in the community. As novice learners become more engaged, they increasingly both adopt and create the values, attitudes, and beliefs of the community as they are spoken and enacted by their more experienced colleagues.

The literature of situated learning helps us to frame the function and influence of role modelling in medical education. Because learning and identity form together and are inseparable, role models contribute powerfully to both aspects of formation. Although students can often express the characteristics of positive and negative role models, it may be difficult to appreciate how embedded the influence is in their learning.
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Observational Learning

Bandura28 describes learning in an environment of constant, dynamic, reciprocal interaction among people, their behavior, and the environment. Bandura’s description of learning is social in nature. People learn from others in their environment through social and cognitive practices. These concepts provide a way of thinking about the context in which learning from role models occurs. Bandura describes five basic capabilities that all humans inherently possess, among them an ability to learn vicariously or through observation. Observational learning is well accepted as a powerful means of transmitting values, attitudes, and patterns of behavior. Vicarious or observational learning occurs when we watch others’ actions and the consequences of those actions. Through that process, students learn behaviors and ways of being that look successful to them in light of their own goals and experience and the rewards they see present in the environment. Social learning theory also incorporates our ability to understand the rewards and incentives in the environment and to incorporate behaviors and standards that will lead us to achieve valued goals. In the dynamic environment of professional practice (e.g., a hospital or clinical environment), students have many opportunities to observe and learn from others, including residents and attending staff, and to decide to assume or reject some of these behaviors.
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Reflective Practice

Another area that can inform our discussions and understanding of how learning occurs from role models is that of reflective practice. Imel observes that


reflective practice…integrates or links thought and action with reflection. It involves thinking about and critically analysing one’s actions with the goal of improving one’s professional practice. Engaging in reflective practice requires individuals to assume the perspective of an external observer in order to identify the assumptions and feelings underlying their practice and then to speculate about how these assumptions and feelings affect practice. It is in essence, a systematic inquiry into the practice itself.29



Reflection also provides faculty, students, and practicing professionals a means to learn effectively from experience and develop the affective aspect of their professional expertise by considering experience critically and understanding how knowledge, attitudes, and skills develop. The ability to reflect on our behavior and to pass evaluative judgments on ourselves is a fundamental human capability.28

Many educators first encountered reflective practice through Schön, who focused on the problem solving and learning that occurs in professional practice.30 The stage is set for reflection when “knowing-in-action”—the sort of knowledge that professionals depend on to perform their work spontaneously—encounters an unexpected outcome or surprise. This surprise can lead to one of two kinds of reflections: “reflection-in-action” occurs during (without interrupting) the activity by thinking about how to reshape the activity while it is underway, and “reflection-on-action” occurs following the experience and involves revisiting the event to consider what occurred, what was learned, and how to incorporate new learning into “knowing-in-action.”30 Reflective practice is more than thoughtful practice; it is the process of intentionally turning thoughtful practice into a potential learning situation. Moreover, reflective practice goes beyond examining knowledge components to include the affective aspects of a situation.31–37

Models can reflect on their experience, facilitating learners’ reflections of what they have observed. Reflection helps the model to make explicit the moral and other judgmental standards by which they guide and judge their behavior. If these aspects remain undiscussed, the learner is left to infer rules and standards for himself or herself as well as to construct meaning from what they see. Frankford speaks directly about the role of reflection in students’ learning and notes that knowing-in-action, reflection-in-action, and reflection-on-action occur when a “coach” demonstrates the performance of work to students while providing a narrative that reflects upon how the work is being performed, a process that resembles show-and-tell.38 Likewise, students must engage in the performance of work as their coach watches and coaches. Because medical practice increasingly occurs in the context of teams, students and practitioners alike must learn the skills of knowing-in-action, reflection-in-action, reflection-on-action as group processes often involving many types of health care professionals. Because professional work is organized collectively, the organizations must engage in institutionalized processes of reflection in which individual reflection feeds into group learning and group learning feeds back into individual reflection so that they mutually inform one another. It is in this practice that faculty, and learners too, can reflect critically on their practice and the beliefs and values that underlie it. This reflection is particularly relevant to role modeling because it offers a forum for raising awareness about our behaviors in the professional context. Institutions of reflective practice thereby enhance physicians’ lifelong learning and commitment to medical professionalism.38

We believe reflective practice adds great promise to professional character formation. A critical reflection on what has been modeled, both by the model and by the learner, can effect a real change. Breaking the silence for faculty and students can make a difference.
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Discussion

Role modeling is at the heart of professional character formation. Excellence in professional practice is learned in and through experience and critical reflection on its expression in the clinical encounter. Knowledge and skills are essential, but putting them together in a competent and caring response to patients’ needs is learned in personal interaction and role modeling. We must focus our attention more critically on this fundamental aspect of physicians’ professional character formation for the benefit of both faculty and learners.

Several challenges present themselves in translating the insights and perspectives of disciplines outside medical education into effective educational influences including time, competing demands, and the difficulty in developing and evaluating valid strategies. First and foremost, we urge refocusing on the experience of the “critical participants,” medical students, residents, and faculty. We need to

[image: ]  clarify the foundational definitions of “role,” “models,” and “role modeling,”

[image: ]  identify core attributes of good clinical practice and those that are specialty specific,

[image: ]  address faculty recruitment and development as role models,

[image: ]  involve faculty in an analysis of their environment,

[image: ]  develop strategies whereby faculty can reflect on their own experience and learn from it,

[image: ]  assist faculty with adapting their teaching and modeling accordingly,

[image: ]  assist learners to develop strategies for identifying good and poor role modeling and conscious reflective maneuvers to deal with the potential influence of these models, and

[image: ]  develop safe spaces where negative role modeling can be reflected upon and translated into an effective learning experience.



Second, however, we must focus our attention beyond individuals to the institution and its modeling of values. Many of the values learned from the hidden curriculum warn students and residents against becoming too reflective and introspective. They warn against critically examining the forces and processes that shape their professional character. We agree with Hafferty that real reform will remain elusive until we create structures that facilitate critical reflection more broadly. The institution, and the values and role models it privileges and prizes, is central to any serious reflection on role models in physicians’ professional character formation. Although we need strategies to improve role modeling, attention to what is modeled in medical education must be multifaceted, requiring an institutional philosophical position, specific educational approaches, and an inspired psychological outlook that embraces and promotes professional character as a core attribute of physicians’ self-conception and medical practice.
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ABSTRACT

Purpose. To determine if medical students who demonstrate unprofessional behavior in medical school are more likely to have subsequent state board disciplinary action.

Method. A case-control study was conducted of all University of California, San Francisco, School of Medicine graduates disciplined by the Medical Board of California from 1990–2000 (68). Control graduates (196) were matched by medical school graduation year and specialty choice. Predictor variables were male gender, undergraduate grade point average, Medical College Admission Test scores, medical school grades, National Board of Medical Examiner Part 1 scores, and negative excerpts describing unprofessional behavior from course evaluation forms, dean’s letter of recommendation for residencies, and administrative correspondence. Negative excerpts were scored for severity (Good/Trace versus Concern/Problem/Extreme). The outcome variable was state board disciplinary action.

Results. The alumni graduated between 1943 and 1989. Ninety-five percent of the disciplinary actions were for deficiencies in professionalism. The prevalence of Concern/Problem/Extreme excerpts in the cases was 38% and 19% in controls. Logistic regression analysis showed that disciplined physicians were more likely to have Concern/Problem/Extreme excerpts in their medical school file (odds ratio, 2.15; 95% confidence interval, 1.15–4.02; p = .02). The remaining variables were not associated with disciplinary action.

Conclusion. Problematic behavior in medical school is associated with subsequent disciplinary action by a state medical board. Professionalism is an essential competency that must be demonstrated for a student to graduate from medical school.



The professional behavior of physicians and trainees has received increasing attention from medical school educators, the broader community of medicine, and society at large.1–4 The University of California, San Francisco (UCSF), School of Medicine has a professionalism evaluation system that monitors students’ professional behavior longitudinally across their four years of medical school.5,6 Begun in 1995, the goals of this system are to identify medical students who demonstrate unprofessional behavior, provide a uniform evaluation and response to unprofessional behavior, and to remediate that deficiency. If a student receives a less-than-satisfactory rating on professional skills at the end of any course or clerkship, a Professionalism Evaluation Form is submitted. The student and the school then work to remediate the student’s deficiencies. Deficiencies in professional skills identified in two or more clerkships (or two courses in the first two years and then a clerkship) are considered to reflect a pattern of deficiencies in professional behavior. At minimum, the dean’s letter for application to residency programs will document these areas of concern or deficiencies. In addition, the student is placed on academic probation and, if the professional violations are severe, may be dismissed despite attaining passing grades in all courses and clerkships.

There are other professionalism assessment tools for medical students, but the adequacy of existing assessment tools is uncertain.7,8 For example, we do not know whether professionalism inadequacies in students affect their subsequent professional performance as physicians. We hypothesized that unprofessional behavior in medical school, rather than more traditional measures such as demographic characteristics and undergraduate and medical school measures of academic performance, predicts subsequent state board disciplinary action. To test this, we conducted a case-control study of UCSF School of Medicine graduates disciplined by the Medical Board of California.
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Method
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Selection of Case Subjects

Approximately 6,330 medical students graduated from the UCSF, School of Medicine between 1943 and 1989. The 70 cases in this study were all the UCSF, School of Medicine graduates who were disciplined by the Medical Board of California from 1990–2000. They were identified through a search of the Medical Board of California’s computerized database of disciplined physicians. Discipline, ranging from public reprimand to license revocation, is imposed by the Medical Board of California for violations defined in law.9 A single disciplinary action may be imposed for multiple violations of law. The discipline history of physicians licensed in California is public as mandated by state law.10,11

The Medical Board of California classified its reasons for discipline into nine major categories: negligence, inappropriate prescribing, unlicensed activity, sexual misconduct, mental illness, acts endangering patients through the physician’s use of drugs or alcohol, fraud, conviction of a crime, and unprofessional conduct.11 For purposes of this analysis, the staff at the Medical Board of California identified the reference violation as that which represented the highest risk to the public and, thus, subject to the most severe level of discipline.

The American Board of Internal Medicine defines professionalism as requiring “the physician to serve the interests of the patient above his or her self-interest. Professionalism aspires to altruism, accountability, excellence, duty, service, honor, integrity and respect for others.”1 The medical director of the state medical board (NDK) used this definition to determine which of the state’s working definitions of the nine categories for disciplinary action were violations of professionalism. He determined that all but one, mental illness, was a violation of professionalism. From the perspective of the Medical Board of California, a physician disciplined for negligence should have known that the behavior in question could result in patient harm. For example, an anesthesiologist who chooses to ignore the repeated calls of the nursing staff to see a postoperative patient with a compromised airway is negligent. Such behavior differs from mental illness (e.g., an anesthesiologist with early dementia who has difficulty performing endotracheal intubations under usual circumstances).

Physicians with alcoholism or drug addiction who commit acts that endanger or injure patients are disciplined for those acts by the Medical Board of California. Physicians in this category were included as cases in our study. However, physicians with alcoholism or drug addiction who have not endangered or injured patients may be referred (or may self-refer) to the board’s Diversion Program for monitored treatment and do not face board discipline. Physicians in this latter category were not included as cases in our study.
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Selection of a Control Group

Members of the control group were UCSF, School of Medicine graduates chosen from a randomized sample, stratified by year of graduation (within one year) and medical specialty, from the Directory of Physicians in the United States.12 We confirmed that members of the control group had not been disciplined in another state by reviewing the Federation of State Medical Board’s database of disciplinary actions.
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Measurements

The UCSF, School of Medicine’s Office of Student Affairs maintains academic files of graduates that contain the student’s application to medical school, all course evaluation narratives, grades, administrative correspondence while in medical school, and the dean’s letter of recommendation for residency programs. These files remain complete even for students who graduated decades ago. Records are not purged. A research assistant with previous experience writing dean’s letters of recommendation to residency programs abstracted data from these records. All investigators involved in data abstraction remained blinded to whether the files were cases or controls until the completion of the data abstraction.

We abstracted demographic data, undergraduate grade point average (GPA), raw Medical College Admission Test (MCAT) scores, medical school course and clerkship grades, and raw National Board of Medical Examiners (NBME) Part 1 scores on the first attempt. Any negative excerpts about students’ professional and personal attributes (defined as one or more words describing less than satisfactory professional and personal attributes) were abstracted from course evaluations, including narratives, dean’s letter of recommendation to residency programs, narratives in the students’ admission interviews, or any other document in the students’ files dated before the student graduated from medical school.

The negative excerpts were assigned a severity rank by the research assistant. Two deans of students (MAP and another dean), each with at least a ten-year history of writing and interpreting student evaluations, independently reviewed all negative excerpts and assigned severity rankings. The two deans of students could refer back to the academic file, if necessary, to contextualize the excerpts. When there was discordant ranking, the two deans discussed the rationale and agreed on the appropriate classification while still blinded to the status of the subjects.

The ranking system established thresholds for the severity of the negative excerpts based on those in our current UCSF, School of Medicine professional evaluation system established in 1995. The ranks were:



[image: ]  Good = no adverse comments.

[image: ]  Trace = Student had an occasional constructive or negative comment from an isolated instructor such as immature, but the composite evaluations and narratives from a course were good. The occasional constructive or negative comment was mild.

[image: ]  Concern = Student had problematic comments in one course. These comments were qualitatively serious (beyond the occasional immaturity above), such as resistant to accepting feedback, needs continuous reminders to fulfill ward responsibilities, unnecessary interruptions in class, inappropriate behavior in small groups both with peers and with faculty, and would have warranted the submission of a Professionalism Evaluation Form now used in the UCSF, School of Medicine professionalism evaluation system.5,6

[image: ]  Problem = Student had problematic comments in two or more courses at the level of Concern, demonstrating a longitudinal pattern of problematic professional behavior. These students would have received two or more Professionalism Evaluation Forms in the current UCSF, School of Medicine professionalism evaluation system.5,6

[image: ]  Extreme = Student has Extreme problematic comments, such as dismissed from the PhD portion of an MD-PhD program because he could not work with peers. Student received this rating based on the severity of the comment, even if only made once.



The distribution of specialties practiced by UCSF, School of Medicine graduates was taken from the Directory of Physicians in the United States.12
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Statistical Analysis

Undergraduate GPA was converted to a four-point scale (A = 4 points, D = 1 point) by adding one point to each grade when a three-point scale was used (A = 3 points, D = 0 points).

The first graduation class for which all students had MCAT scores available was 1952. This MCAT test was a four-part examination: verbal, quantitative, general, and science. Medical school graduation classes since 1977 have taken a six-part examination: biology, chemistry, physics, quantitative, problem solving, and reading. The scoring system changed as well: before 1977 scoring was a scale from 200–800; after 1977, it changed to a 1–15 scale. Subsequent changes in the MCAT did not affect our cohort. Because of the differences in scoring, number of subscales, and percentile rank changes over time, raw score data were analyzed separately for students who took the test before and after 1977. Mean scores on the total MCAT were compared between graduates who received disciplinary action and those who did not. The MCAT scores were then dichotomized into students in the bottom quartile for each MCAT time period [i.e., test administration year (1) 1952–1976 and (2) 1977–1985]. The dichotomized MCAT scores were used in all subsequent data analyses. Variables were compared by using the t test or the chi-square test.

The required course work and grading system (letter grades, honors/pass/provisional nonpass/fail) also changed over the decades. Therefore, the analysis of medical school grades was performed by comparing the number of cases in each group who had one or more course grades that was less than satisfactory (letter grade of D or F, or a provisional nonpass or fail) the first time they took the course.

The NBME Part 1 percentile scores were used in all analyses. Only data for graduates after 1977 were available. Mean score differences on NBME Part 1 percentile scores were compared using an independent t test for graduates who did and did not receive disciplinary action.

Our a priori hypothesis was that severity rankings of Concern, Problem, or Extreme would be associated with disciplinary action. Therefore, we dichotomized the severity rankings into Good and Trace versus Concern, Problem, or Extreme, and used the dichotomized ranking in all subsequent data analyses. Interrater agreement was 92%.

We analyzed our data by running a logistic regression analysis (SSPS version 11; SPSS, Inc., Chicago, Illinois) with disciplinary action as the dependent variable (yes/no). The independent variables were (1) gender, (2) undergraduate measures (undergraduate GPA and MCAT), and (3) medical school measures (medical school grades, severity ranking) and entered into the model in one step.

An estimate of sample size showed that the study had 80% power to determine its primary objective if each group contained 49 subjects. To enhance power, we chose a case to control ratio of 1:3.

All researchers participated in data analyses and data interpretation. The UCSF Committee on Human Research approved this study without requiring informed consent from the graduates.

Back to Top

Results

Seventy graduates of the UCSF, School of Medicine (1% of the graduates) were disciplined by the State Medical Board of California between 1990 and 2000. The control group contained 200 physician-graduates. The academic files of four graduates (two from the case group and two from the control group) were unavailable for data abstraction; the remaining 68 (case) and 196 (control) graduates were included. All but two control-group graduates resided in California. Characteristics of the two groups are shown in Table 1. Graduation years ranged from 1943–1989, and most graduates were men. There was a small, but statistically significant, difference in undergraduate GPA (3.3 for the case group and 3.4 for the control group; p = .04). The specialty distributions for all UCSF, School of Medicine graduates, the case group, and control group, are shown in Table 2. Two specialties (obstetrics and gynecology and psychiatry) were overrepresented among the case group when compared with the specialties entered by all UCSF, School of Medicine graduates.
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The principal reason for disciplinary action in 65 of 68 disciplined physicians was a violation of professionalism (see Table 3). As shown in Table 4, the prevalence of negative comments regarding professionalism in the medical school files was 38% (case group) and 19% (control group). Disciplined physicians were more likely to have negative comments regarding professionalism in their medical school file (odds ratio, 2.15; 95% confidence interval, 1.15–4.02; p = .02; see Table 5). The sensitivity of negative comments for disciplinary action is 38% and the specificity is 81%. The other variables were not associated with disciplinary action by the state medical board. These odds ratios were essentially unchanged after removing the three physicians with mental illness from the case group.
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The NBME Part 1 scores were available for graduates beginning in 1977 (119). There was no difference in mean (± standard deviation) NBME Part 1 scores between case and control groups (cases, 78.1 ± 6.7; controls, 79.6 ± 5.5; p = .22). Because there was no significant difference in the NBME Part 1 scores between groups, this variable was not included in the model because of the number of missing data.

In the control group, students who entered psychiatry (10 of 28) had the greatest number of comments regarding unprofessional conduct in their files (see Table 4).
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Discussion

We found that UCSF, School of Medicine students who received comments regarding unprofessional behavior were more than twice as likely to be disciplined by the Medical Board of California when they become practicing physicians than were students without such comments. The more traditional measures of medical school performance, such as grades and passing scores on national standardized tests, did not identify students who later had disciplinary problems as practicing physicians.

These data add validity to the assessment of professionalism in medical school and support the use of the UCSF, School of Medicine’s professionalism evaluation system. We have, for the first time, demonstrated that unprofessional behavior in medical school is associated with unprofessional behavior in practice. Nonetheless, comments regarding unprofessionalism in the students’ medical school files had a low sensitivity and a high specificity; therefore, the state’s medical board did not discipline the majority of medical students who received comments regarding unprofessionalism. Test sensitivity and specificity depend on the threshold above which a test is interpreted to be abnormal. If the threshold is lowered, sensitivity is increased at the expense of lowered specificity. If the threshold is raised, sensitivity is decreased while specificity is increased. We believe it reasonable that the serious outcome of disciplinary action by the state medical board has a high threshold. The risk to the individual student who is identified as a false positive is low unless that student is unduly stigmatized as a “problem student.” The high specificity underscores the importance of the evaluation of professionalism not only to the student but also to society because events that result in disciplinary action by the state medical board have their impact on patients. Our study did not examine whether remediation can reduce this association. However, the demonstration that inadequate professional behavior as a student portends poor professional behavior in practice can now serve as evidence to some resistant students that they must commit to professional growth.

The vast majority of the approximately 105,000 physicians licensed by the State of California practice competent and professional medicine. Only about 350 physicians are disciplined annually by the Medical Board of California.11 Previous studies have shown that disciplined physicians are more likely to be men, in practice for more than 20 years, and less likely to be board certified. The majority of actions taken against physicians are for deficiencies in professional behavior rather than for incompetence.13,14 In our study, negligence was included as a cause of unprofessional behavior rather than incompetence. Even if negligence were not included as an unprofessional behavior, over half of disciplinary actions were for unprofessional behavior.

Our study has limitations. During the decades that these students attended medical school, changes occurred in the competitiveness of medical school admission, curriculum, grading system, and evaluation forms. We believe, however, these changes enhance the generalizability of our findings. To our surprise, narratives dating back to the 1940s regarding the evaluation of professionalism were available and seemed candid. Investigations and disciplinary actions by the Medical Board of California may have become more aggressive between 1990 and 2000 because the public began to demand greater accountability from the medical profession. In addition, we may have overmatched the case and control groups, particularly as it relates to psychiatry and obstetrics and gynecology, which are two of the most overrepresented specialties among disciplined physicians. Although only 6% of physicians are psychiatrists, 28% of physicians disciplined for sex-related offenses are psychiatrists. Only 6% of physicians are obstetricians and gynecologists, yet they represent 13% of physicians disciplined for sex-related offenses.14 We chose to match by specialty practice because we could not determine its contribution as a confounder. Indeed, psychiatrists in the control group had the highest number of unprofessional comments when they were in medical school. Therefore, we probably underestimated the true differences in the frequency of unprofessional comments between the two groups.

Another limitation of our study is that physicians disciplined by a medical board comprise an unknown percentage of the total group of physicians engaging in unprofessional behavior. Furthermore, various social biases may well influence which physicians behaving unprofessionally are ultimately disciplined. Thus, we caution against generalizing the identified associations to all types of unprofessional behavior in physicians.

We have shown that problematic behavior in medical school at UCSF predicted subsequent disciplinary action of the physician by the state medical board. Our findings add to the call for better evaluation tools of personal characteristics of medical students and of applicants to medical school.15 Although mindful that only a small number of physicians come to the attention of state medical boards, we now have evidence that medical students display warning signs of future disciplinary action. We hope this early identification will lead to improved methods of remediation and decrease their subsequent behaviors that are responsible for disciplinary action. At the same time, we can now advocate from an evidence-based position that professionalism is an essential competency that must be demonstrated for a student to graduate from medical school.
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ABSTRACT

Purpose
To describe the measurement properties of instruments reported in the literature that faculty might use to measure professionalism in medical students and residents.

Method
The authors reviewed studies published between 1982 and 2002 that had been located using Medline and four other databases. A national panel of 12 experts in measurement and research in medical education extracted data from research reports using a structured critique form.

Results
A total of 134 empirical studies related to the concept of professionalism were identified. The content of 114 involved specific elements of professionalism, such as ethics, humanism, and multiculturalism, or associated phenomena in the educational environment such as abuse and cheating. Few studies addressed professionalism as a comprehensive construct (11 studies) or as a distinct facet of clinical competence (nine studies). The purpose of 109 studies was research or program evaluation, rather than summative or formative assessment. Sixty five used self-administered instruments with no independent observation of the participants’ professional behavior. Evidence of reliability was reported in 62 studies. Although content validity was reported in 86 studies, only 34 provided strong evidence. Evidence of concurrent or predictive validity was provided in 43 and 16 studies, respectively.

Conclusions
There are few well-documented studies of instruments that can be used to measure professionalism in formative or summative evaluation. When evaluating the tools described in published research it is essential for faculty to look critically for evidence related to the three fundamental measurement properties of content validity, reliability, and practicality.



Professionalism and related personal attributes, such as ethics, humanism and personal values have played a central role in the major critiques and calls for reform in medical education over the past century.1 Although medical schools and residency programs have always striven to foster the professional growth of young physicians, the economic and social forces influencing health care in recent decades have focused renewed attention on the importance of professionalism. The lists of “competencies” currently recommended for the curricula of medical schools by the Association of American Medical Colleges and for residency programs by the Accreditation Council for Graduate Medical Education embrace professionalism as one distinct facet of physician competence.2,3 Individual specialty groups, such as the American Board of Internal Medicine, have had long-standing commitments to professionalism.4–7

Substantive discussions about the development of professionalism in medical students and graduate medical education inevitably lead to questions about measurement and evaluation.8 Whether the goal is to evaluate these individuals as part of a formal education program or to provide information for self-assessment, counseling, or remediation, faculty in medical schools and graduate medical education programs seek credible instruments. The minimum evidence required to support such instruments in medical education includes content validity, as judged by national experts, and high reliability with acceptable levels of measurement error.9 Additional evidence of empirical validity, such as concurrent, predictive, or construct validity, provides the most complete assurance of an instrument’s quality.

Attempts to develop instruments to measure professionalism exist. Arnold10 cites over 170 articles in summarizing the state of the art in 2002. She affirmed that a concept of professionalism had been described in the literature and is available for the development of assessment tools. Although she refers to a rich array of existing assessment tools, she emphasizes the need to strengthen their measurement properties. She concludes by reminding readers that it would be impossible to answer questions about the efficacy of educational efforts related to professionalism without solid instruments.

We undertook this review to analyze the measurement goals and the reliability and validity of the instruments used in studies related to the measurement of professionalism reported in the literature over the past two decades.
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Method

The primary source of data for the review consisted of articles identified in another published review.11 In that review, the investigators had searched Medline, ERIC, HAPI, PsychINFO, and TIMELIT for studies published between 1982 and 2002 using 28 search terms, including “professionalism,” “duty,” or “ethics” in combination with “assessment,” “evaluation,” or “measurement.” The reference lists of relevant articles also had been searched manually.

Lynch and colleagues11 used two criteria for selection: the study must have involved medical students, housestaff, medical schools, or teaching hospitals; and the study must have provided empirical evidence based on the use of an instrument that included at least two items or a defined set of qualitative categories. They excluded studies that appeared to address only communication skills and those describing highly specific issues in professionalism, such as physicians’ responses to “do-not-resuscitate” orders.

To build on their findings, we manually searched the contents of Academic Medicine in late 2002 and early 2003 to locate additional relevant studies.
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Data extraction

We developed a four-page data extraction form using nine forced-choice and two open-ended items. The first item, which addressed the definition of professionalism, offered three options: professionalism as a comprehensive construct, professionalism as one facet of clinical competence, or professionalism as an array of separate elements. If the reviewer checked the third option, they were instructed to list key terms to describe the elements of professionalism measured in the study. Arnold10 developed this approach to classifying studies of professionalism among three broad types in her review.

Three items, which were related to the goals of measurement, addressed the target of assessment (i.e., who or what the study measured), the respondent group providing the data (i.e., who filled out the questionnaires), and the primary purpose of the assessment (i.e., formative, summative, research, or program evaluation). The next four items addressed evidence related to reliability and validity reported in support of the instrument, and the reviewer’s judgment of the quality of the validity evidence. A final set of items collected the reviewer’s ratings of the instrument’s practicality and implications for future research. “Practicality” was defined as ease of administration; cost-effectiveness; and acceptance by participants, observers, and academic leaders. The draft form and instructions were pretested in two iterations and revised accordingly based on the comments of individuals at Jefferson Medical College, the National Board of Medical Examiners, and the American Board of Internal Medicine Foundation.

We identified a panel of 12 highly qualified reviewers who possessed a formal background in measurement and research as well as a record of professional activity and peer-reviewed publications in medical education. During the first phase of the review, each member of the panel completed data extraction forms for approximately ten studies. We calculated an overall rating for each study by summing their ratings for validity evidence, practicality, and implications for future research. We selected the studies rated in the top and bottom quintiles of this overall rating, as well as a random sample of 25 studies in the middle three quintiles, and reassigned them to another reviewer for a second, independent review.

One of the authors (SKF) and a research assistant under her supervision prepared a structured, one-page summary of each article. Each summary included a description of the instrument, the characteristics of the sample, the methods of administration, any scoring procedures, and a synopsis of key evidence related to the instrument’s reliability and validity. Finally, the reviewers’ overall ratings of the practicality and research implications of each instrument were added. Copies of the data extraction form and a set of the 134 summaries are available either from the authors or online at 〈http://www.abimfoundation.org/pdf/MPP_Summaries.pdf〉.
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Data synthesis

One of the authors (JJV) compared the completed forms against the structured summaries to affirm congruence between the reviewers’ responses on the data extraction forms and the narrative summaries. Inconsistencies were resolved by referring to the published article. Similarly, the consistency in classification of the definition of professionalism, measurement target, source of data, reliability estimates, and validity evidence was checked. Disagreements were resolved by referring to the article.

The forms were entered into a computer spreadsheet. Frequency distributions and cross tabulations were prepared using Stata software (version 8.0).
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Interrater reliability of the reviewers’ coding

There was very high (> 90%) agreement between the reviewers’ responses for the target, source, and purpose of the publications with the narrative summaries, and between the two reviews of the same article. There was also very high (> 90%) agreement in the general classification of the definition of professionalism. However, the identification of keywords related to the elements of professionalism was less consistent. As noted in Table 1, inconsistencies in the responses of multiple reviewers were resolved by one of the authors (JJV) based on the title of the published article or stated purpose of the study.

There was less consistency in the reviewers’ responses for reliability. Disagreements about reliability often involved either incomplete reporting in the article or citations to previous publications without reporting specific values. The results reflect the responses of the more lenient of the multiple reviewers, those willing to infer reliability even if the report of evidence in the article was vague, incomplete, or cited without detail.

There was even less consistency in the responses for validity. Here, the reviewers were instructed to locate evidence of content, construct, and criterion-related validity and to judge whether this evidence met the published standards promulgated by the American Educational Research Association, the American Psychological Association, and the National Council on Measurement in Education.12 The results suggested that the reviewers applied differing criteria for the presence of validity, especially content validity. The responses on the form and the informal reports of the reviewers themselves indicated that the published standards left a great deal of room for interpretation. Again, the results reported here reflect the responses of the more lenient of multiple reviewers, that is, those of reviewers willing to accept validity evidence even if the report of evidence in the article was vague, incomplete, or cited without detail.
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In two items the reviewers rated their overall impressions of the practicality and future implications of the concept or model presented in the study. There was no consistent agreement in the reviewers’ ratings of the practicality and implications for future research and development of individual articles.
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Results

A total of 134 studies were identified that reported empirical findings based on measurements of medical professionalism including specific attributes of professionals and related phenomena. More than half (72) were published after 1995, with about one-third (46) published in 2000 or later. About one-fifth (23) had been published before 1990. The most frequently referenced journals were Academic Medicine (44) and its predecessor, the Journal of Medical Education (8).
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Definitions of professionalism

Over three-fourths (94) of the studies focused on specific elements of professionalism. More than one-third (48) involved ethics, ethical decision making, and moral reasoning (see Table 1). Eleven studies involved the measurement of humanism, while the remaining studies were distributed across a broad spectrum of distinct elements. Only 11 studies addressed the measurement of professionalism as a comprehensive construct. In these studies, the respondent was either provided with representative examples of professional or unprofessional behavior or was allowed to decide what specific behaviors would be considered subject to a broad definition of professionalism. Finally, nine studies measured professionalism as one distinct facet of clinical competence as distinguished within a set of competencies, including, for example, knowledge, clinical skills, and communications skills.

A group of 20 studies involving other phenomena often associated with professionalism is identified separately in Table 1. Several reviewers recommended that these studies be differentiated in the analysis.
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Target of assessment

The target of assessment varied widely as summarized in the columns of Table 2. The largest subset of studies (63) was directed toward the measurement of groups, either of students (27), housestaff (14), physicians (1), or combinations (21). Another 25 studies involved measurements of the environments of medical schools or teaching hospitals. Inspection of the summaries of the studies confirmed that most studies of groups and environments involved anonymous opinion surveys. Only 46 of the 134 studies involved measurements of individuals using instruments such as rating forms that yielded a score or vector of scores for each participant.
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Source of data

The rows of Table 2 distinguish the source of data from the target of assessment. In about half of the studies (65), the participants provided their own data through self-report instruments, such as knowledge tests, personality tests, inventories of personal experiences, attitude/opinion surveys, or self-assessments of competence. The most frequent types of participants were medical students (36), followed by housestaff (10) and physicians (3). The remaining studies involved combinations of these three groups.

Sixty nine studies used data collected by independent observers such as faculty (16), medical students (14), or patients (9). The remaining 30 of these 69 studies used a wide array of other independent observers including housestaff, nurses, standardized patients, or combinations of different types of observers. Examples of the instrumentation used by observers included global rating forms, observational rating forms, observational checklists, focus-group protocols, interview guides, and reports of exceptional behavior.
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Primary purpose of assessment

Research or program evaluation was the primary purpose of the vast majority (109) of studies. Only a handful (14) were directed toward summative evaluation, and even fewer (11) stated a primary goal of formative evaluation. The end product of most studies was aggregate statistical data—rather than individual scores—to be used for research or program evaluation.
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Reliability and validity

As summarized in Table 3 approximately half (62) of the studies reported estimates of reliability, including internal consistency, generalizability, interrater reliability or test-retest reliability. However, 72 reported no information about reliability or any attempt to estimate errors of measurement.

The reviewers found some evidence of content validity in the majority (86) of studies, and 34 of these provided strong evidence of content validation with a broad sample of experts that approached national standards. However, 48 included no attention to content validity, which is the foundation of validation in mental measurements. Although almost half (61) of the studies provided some evidence of construct validity, only about one-third (43) reported on concurrent validity, and a handful (16) considered predictive validity. Overall, using a five-point scale ranging from very low to very high, the reviewers rated the strength of validity evidence as high or very high for only 15 of the 134 studies.
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Practicality

We defined practicality as ease of administration; cost-effectiveness; and acceptance by participants, observers, and academic leaders. The reviewers reported that about one-quarter (32) of studies provided strong evidence of practicality, as supported by, for example, operational use at a medical school or residency program or use at multiple sites. Some evidence of practicality was reported in about two-thirds of studies.
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Discussion

Our search of the literature spanning more than two decades located 134 articles that reported the results of empirical studies designed to measure professionalism in medicine. A review panel of qualified experts in medical education research used a formal protocol to extract data on the instruments described in the studies, including the definition of professionalism; purpose of assessment; and evidence of reliability, validity, and practicality. The vast majority of the instruments were designed or adapted for research or program evaluation. Many tools were designed to measure learning environments or groups of students and physicians rather than individuals. There was limited attention to the estimation of reliability and errors of measurement. Most often, validation of the content measured by the instruments rested solely on the judgment of convenience samples of local experts, with limited attention to construct, concurrent, or predictive validity. Few studies provided evidence of practicality beyond a single trial at a single site.

On one hand, some readers will find these results surprising, even disappointing. Discussions of the assessment of professionalism sometimes imply the need to gather data on individuals that can be used to provide feedback; to guide referrals to remedial programs; or to inform decision-makers on grading, academic promotion, licensing, or certification decisions. Few instruments met the minimal criteria of content validity, reliability, and practicality that would support their operational use for academic decision making.

On the other hand, these results are not unanticipated. The primary purpose of the vast majority of the studies reviewed was research or program evaluation. They were designed either to explore one specific aspect of professionalism or to implement some instructional activity such as a course to enhance professionalism. Measurement and evaluation were secondary to the goal of most studies. Correspondingly, it is important to emphasize that the findings of this review do not reflect on the overall quality of the research reported in the studies. The review reported here was designed to analyze the measurement properties of the instruments and other methods used to measure professionalism and to judge these properties in relation to accepted standards.
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There are several limitations of this review that should be addressed in future analyses of the array of instruments available to measure professionalism. First, the set of 134 studies is a function of the scope and timing of the literature search. We believe this set is comprehensive and accurately represents the universe of published studies in this area during this time period. The summaries of the articles, which are available at 〈http://www.abimfoundation.org/pdf/MPP_Summaries.pdf〉, provide evidence of the broad representation of the studies and instruments covered by this review. Nevertheless, the complexity of the construct of professionalism in medicine and the complexity of the English language invite different interpretations that may imply additional keywords in future searches. Furthermore, the fact that over one-third of the studies were published after 2000 implies that additional papers had been published after the search was completed and that significant research is in progress and is yet to be published. Second, our review concentrated on professionalism in medical students, housestaff, and physicians. It focused on the literature of medical education. It is possible that studies of these instruments or other instruments in other health professions or even other professionals exist that may provide important information to medical educators. Finally, the unit of analysis was studies rather than instruments. The most comprehensive review would include reports of all studies involving each instrument, not only those studies related to the measurement of professionalism in medicine.

The findings of this review have implications for medical schools and residency programs that are looking to the literature for new or proven methods of measuring professionalism for use in their educational programs. Caveat emptor. When evaluating the tools described in published research it is essential to look critically for evidence related to the three fundamental properties of content validity, reliability, and practicality. Content validity must be demonstrated by a systematic analysis of the domain being measured, involving a representative cross-section of content experts. There must be evidence that the instrument adequately samples the content of this domain. Reliability estimates must be explicitly reported with sufficient information about the variation in scores to demonstrate that errors of measurement are within acceptable limits. Finally, evidence of practicality including cost, ease of administration, and acceptance by trainees and faculty must be provided based on field tests in a representative sample of subjects and settings.
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ABSTRACT

The Accreditation Council for Graduate Medical Education (ACGME) has declared medical professionalism to be a competence analogous to competence at medical practice. Medical educators accordingly seek to develop ways in which to teach and assess medical professionalism as they now teach and assess clinical medicine. The author contends that professionalism is medical morality and that while being moral in the world of medical practice can involve skill, morality differs from domain-based skills such as medicine in important respects. The norms of morality are both more exigent and more difficult to live up to than the norms of medical expertise. And any morality we learn in the course of medical education does not simply establish itself in our repertoire as a new skill, but must contend with our preexisting moral outlook.

These differences have implications for the inculcation and assessment of professionalism. Professionalism can be taught, but the current model employed by medical education, cognitive engagement followed by supervised practice, will not suffice for its inculcation. Nor will objective cognitive or behavioral testing suffice for its assessment. Medical educators can seek and achieve compliance with professional norms during the formative periods of training (internship and residency). Committed observance of professional norms cannot be coerced but may emerge among trainees through their responsiveness to the lived moral life of virtuous faculty, encouraged by the tacit and explicit invitation of such faculty to imitation over time. To be valid, assessment of professionalism must be subjective, narrative, personal, undertaken during periods of stress, and obtained during routine activity (rather than on special occasions).



For the past 15 years, physicians in the United States have increasingly worried about an erosion of ethical standards in their caring for patients, which they have sought to stem through reinforcing physician “professionalism.” Traditionally a concern of sociologists studying the autonomy and power of the medical profession in society, “professionalism” has come to designate the ethical obligations toward patients and society that are entailed in the physician’s role, which many believe are threatened by the intrusion of third parties such as managed care organizations into the doctor-patient relationship. Calls for professionalism have been especially pressing among medical educators. How to develop and evaluate professionalism in physicians-in-training has become an important issue for medical schools and residency training programs. Medical educators and patients alike want physicians who are “professional” in this sense: just, altruistic, conscientious, compassionate, honest, and scrupulous about financial conflicts of interest.
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Professionalism: A Call for Morality as Expertise

But just what are we wishing for in wanting these qualities in our physicians? Are we asking for mastery of a particular domain of knowledge and skill, which can be taught in a manner analogous to the teaching of clinical medicine? Or, insofar as we want physicians to be “good people” who will do the right thing in situations demanding right action, is something more required? The Accreditation Council for Graduate Medical Education (ACGME) now defines professionalism as one of several competencies that medical trainees are expected to acquire during their training.1 David Leach, discussing professionalism on behalf of the ACGME, considers it to be a species of knowledge or skill that physicians-in-training must acquire as they do that of medical practice, or, for that matter, bicycle riding or chess playing.2 He draws explicitly upon a model of skill acquisition developed by the philosopher Hubert Dreyfus,3 which he proposes as the appropriate means for medical trainees to develop professionalism.

Dreyfus’s model offers a sophisticated account of developing expertise, of the ways in which neophytes become experts at bringing both the “knowing why” and the “knowing how” of particular practical skills to bear in concrete situations. Dreyfus himself believes that morality is a form of expertise that his model can illuminate,4 and Leach echoes this view. Other medical educators also view the inculcation of professionalism as broadly analogous to the teaching of medicine in medical schools. That is, they suggest that certain academic disciplines offer a “knowledge base” for professionalism, which can then be taught in its applications during the clinical years of medical school, if the school offers the right kind of mentoring and “hidden curriculum,” the moral lessons taught by residents and faculty in university hospitals in the clinical milieu outside of the formal curriculum.5

Inculcating medical ethics is often held to play an important part in the teaching of professionalism. As with the rest of the clinical curriculum, ethics is generally taught as offering students a skill, primarily cognitive in this instance: a set of conceptual tools with which to clarify and respond to moral difficulties that arise in the practice of medicine. The focus of medical ethics is generally on “hard cases” that arise in end-of-life care, or organ transplantation, or reproductive medicine, or certain kinds of medical research, in which it may be difficult to discern the right thing to do. Medical ethicists seek to enable medical trainees to deliberate use of the conceptual apparatus of ethics to decide upon morally acceptable courses of action in difficult situations.

This approach to morality as a form of expertise posits the human agent in moral situations as deploying a cognitive and perceptual apparatus to attain the proper moral perspective; we learn to “see” the moral aspects of situations properly through guided instruction, and then to “apply” moral principles aptly in clinical situations. Morality then becomes a kind of skill: just as one makes use of medical expertise to reach the proper medical diagnosis, chess-playing expertise to play a good chess game, or botanical expertise to identify a plant, one uses moral expertise to properly see the moral aspects of situations. The proper “seeing” seems to be the essential point; little attention is given to acting rightly once one has seen, or to any possible difficulties in keeping to high moral standards in one’s continuing moral life.

As attractive as it may be to view professionalism as expertise or as a competence, I will contend that in asking for professionalism, that is, for just, altruistic, conscientious, and compassionate physicians and trainees, medical educators are asking for morality, which is at bottom asking for more than expertise. The bread and butter of morality in medicine is not in the “hard cases,” where the right way forward is difficult to see; it is in acting rightly when the right path is clear before us but other pressing needs and desires pull us away from that path in the midst of day-to-day medical routine, under the often burdensome stresses of contemporary medical practice. Doctors in training likely suffer such temptations even more than doctors in practice; the work they are doing, such as specialized inpatient care in university hospitals, is often at the highest level of intensity in contemporary medicine; such work is new to them, and the more stressful on that account, in spite of their close supervision. They must answer their supervisors as well as to patients; and their status as trainees puts them in a kind of uneasy equilibrium with other hospital staff, their actions being often subject to question. And, at least until recently, they contended with long hours of work that kept them exhausted and away from their families.

Professionalism in training means taking the time and making the effort to do the right thing when the path of least resistance would be to take an easier way out, allowing the demands of, say, the next half hour, or one’s hunger or anxiety or fatigue or desire to leave the hospital, to override moral considerations. In asking for professionalism medical educators are asking for compassion, kindness, honesty, and intellectual rigor all to be exercised when the chips are down—not simply for a kind of cognitive and perceptual capacity that, once developed, will inevitably be the lens through which a physician correctly views moral issues and that, of itself, will be sufficient to direct and enable moral action. In what follows, I will try to elucidate both the aptness and the limits of an analogy between professionalism and expertise. I will suggest that differences between morality and other kinds of expertise preclude successfully teaching morality in the same way that we teach clinical medicine. This is not to say that professionalism cannot be inculcated during medical training. But I suggest that the task may be harder than we think and may require of medical educators a degree of personal virtue and involvement with trainees that most of us perhaps do not really contemplate, let alone achieve. I also wish to point out that success cannot be guaranteed, even when we do achieve such virtue and involvement.
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Morality and Expertise

The analogy between morality and skill or expertise is in many respects an apt one. While morality encompasses all of social life, it can be usefully analyzed as a delimited domain, similar enough in that respect to learning medicine or driving a car or playing chess. And the neophyte’s task, in morality as in other domains amenable to skill, is to learn her way around the moral domain, recognize its features, learn the appropriate language for describing them, and describe them correctly. According to Dreyfus’s model, skillful apprehension begins by making extensive use of reasoning but ends up relying more upon perception. The acquisition of medical skill fits this model well. In diagnosing a case of chest pain, the neophyte medical student will laboriously cycle through the differential diagnosis, comparing each possible cause of chest pain with the patient’s symptoms and findings. The expert may almost immediately see the case in the proper light, and simply use a few questions and diagnostic studies to confirm her impression of the diagnosis.

The acquisition of morality also fits Dreyfus’s model well. As neophytes in learning morality, we begin by using the maxims and principles offered to us by our mentors in identifying and characterizing the relevant moral aspects of situations. As we progress, we spend less and less time consciously applying maxims to pick out relevant moral particulars and figure out how to respond to them; we come simply to perceive the morally relevant aspects of situations and so to adopt a moral perspective on them without deliberation (unless the situation is unusually confusing or unclear). Our acquisition of expertise is marked by a transition from detachment to involvement; moral perception is emotionally charged, and part of taking on a moral stance is not only to see situations in a framework of moral concepts, but to feel the appropriate moral emotions corresponding to moral categories. And, as in practicing medicine, mastery can be achieved only by participation in assessing and responding to moral situations under the guidance of mentors. Most of us learn morality in this way under the guidance of our parents.

But developing morality is also very different from mastering skills at morally neutral tasks. To begin with, it is not a skill that we learn de novo. As we look back at our experiences, they are always colored by moral perceptions and perspectives. Very young children distinguish moral from conventional demands without having been taught to do so.6 While our sense of morality develops during childhood and adolescence, that development involves not the implantation and cultivation of something foreign, but rather the pruning and shaping of an indigenous growth, there before we were instructed about it. We may be amenable to having our moral vision sharpened, or even redirected, but we do not need to acquire it as a new skill or faculty as medical trainees acquire the skill of medical practice.

Thus, at the outset of professional education, none of us are moral novices in the same sense as are medical students with their first patients. We take moral stances on situations and people perceptively, in the “expert” mode. Hard cases may lead to deliberation, but most of our moral life consists of demands or responses that we see and make without having to reason. The moral emotions of shame, guilt, and approval accompany our perceptions of moral demands and motivate our moral responses. We need not take a side in the ongoing dispute in both philosophy and psychology as to whether reason7–9 or emotion10,11 “wears the trousers” in determining our moral responses; it is enough to note that ongoing moral life (as opposed to the first steps in morality of a young child or the consideration of hard cases by a morally developed adult) is heavily dependent on emotional responses that are largely automatic.12,13 We do not consciously put on our moral spectacles when a situation with moral aspects confronts us; an aptitude to see moral features is built into our perception and we see right or wrong in the situation according to our particular moral vision, finding ourselves subject to moral emotion accordingly.

The peculiar character of the emotions accompanying our moral responses suggests that morality is special, different from other modes of engagement with the world, including forms of expertise such as those of the scientist that target aspects of the world fitting into an intersubjectively verifiable “realm of law.” The emotions of shame and guilt make moral failure a different kind of experience than the kind of disappointment that accompanies a botched recipe or a missed diagnosis or a blocked shot—presuming the absence of a moral component in our failure to achieve those exercises of skill. John McDowell points to this special quality in noting that moral norms do not merely compete with other norms or demands; they silence competing imperatives to action. We fail not only when we allow a desire for financial advantage to overcome our honesty, but when we so much as allow honesty and financial advantage to compete on the same playing field for our allegiance—that is, if moral norms really govern us.14

Claiming that moral norms are special, that they affect us in ways qualitatively different from other norms to which we offer allegiance, is not an uncontroversial claim. Since post-Galilean science has drained the world of immanent value, those of us educated in that tradition tend to presume that value is projected by us onto a neutral reality; and that any such values that we project must all be on a similar plane.15 If moral values appear to be different than norms for skills, this must be an illusion. We care about truthfulness and honesty and we care about shooting a basketball skillfully. If failing at truthfulness seems more (or less) important to me than failing at basketball, then such a difference in my embracing the norm of truth or that of skill at basketball simply reflects my scale of values, such as it is. There’s no more to be said and there’s no reason to believe that the values we label as moral have a privileged character, any more so than for believing that one flavor of ice cream is somehow innately better than another.16

Yet the special quality of morality is attested to by a phenomenon peculiar to morality and central to concerns about professionalism, discussed by the ancient Greeks as the problem of akrasia—the problem being that although we see the morally right thing to do, we sometimes fail to do it.17 For other skills, adequacy of vision is the main requirement for properly skillful action (presuming, of course, the possession of whatever ability the skill demands). Given the right training, we find no disconnect between seeing how to make a diagnosis and making it; between knowing how to prepare a dish skillfully and doing it; between seeing the opening in the lane and powering through it to make the shot. Moral vision, however, is sometimes not enough to produce moral action. Although moral demands are absolute, we sometimes see and acknowledge these demands only to go on and allow other considerations such as prudence or convention or pleasure or profit to compete with, and perhaps overcome, the demands of morality.

For those who would deny the special character of moral norms, akrasia may be illusory—the claim being that our actions reflect the preponderant balance of a multitude of conflicting judgments or desires, such that what we really want to do on balance, we do—so that if we fail to keep a promise in the face of what we thought was a commitment to keep them, then keeping promises was not as important to us as we thought, at least in the given situation.18,19 Or we may see it as a conflict between imperatives that do not differ intrinsically in kind or weight,20 in which case a conflict between a moral demand and the dictates of prudence or pleasure is like that of having to choose between two flavors of ice cream; a construal that is another way of denying the phenomenology of akrasia. It is more plausible to acknowledge that the Greeks did indeed detect a problem; that, unlike our relation to other skills, our moral reach sometimes does exceed our grasp; that we are both oddly prone to failing to live up to our moral vision and disappointed by such failure in a special way. Morality, that is, is sui generis; its claims are both absolute and sometimes very difficult.

For many medical educators, the analogy of professionalism to expertise implies similar approaches to their inculcation. Just as one can lead neophytes into the skills of assessing and treating the sick by abstractions followed by guided interaction with patients, so one can teach them to be moral people by didactic presentation of moral abstractions combined with in situ guidance as students grapple with the moral aspects of medical situations. The clinical teacher explains and coaches; the moral teacher does the same. And assessment of morality in medical trainees may be analogous to that of clinical skill: the teacher can test didactic knowledge of morality in examinations and on-the-job “competence” at it by observation, preferably of behaviors that can be assessed objectively—that is, reproducibly and without the medium of subjective interpretation.

Although Dreyfus’s model may point to similar features in the acquisition of morality and medical skill, the special character of morality will preclude the success of exclusively academic approaches to its inculcation. In seeking professionalism in trainees, medical educators ought to be primarily concerned with akrasia rather than with an initial inculcation of morality; most would agree that medical students are generally well intentioned at the outset of their education. The difficulty is not that medical trainees do not share high ideals of behavior for physicians; it is getting them to live up to these ideals, to which just about all would assent, when they encounter the stresses of medical practice, in training and afterward. Accordingly, the most important task of the would-be teacher of professionalism is not to convey moral abstractions but to reinforce the moral emotions that might sustain moral responsiveness in the middle of a long night on call or in moments of temptation, such as when a checkmark on a billing slip for a higher level of service than delivered might lead to markedly better reimbursement.

Unfortunately, the kind of emotion-laden moral responsiveness in question is of a different order than the kind of skillful perception involved in practicing clinical medicine or other skills directed at aspects of the world conceived scientifically. Our beliefs about disease in individual patients are modifiable in training, as we learn to see disease correctly because we come to share a conceptual framework and perceptual apparatus that focuses on a pathophysiology dispassionately considered and “out there” for all of us to see in the same way.

We may often (though certainly not always) agree on a given moral reality “out there” in any particular situation when that situation is considered at leisure; but our moral perceptions and responsiveness “on the fly,” particularly under conditions of stress, are not modifiable by us or by others in the same straightforward way that we can correct misperceptions of disease states when our attention is called to them. Medical perception is like a pair of glasses we can adjust, put on, or take off, whereas the emotional component of moral responsiveness makes it more like an integral part of our visual apparatus. Simply being told to view a situation differently (and act accordingly) cannot make us see and respond other than as we do—without a deeper kind of change in our perceptual apparatus and its emotional concomitants than can be accomplished by cognitive instruction even when accompanied by supervised practice.
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Education for Professionalism

If morality is an important part of professionalism and if it is as different from other cognitive and practical skills as I suggest it is, it follows that we cannot straightforwardly “learn” (or relearn) professionalism in most educational settings any more than we can become French by learning the language. The practical skills and abstract knowledge offered in colleges and professional schools are informative and task-enabling rather than soul-changing unless, that is, they are accompanied by more intensive and all-encompassing experience than most schools can offer. The formation of personal identity sufficient to achieve change in moral outlook is more likely to be accomplished under the purview of parents, the monastery or convent, the boarding school, or the Marines. Not that the subject matter of conventional education is not or cannot be formative of identity; but it does not usually have more than the germ of such effects during conventional periods of education. The abstract realms in which we are educated do not, at the outset, generally engage our deepest feelings and convictions about the world. The humanities are more likely to do so than the sciences, but most of us probably sit through our courses in history and literature, particularly the introductory ones, without having our hearts wrung or our opposition aroused. Such challenges are likely there in the material we are being asked to engage with, but we do not necessarily allow them to really come home to us, to work out their implications for our own approach to life; we do not take them to heart. Instead, we allow the material we are learning to remain on an abstract, conceptual level as we learn it to whatever extent that we do. Even if we can parrot and manipulate the concepts or particulars we’ve been studying well enough to excel academically, we likely leave such courses as we came into them, with perhaps only a seed implanted of possible deeper transformation, the fate of which will depend upon our future course and choices as our mental life progresses.

If we do allow ourselves to be challenged at deeper levels, we do not simply take in and exchange the assertions or emotions about the world on offer in the classroom or textbook for our own. Such challenges become the occasion for prolonged deliberation, colored by our ongoing experiences, in which emotion will play an important part. And, with the passage of time and the progression of feeling and thought, there may or may not be the beginning of a change in our moral responses. That is, changes in our moral opinions, if they are important changes, will take time to filter into our lived moral life—our largely automatic perceptions of and feelings about the moral aspects of situations as we face them.

Of course, such changes may begin suddenly; abrupt conversions do sometimes happen. But even then, the working out of the altered view of the world we take on occurs slowly; it must seep into our responses to people and life and events over time. It cannot be what it will finally become without the ongoing interplay with the world by which we become ourselves. And, of course, not all conversions “take.” Whether beginning quickly or slowly, changes in thinking and feeling deep enough to affect our moral attitudes may progress over time until we look back and see that they have fully developed and that we are different people than we had been. Or such development may arrest at any point, and our direction may alter—as our choices over time will determine.

Insofar as we wish medical trainees to take on morality (if they do not have it already), we are asking for a kind of personal transformation rather than for the cognitive play among abstractions that most education can foster. Accordingly, we are in the realm of boarding schools and the Marines rather than that of conventional higher education. Conveniently for those of us who wish to inculcate professionalism, medical education has its analog to the Marines: internship and residency. As in any such formative experience, trainees are subject not merely to a curriculum but to a new way of life. As they learn the more conventional skills of assessing and treating the ill, they also come to appreciate and either take on or, perhaps, reject the moral vision of their colleagues and mentors. Unfortunately for professionalism, the moral tone of academic medical institutions frequently subverts rather than supports the development of good professional morals, and such moral influence as it has exerted on trainees likely has been as much malign as beneficial; although trainees often recover from the malign effects.21–23

Presuming that internship and residency are indeed the proper setting for the inculcation of professionalism, what can medical teachers in that setting do to make it happen? First, perhaps, we must examine ourselves. The moral tone of academic medical centers is set from above, and trickles down to the level of trainees. Our attitudes and behaviors have a profound effect on our junior colleagues, for good or ill. We must ensure that we ourselves are living the kind of lives we wish to encourage among our juniors for our efforts at promoting professionalism to have any hope of success.

If my analysis of the differences between morality and expertise is correct, didactics and coaching of the sort that suffices to teach clinical medicine will not inculcate professionalism. Medical educators must proceed instead by setting out our expectations and then instantiating them, making our lives on the ward a tacit invitation to our trainees to follow in our footsteps. Such expectations ought not to be offered as a recitation of the Physician’s Charter24 or ACGME standards. Instead, an attending physician might allude to the stresses that he, along with the housestaff, will undergo during the month and make the point that he will hold himself to a professional standard that he will also expect the housestaff to achieve—when patients are difficult, when admissions are unreasonable, when other services are unhelpful, and when it gets impossibly busy. He might go on to tell the team that he will challenge them for observed shortcomings of professionalism, but that he opens himself to similar challenges from them. In the day-to-day work of the ward team, professionalism will be primarily exhibited rather than discussed, although the mindful attending will occasionally find opportunity to focus explicitly on good or bad examples of professional attitude and behavior.

Over the first year or so of training, those attendings who work closely with many residents will begin to get a sense of their moral personas. As in many other areas of personal development, the needs and aptitudes of individual trainees will differ. Of those who need to develop morally, some will benefit from being gently led while others may require the metaphorical kick in the pants. When the needs of individual trainees are sufficiently clear to the program director, perhaps early in the second year of training, assigning trainees to suitable individual faculty for mentoring may help achieve appropriate direction for residents that would not happen from the month-to-month role-modeling of different attendings alone.

To credibly offer explicitly moral direction to trainees, attendings themselves will have to be willing to submit to moral evaluation. Their performance can be assessed by feedback from housestaff who work closely with them, preferably collected in the form of personal interviews. Over time, the program director will get a sense of attendings’ professional performance as vivid as that which she achieves about her residents whom she comes to know well. Thus high standards of professionalism may be set for allowing attendings to attend no less than for allowing residents to progress in their training.

I suggest a need for personal and narrative assessments of professionalism rather than objective assessment because of the failure of moral perception and action to fit into a realm of law analogous to human disease. Knowledge of medical abstractions and skill at diagnosis can be scrutinized objectively, because instances of disease can be captured adequately from the impersonal, sideways-on perspective that allows intersubjective agreement without subjective participation. Moral perception cannot dispense with subjectivity in this way. Because the terms of morality do not supervene upon neutrally descriptive language in any law-like manner (or do so only in a manner offering no explanatory interest),25 no such objective description of human action in neutral terms will capture its moral aspects-any more than description of illness at the level of biochemistry can tell us how sick a patient feels. If we are observing a moral agent, we need to imaginatively participate in that agent’s perspective to appreciate it, and we can morally assess such a perspective only by bringing to bear our own moral imagination. Saying “the student acted compassionately” is a subjective judgment, but it captures the moral aspect of the student’s action. Saying “the student grasped the patient’s hand and smiled” is intersubjectively verifiable, but fails to identify the specifically moral character of the student’s action. Precisely insofar as observation and assessment are limited to objective “behaviors” is moral assessment thereby excluded. The student indeed grasped the patient’s hand and smiled, but did the gesture convey compassion or malice? Only the observer already possessing morality and able to imaginatively participate in the student-patient interaction can tell. The moral reality cannot be pulled apart from the world subject to law in which it has its being,26 and moral interpretation, and thus assessment, of action must therefore remain subjective to be valid.

Subjective assessment, of course, has its own set of difficulties. But it may be that we have to choose between the kind of reproducibility (and avoidance of bias) usually associated with objective assessment and validity in the assessment of professionalism, in which case we ought to choose to truly assess what we are interested in as best we can. Loss of objectivity in this case may, however, be no bar to intersubjective agreement so long as assessors of professionalism share a common moral outlook in regard to it. If we educators see the moral aspects of trainee action on the wards similarly, then we will agree as to what constitutes respect for persons, compassion, integrity, and honesty in the clinical setting and we will agree as to when trainees are succeeding or failing in professionalism. We ought nevertheless to avoid the use of scales or standards that presume the possibility of objectively comparing trainees on dimensions of professionalism.

Even the virtuous observer will not always be able to distinguish committed observance of moral norms from mere compliance with them for prudential reasons such as getting a good grade. This limitation is consistent with our legitimate expectation of compliance, and with what can be no more than our hope of achieving observance in the longer term.

Attendings can provide narrative assessments of professionalism for trainees as the latter can do for attendings. But attendings’ contact with trainees is limited. It is especially important for residents to be scrutinized during periods of stress; thus nurses and other staff who work with residents during their call nights may provide useful assessments, as could unannounced trained standardized patients in the resident outpatient clinic. What is unlikely to be of use are attempts to assess professionalism during artificial situations such as objective structured clinical examinations, useful as these may be for other purposes—presuming that we are interested in assessing moral attitudes, which can easily be disguised, rather than interpersonal skills.

Even given moral attendings and a sound program of encouraging and assessing professionalism, we must be clear on how far we can expect to develop professionalism in our internship and residency trainees. Unlike formal mastery of abstract concepts or satisfactory performance of task-specific skills, the state of being governed by moral norms cannot be brought about by a simple decision on the part of the trainee to be so governed followed by a limited period of cognitive engagement and practice. That is so even presuming wholehearted concurrence on the trainee’s part, which cannot be presumed for moral norms proffered to trainees as it can for norms of excellence for medical practice. Reading Harrison’s Textbook of Medicine may be engaging or wearisome, but the medical abstractions contained therein, part of the impersonal realm of law, do not engender the kind of wariness that must attend assertions about desirable moral attitudes and emotions. As with reading corporate mission statements, reading the Physician’s Charter is perhaps as likely to elicit skepticism as inspiration. Our moral attitudes and emotions are what they are, and, as with other deeply ingrained attitudes, cannot be altered in a moment either by us or by others. If, in fact, they are to change, they will do so gradually through a complex process of volition and action and emotional engagement over time.

As medical educators set out expectations, and act as models and mentors, such change as actually occurs will be each trainee’s response to the tacit invitation conveyed by our lived moral life over time; such a response cannot be commanded or obtained by instruction that infers internalization and lasting adherence from initial outward compliance. The kind of instruction following from the analogy of professionalism to expertise is likely to create in trainees a sense of manipulation—because “teaching” professionalism as a skill like clinical medicine presumes the possibility of effecting what, to be successful, would have to be personal transformation—the shaping of individual moral identity—through a relatively brief, self-conscious process of training. It is not only impossible; it is belittling to presume that medical students and residents are so impressionable and malleable and unformed as to become “professional” (moral) through such a process. They are not plastic to be molded; they are moral agents who may be exposed to and engaged by a moral approach, which they may already share or may go on to embrace or reject over years of reflection and experience. We can and must elicit compliance with moral (professional) norms as medical teachers, even if we cannot be sure of eliciting commitment to them or governance by them.27 If our trainees do not find our moral instruction or our good moral example to be persuasive, we can still demand that they be kind to patients and conscientious about their work. Trainees may comply with our wishes not because they are committed to professionalism, but because they need to get through our rotation or because it is easier to get along by going along. And if this is the best we can get from our trainees, we must take it, even as, by precept and example, we ask for deeper commitments.
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Summary

I have suggested that professionalism is best thought of as medical morality, and that as such, professionalism indeed resembles forms of expertise such as medicine in important respects. The analogy of professionalism to expertise is limited, however, by the unique character of moral norms. Their presence or absence forms our character prior to the intervention of higher education; they assume a unique authority, governing us in a manner that silences other norms that might compete with them; and to whatever degree they are present or absent, their emotional concomitants give them a place in our repertoire of modes of apprehending the world that other kinds of task-based skills can seldom rival. They cannot be doffed or assumed as we can put on or take off the various hats we wear as purveyors of this or that expertise, even professional skills acquired over years of training.

Thus, although medical educators can teach professionalism, especially during internship and residency, we are mistaken to suppose that we can do so as readily as we teach clinical medicine or that we can expect professionalism to appear as automatically as clinical skill and judgment begin to in third- and fourth-year students and junior residents. Nor can we unproblematically assess its presence as a “competence” that trainees have achieved and that they will continue to possess. In thus throwing cold water on the ambition of the ACGME to make of professionalism one more “skill” that medical education can develop, polish, and scrutinize, I do not wish to suggest that we cannot encourage professionalism and perhaps obtain it in many if not most trainees. But I believe we are more likely to do so if we see professionalism clearly as an aspect of personal identity and character that must develop, if not already present, from an even deeper kind of commitment over time than trainees must give to the acquisition of skills necessary for medical practice.
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ABSTRACT

Professionalism is au courant in medicine today, but the movement to teach and evaluate professionalism presents a conundrum to medical educators. Its intent is laudable: to produce humanistic and virtuous physicians who will be better able to cope with and overcome the dehumanizing features of the health care system in the United States. However, its impact on medical education is likely to be small and misleading because current professionalism curricula focus on lists of rules and behaviors. While such curricula usually refer to virtues and personal qualities, these are peripheral because their impacts cannot be specifically assessed.

The author argues that today’s culture of medicine is hostile to altruism, compassion, integrity, fidelity, self-effacement, and other traditional qualities. Hospital culture and the narratives that support it often embody a set of professional qualities that are diametrically opposed to virtues that are explicitly taught as constituting the good doctor. Young physicians experience internal conflict as they try to reconcile the explicit and covert curricula, and they often develop nonreflective professionalism. Additional courses on professionalism are unlikely to alter this process. Instead, the author proposes a more comprehensive approach to changing the culture of medical education to favor an approach he calls narrative-based professionalism and to address the tension between self-interest and altruism. This approach involves four specific catalysts: professionalism role-modeling, self-awareness, narrative competence, and community service.



H. L. Mencken wrote, “There is always an easy solution to every human problem—neat, plausible, and wrong.”1, p. 442 This applies to today’s project to instill “professionalism” in medical education. I believe the movement to teach and evaluate professionalism in medical training is threatened with failure because the intervention is too simple, too neat, too flimsy, and doesn’t engage the problems it attempts to address. These problems, as I conceive them, are both internal and external to the profession. Internally, the medical community suffers from depleted moral imagination, while vast numbers of its individual practitioners suffer from existential conflict and timidity of response. Externally, the profession is beset on all sides by the disappointment, dissatisfaction, and misunderstanding of the people whom it is supposed to serve. So yes, professionalism in medicine does appear to be in bad shape; but no, Professionalism—with a capital P, indicating the Simple Answer-will not revive it.

In this essay I present a series of reflections on today’s culture of medicine and medical education, with particular emphasis on the V-word: virtue. I want to address the issue that Larry Churchill raised more than 15 years ago, “How did we get to this point of not valuing a distinctive professional ethic? A profession without its own distinctive moral convictions has nothing to profess.”2, p. 34 If indeed we as medical educators have nothing to profess, then an aggressive program to instill and promote a code of professional behavior in physicians-in-training will be artificial and bound to fail. In place of professionalism, I want to suggest a more comprehensive approach to a rebirth of medical morality for the 21st century.
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The Recent History of Professionalism

By the early 1970s, biomedical ethics, which focuses mostly on patient rights and the structure and process of shared decision making, had replaced old-fashioned professional ethics in medical education. Many believed that professional ethics, based on virtue and duty, had confined itself to the special interests and obligations of physicians.2–6 In fact, the discipline had acquired a bad reputation as being more a set of rules to protect the interests of physicians than a code of moral conduct to protect patients. A few biomedical ethicists developed a new approach to morality from the old vantage point of professional virtue,7–11 but their works tended to lack the edge and bite of hard ethics and rarely served as the meat and potatoes of ethics teaching. In teaching about the “good” doctor, we focused on talking the talk (ethics courses) and assumed that walking the walk (following in the footsteps of exemplary physicians) would take care of itself; i.e., physicians-in-training would acquire professional values by osmosis from mentors and role models as they progressed through their training, just as generations of physicians had presumably done in the past.

In 2005, the situation has changed dramatically. Today, the term “professionalism” springs like kudzu from every nook and cranny of medical education. In the last few years, the Association of American Medical Colleges (AAMC), the Accreditation Council for Graduate Medical Education, the American College of Physicians, and other organizations have generated major initiatives to teach professionalism as a core competency in medicine and also to require that educators measure the outcome of their efforts.12–17

Why have we resurrected this explicit focus on “a distinctive professional virtue?” Let me present my own view of the forces that medical educators have been obliged to respond to, in order to meet their goal of producing highly competent and ethical professionals. Over the past several decades, medicine in the United States has evolved into a vast, increasingly expensive technological profit center, in which self-interest is all too easily conflated with altruism. While medical treatment became more efficacious than ever before, it also became potentially more harmful to patients. As technology advanced, patients developed higher expectations of cure, but at the same time they became progressively less satisfied with the personal aspects of medical care. While specialists spent more time wielding the mighty machine, they spent less time listening to or connecting with their patients. Meanwhile, commercialism began to run rampant in medicine, including the rapid development of for-profit hospital systems and managed care organizations and the appearance of a vast array of opportunities for physicians to make money from commercial relationships, especially with pharmaceutical companies. Commercialism set the stage for increasing conflict between the interests of physicians and their patients. The costs of the system skyrocketed, but it nonetheless remained inequitable and inaccessible to significant segments of the population. The evolution of applied science was not accompanied by the evolution of a legal right to health care. Yet our lingering cultural belief in equitable and relationship-based medicine haunts us and casts a pall over today’s machine-based medical practice.

As these problems developed, medical educators, far from ignoring them, responded with several generations of well-intended solutions that aimed to integrate the knowledge, skills, and attitudes of good doctoring into this new technological environment. Early innovations included creating the specialty of family medicine, formulating a so-called new paradigm for whole-person medicine (the biopsychosocial model), adding new skills to the curriculum (e.g., courses in communication, humanities, and biomedical ethics), and adopting more creative methods of teaching (e.g., problem-based learning). More recently, the evidence-based medicine movement has provided a means of cutting through the information-dense background to teach physicians to make more scientifically based clinical decisions, and, hence, to make patient care more beneficial. Still, the situation did not appreciably improve; while the minds of our students became sharper than ever, their hearts appeared to be listless, and their moral compasses adrift. At this juncture, educators adopted an entirely new tack, which in essence is a return to pre-1970s professional values; that is, they began insisting that professionalism itself be taught and evaluated.

In medicine, professionalism “requires the physician to serve the interests of the patient above his or her self-interest. Professionalism aspires to altruism, accountability, excellence, duty, service, honor, integrity and respect for others.”18, p. 5 This definition includes conduct (serving), aims (aspiring), and virtues or qualities (altruism, etc.). Note that these terms refer to different but intrinsically related aspects of human functioning. Ideally, conduct arises from aims, which, in turn, are conditioned by qualities. For young physicians to become more humane and effective healers, they must demonstrate professional conduct, which they are unlikely to do unless their education also explicitly nourishes motivation and virtue. My criticism of the professionalism movement is that, in the attempt to render professionalism more quantifiable, it may use skills and practices as surrogates for virtue. Becoming a physician involves witnessing, and not just behaving. To the extent that professionalism becomes a list of required practices, it is an example of H. L. Mencken’s neat and simple, but wrong, solution.
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The State of the Art

The tradition of medical professionalism holds that there are deeply held values internal to the goals of the profession, a commitment to moral behavior grounded in “that which I hold most sacred” (to quote a contemporary version of the Hippocratic Oath), and, as a result of sharing these values and beliefs, a strong sense of community identity in medicine. Values, beliefs, and community are thus essential components of medical professionalism. But unless manifest in the lived experiences—the stories or narratives—of physicians, they are mere academic abstractions, like the bioethical principles of autonomy and beneficence. For medical professionalism to mold the behavior of physicians-in-training, it must be articulated as a meta-narrative that has developed over 2,500 years as a summation of, and reflection upon, many thousands of actual physicians’ stories from different times and cultures. Trainees must also experience professionalism as a bundle of contemporary narratives, either observed directly through role-model physicians and other health professionals, or indirectly through stories and film. In other words, to learn professionalism is to enter into a certain kind of narrative and make it one’s own.

I will use the term narrative-based professionalism to refer to this tradition, contrasting it with rule-based professionalism, which is the term I’ll use to describe the sets of objectives, competencies, and measurable behaviors that attempt to capture the concept of professionalism, but without focusing on its narrative ethos. I believe this dichotomy has heuristic value, although obviously neither “type” exists in pure form. My claim is that, given the current state of medical education, professionalism curricula are more likely to continue to move in the direction of lists of acceptable behaviors than to embody the full narrative tradition. To explain what I mean by this, let me describe briefly the texture of a medical trainee’s experience as it relates human values and professionalism.
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Tacit versus Explicit Learning

Many observers have described a conflict between what we think we are teaching medical students and young physicians (the explicit, or formal, curriculum) and a second set of beliefs and values that they learn from other sources (the tacit, informal, or hidden curriculum).19–29 This conflict begins during students’ preclinical education and becomes more pronounced in the hospital and clinic. As students and house officers wend their way through years of training, they gradually adopt the medical culture and its value system as their own. An important aspect of this socialization is the transfer, to trainees from their role models, of a set of beliefs and values regarding what it means to be a good physician.

The explicit component of professional development includes courses, classes, rounds, advice, or other teaching designed to instill professional values. Tacit learning, by contrast, includes the learning and socialization processes that instill professional values and identity without explicitly articulating those issues. This hidden curriculum continues throughout medical training. While the explicit curriculum focuses on empathy, communication, relief of suffering, trust, fidelity, and pursuing the patient’s best interest, in the hospital and clinic environment these values are largely pushed aside by the tacit learning of objectivity, detachment, self-interest, and distrust—of emotions, patients, insurance companies, administrators, and the state.
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The Hospital Narratives

Culture consists of the matrix of stories, symbols, beliefs, attitudes, and patterns of behavior in which we find ourselves. With this in mind, I want to propose a mental experiment and ask the reader to immerse her- or himself in a contemporary teaching hospital. Once there, listen to the conversations among physicians and between physicians and other health professionals. Pay close attention to the texture of hospital practice, in particular to its oral culture, the stories that surround you. What sort of stories are they? How can they be categorized? Which of the narratives appear to be especially meaningful to their narrators and audiences? In what ways do they fit together? What do these stories teach about what it means to be a good physician? In other words, in what moral universe does clinical education take place?

The first surprising observation you may make is that the vitality of this universe is centered outside the patient room. The narrative world is most alive in the teaching hospital’s hallways and conference rooms and unit stations. Generally, you discover that physicians enter their patients’ rooms as infrequently as possible; and when they do enter, they listen to these patients as little as possible. Instead, they usually have an agenda in mind—a procedure to perform or a parameter to check. Their one-to-one interactions appear to play only a small role in shaping the “received wisdom” of hospital culture. In fact, procedures performed on patients are more frequently the starting place for the stories doctors tell one another than are their conversations with patients.

The second interesting feature is that stories permeating the hospital ethos don’t usually have patients as their active protagonists. Rather, patients serve as clever or frustrating or even stupid plot devices—presenting obstacles or challenges that may impair the story’s progress or, alternatively, pleasing foils or surprising twists that facilitate the story’s successful resolution. Nonetheless, the real protagonists or heroes of these stories are usually doctors, although in an increasing percentage of narratives the doctors may play second fiddle to cyborgs, i.e., machines of one sort or another that figure things out and set them straight.

With regard to villains, hospital narratives are considerably more varied. In some cases, the villain may be an impersonal negative force-a virus or accident, for example—which hardly qualifies as a villain at all. But in more complex cases, other health professionals may play the role of villains; for instance, the arrogant subspecialist, the power-hungry surgeon, the incompetent nurse, the stupid medical student, and so forth. Moreover, the patient’s own family may play a malevolent role, either as a result of being present (e.g., the hostile, questioning daughter) or being absent (e.g., the son who never shows up). Finally, patients themselves may take on the role of Bad Guys, with scripts that that demonstrate ignorance, anger, and—above all—noncompliance. In addition, patients play another important role in hospital stories, as the butt of gallows humor.

From an emotional perspective, many hospital stories about patients feel rather flat, even though at the same time these stories are intellectually stimulating. Embedded within them are extraordinarily complex puzzles: diagnostic dilemmas and physiological conundrums. These quandaries share certain characteristics with crossword puzzles (find the correct word), jigsaw puzzles (fit the pieces together), and other games that require speed, endurance, and excellent hand-eye coordination. Nonetheless, the stories are two-dimensional because they contain little emotional resonance.

Yet the lack of emotional resonance in patient-and-doctor stories does not extend to interactions among students and hospital staff. Most of the feelings in medical culture that do get acknowledged are those of doctors or other health professionals, which tend to be expressed in negative attitudes and outbursts: “This place sucks!” “That gomer in 1215 is a real pain in the ass.” “I’m so pissed off at that resident I could scream.” Although expressions like these are permissible, the physician ethos in general disapproves of emotion and favors stoic acceptance. This, in fact, is one way that doctors demonstrate the superiority they feel over patients, who are often emotional and let subjective perspectives get the best of them.

Finally, as should be obvious, the virtues and values articulated in this thumbnail sketch of hospital culture bear little relationship to the traditional ethos and morality of medicine. If you accept this culture, you say self-interest whereas I say altruism. You say the patient is an object of interest; I say the patient is a subject of respect. You say the bottom line is to free up the bed; I say the goal is to promote healing.

This glimpse that I’m presenting of the world in which medical students and young physicians find themselves is a gross overgeneralization. First, it ignores the narratives of nursing, social work, chaplaincy, and many other professions. These professions, of course, overlap, reverberate with, and influence one another but—and this is quite remarkable—they seem to influence the culture of medicine very little. While physicians in the hospital are completely dependent on multiple other professionals and support personnel, the culture of medicine itself remains rather isolated and uninfluenced by them. Second, nowadays a substantial proportion of medical education takes place in clinic and office settings, where patient narratives may play a larger role in trainees’ overall experiences. Finally, I’ve overgeneralized about physicians themselves. Fortunately, patients and their physicians also tell vibrant and edifying stories, and many residents and students repeat them and learn from them. Hospital culture is by no means entirely hostile, and many trainees graduate from it having cultivated positive and caring professional identities.
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The Varieties of Professionalism

However, the generalizations and value conflicts I have described do exist and do affect the outcomes of medical education. Peter Williams and I have argued elsewhere that such conflict between tacit and explicit values seriously distorts medical professionalism.26–28 At an experiential level, medical students and house officers relieve or resolve their internal conflict by adopting one of three styles of professional identity.



[image: ]  A technical professional identity, in which young physicians abandon traditional values and adopt a view of medical practice consistent with hospital culture. They become cynical about duty, fidelity, confidentiality, and integrity; and question their own motivation and that of others, thereby narrowing their sphere of responsibility to the technical arena.

[image: ]  A nonreflective professional identity, in which physicians consciously adhere to traditional medical values while unconsciously basing their behavior, or some of it, on opposing values. In this type of self-delusion, a young physician believes that when she acts in accordance with hospital culture, she actually manifests the explicit values she learned in the classroom, although instead it is the hidden, negative values that are being expressed. For example, compassion is best manifested by detachment, and personal interaction is suspect because it lacks objectivity.

[image: ]  A compassionate and responsive professional identity, adopted by a third, substantial group of young physicians, who thereby overcome the conflict between tacit and explicit socialization.



Let me emphasize that these characterizations represent the physician’s internalization of what being a good doctor means and the manner in which he or she should behave. As such, they cut-across my rule-based and narrative-based categories, which refer to the manner in which professionalism is conceptualized and taught by medical educators.

Williams and I claim that a large percentage of our graduates are best characterized as nonreflective professionals; that is, physicians who believe that they embody virtues like fidelity, self-effacement, integrity, compassion, and so forth, while acting in ways that not only conflict with these virtues, but also contribute to contemporary problems in health care such as rising costs, inadequate physician-patient communication, and widespread dissatisfaction. It is this group of physicians that most clearly exemplifies Albert Jonsen’s insight about the core dynamic of professionalism, “The central paradox in medicine is the tension between self-interest and altruism.”30, p. 7
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A Flag in the Wind

Thomas Inui’s report, A Flag in the Wind: Educating for Professionalism in Medicine, which is based on his experience as scholar-in-residence at the AAMC,31 presents a systematic and comprehensive analysis of our continued failure to instill professional virtue in medical education. Because Inui’s eight conclusions parallel my argument, I want to summarize them here. First, “the major elements of what most of us in medicine mean by professionalism have been described well, not once but many times.”31, p. 4 This is understandable because these elements are based upon “the attributes of a virtuous person,” about which there is widespread consensus. Next he observes, however, that the literature and rhetoric of medicine fail to grasp “the gap between these widely recognized manifestations of virtue in action and what we actually do” in medical education and practice.31, p. 4 Inui acknowledges that physicians may be unconscious of some of this gap but when they are conscious of it, they tend to be “silent or inarticulate about the dissonance.”31, p. 4

In his fifth conclusion, Inui draws attention to the discrepancy between “what they see us do” (the hidden curriculum) and “what they hear us say” (the formal curriculum). Under these circumstances, “students become cynical about the profession of medicine—indeed, they may see cynicism as intrinsic to medicine.”31, p. 5 In this context, “additional courses on medical professionalism are unlikely to fundamentally alter this regrettable circumstance. Instead, we will actually have to change our behaviors, our institutions, and ourselves.”31, p. 5 Finally, Inui indicates that the most difficult challenge of all is for students and educators to understand that medical education is “a special form of personal and professional formation” (emphasis added), rather than a species of technical learning.31, p. 5

Inui recognizes that the gap between belief and behavior that characterizes our teaching hospitals is partly unconscious. To the extent that this is true, these physicians manifest nonreflective professionalism; that is, in the formation of their professional identities, they have internalized the belief that certain nonvirtuous behaviors are virtuous, since they are “the way things are in medicine.” The term “nonreflective” implies that these physicians rarely, if ever, step back and consider the impact of their behavior on themselves and others, as human beings deserving of care and respect. Inui suggests that another part of the institutional gap between belief and practice is conscious and, therefore, hypocritical. Unfortunately, physicians with little interest in the narrative and value dimensions of medicine may at times be required to serve as teachers—and presumably role models—because of the infrastructure and demands of medical education. When these physicians impart their rote “wisdom,” they do so hypocritically. Trainees quickly detect this and respond with cynicism.

Back to Top

Narrative-Based Professionalism

To nurture the professional virtue, or narrative-based professionalism, that I am advocating, Inui observes that “we will actually have to change our behaviors, our institutions, and our selves.”31, p. 5 In the educational culture that I’ve described, the prospects for such change seem bleak; yet I believe that cultural change is possible, given the right catalyst and sufficient receptivity in the medical community. I believe that receptivity among medical educators is growing, given their dissatisfaction with the processes and products of professionalism education. As to the right catalyst, I will suggest four interrelated educational requirements that could provide a basis for the formation of a new medical morality in the 21st century. In proposing this framework, I am drawing upon the ideas of others, especially my colleagues in the fields of reflective practice and narrative medicine, whom I cite below. Moreover, as a means of evaluating a trainee’s performance as he or she progresses through the process of learning professional virtue, I proposed another borrowed idea, the educational portfolio.32–35 Such a portfolio is a collection of material assembled over time that provides evidence of learning and achievement. A medical trainee’s portfolio might be structured to address specific competencies and include, for example, formal papers, case reports, extended patient narratives, descriptions of critical incidents, reflective writing, and self-assessment.36

Back to Top

Professionalism role-modeling

The first requirement for a sea change in professionalism is to increase dramatically the number of physicians who are able to role-model professional virtue at every stage of medical education. By this I mean full-time faculty members who exemplify virtue in their interactions with patients, staff, trainees, and the community at large; who have internalized a broad, humanistic, and narrative perspective; and who are willing to forego high income in order to teach. These physicians eschew commercial entanglements. Because such physicians are reflective, as opposed to nonreflective, in their professionalism, their presence would dilute and diminish the conflict between tacit and explicit values, especially in the hospital and clinic. Such physicians communicate honestly and directly with trainees, who are likely to “get” the message because it comes from the heart. With the incorporation of more such faculty, the teaching environment would contain fewer mixed messages, where, for example, the voice says “engage” while the behavior says “detach.” What trainees need is time and humanism. However, such faculty members cannot pay for themselves, and this implies major new financing for medical education.
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Self-awareness

The second prerequisite for developing narrative-based professionalism is to provide, throughout medical school and residency, a safe venue for students and residents to share their experiences and enhance their personal awareness. Doctors need to understand their own beliefs, feelings, attitudes, and response patterns. One of the earliest proponents of this view was the British psychiatrist Michael Balint, who encouraged physicians to meet regularly in small groups to discuss difficulties with patients and their personal reactions to practice.37 Physicians tend to view emotions as negative or disruptive, and often confuse intellectualizing their responses (naming an “affect”) with genuine emotion.38 Physicians are particularly vulnerable to anxiety, loneliness, frustration, anger, depression, and helplessness when caring for chronically or terminally ill patients.39 They often try to cope with these emotions by suppressing or rationalizing them. The more effectively physicians reverse this process by developing self-awareness, the more likely they will have the resources to connect with, and respond to, their patients’ experiences.

In addition, the trainee’s moral development may be hindered by everyday learning situations. These include conflicts between the requirements of medical education and those of good patient care, assignments that entail responsibility exceeding the student’s capabilities, and personal involvement in substandard care. Once again, the opportunity to discuss, analyze, critique, and sometimes repair these situations allows students to find their own voice and may eventually empower them to develop that voice effectively.40–43
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Narrative competence

Medical practice is structured around narrative—between physician and patient, teacher and student, and the like. However, as a result of the tension between explicit and tacit values, students learn to objectify their patients and devalue subjectivity. In part, they learn to conceptualize their patients in terms of flow sheets, rather than personal stories. At the same time, they internalize hospital narratives, which tend to be cynical, arrogant, egotistic, self-congratulatory, and highly rationalized, but nonetheless become influential in the formation of the trainee’s professional persona. Moreover, students immersed in these stories have little time to listen to, and may also lack the skill to understand and respond to, their patients’ stories, or to experience themselves as characters in the larger narrative of professionalism in medicine.

Accordingly, the third prerequisite for fostering narrative-based professionalism is the development of narrative competence. This can be understood as “the ability to acknowledge, absorb, interpret, and act on the stories and plights of others.”44 The narrative medicine movement provides a way of reframing the knowledge, skills, and attitudes of good doctoring under the aegis of language, symbol, story, and the cultural construction of illness.45–50 It draws upon the centrality of clinical empathy in establishing and maintaining therapeutic relationships, and also upon the broader, more imaginative empathy that allows observers to “connect with” the experience of persons not immediately known to them, such as the uninsured in Appalachia, HIV-infected children in South Africa, or refugees in Sudan.51–55

The trainee’s own life experience, molded by positive role-modeling and reflective practice, serves as the basic material from which narrative competence may develop. However, students may enhance their repertoires of life experience by exposure to the written, filmed, and oral narratives of real and fictional physicians; and they may increase awareness of their own developing professional identities by writing personal and professional narratives consistently and with discipline.56–61
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Community service

Finally, in order to teach narrative-based professionalism, the medical curriculum must include socially relevant service-oriented learning. Interaction with patients in the hospital or office setting is insufficient to provide students and young physicians with narratives of interdisciplinary practice, biopsychosocial modeling, and social responsibility. The American Medical Association’s Code of Ethics specifies in section VII that “A physician shall recognize a responsibility to participate in activities contributing to an improved community.”62 In section III, the Code of Ethics indicates that “A physician shall … recognize a responsibility to seek changes in (legal) requirements which are contrary to the best interests of the patient.”62 These manifestations of professional virtue need to be addressed in medical education.

Service learning may operate on many different geographic and social levels, from activities that take place locally to those on a national or international level. Moreover, the focus may include students contributing to clinical care (e.g., working at free clinics, doing clinical work in third-world countries), public health work (e.g., vaccinating migrant workers, assisting in “Stop Smoking” campaigns), health education (e.g., participating in HIV education in local high schools, speaking at church groups and community organizations), community service (e.g., volunteering in local agencies or with groups that provide direct assistance to third-world countries), and political action on health and welfare issues.63–70 Whatever the specific tasks involved, the minimal required “dose” of community service must be sufficiently large for students to view it as integral to the culture of medical education, rather than an unconnected add-on.
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Conclusions

Professionalism is au courant in medicine today, but the movement to teach and evaluate professionalism presents medical educators with somewhat of a conundrum. Its intent is laudable: to produce humanistic and virtuous physicians who will be better able to cope with and overcome the dehumanizing features of the health care system in the United States. However, the impact of this movement on medical education is likely to be small and misleading unless it directly confronts the “central paradox in medicine,” which is the “tension between self-interest and altruism.”30

In many ways, today’s culture of medicine tends to be hostile toward altruism, compassion, integrity, fidelity, self-effacement, and other traditional qualities. In fact, hospital culture, and the narratives that support it, implicitly identify a very different set of professional qualities as “good,” and sometimes these qualities are diametrically opposed to the virtues that we explicitly teach. Students and young physicians experience internal conflict as they try to reconcile the explicit and covert or hidden curricula, and in the process of their professional character formation they often develop nonreflective professionalism. Additional exercises in or courses on professionalism as it is currently taught are, in themselves, unlikely to alter this dynamic, even if they are supplemented by lists of competencies that trainees are required to demonstrate. This rule-based approach to professionalism does not alter the tension or conflict between tacit and explicit values.

Instead, I propose promoting narrative-based professionalism as a more comprehensive approach to changing the culture of medical education and addressing its central paradox. This involves immersing students and young physicians in a wide array of narratives, drawn from their own experiences as well as those of others, that display professional virtue. In essence, this approach would provide a counterculture of virtuous practice that may gradually displace the more negative elements of contemporary medical culture and allow students to bear witness to their profession, not just symbolically through oaths and White Coat ceremonies, but in the ways they conduct themselves in their day-to-day practice. Each component of this approach—professionalism role-modeling, self-awareness, narrative competence, and community service—overlaps with and reinforces the others. Moreover, each lends itself to longitudinal evaluative processes, such as the creation of narrative-based professionalism portfolios by students and residents.32–36

Many of the elements for this development are already present, but in most medical schools dispersed too thinly and/or integrated too sparsely to produce a significant impact on the culture of medical education. I don’t know what critical mass might be required to initiate a chain reaction in medical education in favor of narrative-based professionalism. Presumably, however, it would not require that every faculty member and attending physician pass a litmus test for virtue and empathy. Nor would it mandate that commercialism disappear. The concept of a catalyst is important here because I believe that cultural change can take place if a relatively small number of well-placed faculty members, curricula, faculty development programs, and institutional supports are brought together with an aggressive treatment plan not only to alleviate the symptoms of an ailing professional culture, but also to set that culture on the road to recovery.
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ABSTRACT

Background
As the evaluation of professional behaviors has been identified as an area for development, the Professionalism Mini-Evaluation Exercise (P-MEX) was developed using the mini-Clinical Examination Exercise (mini-CEX) format.

Method
From a set of 142 observable behaviors reflective of professionalism identified at a McGill workshop, 24 were converted into an evaluation instrument modeled on the mini-CEX. This instrument, designed for use in multiple settings, was tested on clinical clerks in medicine, surgery, obstetrics and gynecology, psychiatry, and pediatrics. In all, 211 forms were completed on 74 students by 47 evaluators.

Results
Results indicate content and construct validity. Exploratory factor analysis yielded 4 factors: doctor–patient relationship skills, reflective skills, time management, and interprofessional relationship skills. A decision study showed confidence intervals sufficiently narrow for many measurement purposes with as few as 8 observations. Four items frequently marked below expectations may be identifiers for “problem” students.

Conclusion
This preliminary study suggests that the P-MEX is a feasible format for evaluating professionalism in clinical training.



Transmitting professionalism and professional values by role modeling is no longer recognized as sufficient.1 Most faculties of medicine have established programs to explicitly teach professionalism and improve role modeling. As this occurred, it became apparent that the evaluation of professionalism needed improvement and there have been calls for new methods to be developed.2–8 These have been given added urgency by studies indicating that lapses in professional behavior observed in medical school are associated with subsequent unprofessional conduct in practice.9,10

Norcini and colleagues reported on the use of the mini-Clinical Examination Exercise (mini-CEX) for residents in internal medicine,11–13 noting that the results correlated well with those of other performance-based assessments.14 The format is easy to use, promotes feedback, and its reliability and validity have been confirmed,15 with good interexaminer reliability.16 It was also shown to be feasible, reliable, and valid in summative17 and formative assessment with clinical clerks in internal medicine.18

Although the mini-CEX includes “humanistic qualities/professionalism” as one category, it does not identify specific behaviors to be observed in realistic contexts, a prerequisite for evaluating professionalism.4 Because the format is so attractive, we decided to develop a tool based upon the mini-CEX to evaluate professional behaviors in medical students, and have called it the Professionalism Mini-Evaluation Exercise (P-MEX).
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Method
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Instrument development

As part of an ongoing faculty development program on teaching and evaluating professionalism,19 a workshop on evaluating the attributes of the physician was attended by 92 McGill faculty members and residents A consensus was achieved on the attributes of the professional and the behaviors which reflect these attributes. The workshop utilized a published definition of profession,23 a definition of the healer,24 and a list of the attributes of the healer and the professional drawn from the literature25–29 and used in teaching at McGill. Small groups were asked to describe behaviors consonant with the attributes and then consider methods of evaluating each behavior. The participants identified 142 behaviors similar to those developed by the National Board of Medical Examiners/Association of American Medical Colleges workshop30 and by colleagues in evaluating surgical residents.31 The authors subsequently distilled them to 24 behaviors to evaluate as many attributes as possible with the smallest number of behaviors.

The selected behaviors were then inserted into the mini-CEX format using a 4-point scale where 4 = exceeded expectations, 3 = met expectations, 2 = below expectations, and 1 = unacceptable. There was also a fifth category entitled “not observed” or “not applicable.” As the form is intended to be utilized in situations with and without patients, it was anticipated that this last category would be used when patient-related behaviors were not observable. Instructions for use were printed on the form, and there was space for information about the student, the evaluator, the service and setting in which the evaluation took place, for comments, and for reporting critical incidents.

The P-MEX was designed to be used in any situation where a student’s behavior can be observed, including patient encounters, small group sessions, and sign-out rounds. The evaluation is to be based on interactions that are relatively short and that occur frequently as a part of training so that each student can be evaluated on several occasions by different faculty members. Each form has two copies, one of which is given to the student, the other being retained. The evaluator is expected to give timely feedback to the student, thus giving it the potential to be formative and summative.

The P-MEX was field tested in two ways. First, during a simulation exercise, 38 individuals from diverse specialties were asked to recall a recent incident involving a medical student and to use the form to evaluate the student’s performance. Secondly, four physicians on a general internal medicine ward completed it after observing an encounter between a student and a patient. Based on the feedback received from the field testing, the form was revised and the pilot project started.

IRB approval was granted and informed consent was obtained from participating students and evaluators. Students, residents, and faculty were free to decline participation. Because senior residents routinely participate in student evaluation, some served as evaluators. Testing proceeded on students during third- and fourth-year clerkships in Internal Medicine, General Surgery, Pediatrics, Psychiatry, and Obstetrics and Gynecology at McGill University. Instructions on using the form were given to all evaluators, who determined when an activity would be evaluated.

The research associate conducted semistructured interviews with all students and evaluators to assess their perception of the use, benefits, and limitations of the P-MEX.
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Data analysis

Descriptive statistics were computed on demographic and contextual data, such as who was evaluating whom, and in what setting. The item analysis consisted of frequencies of each score category, with a focus on the “below expectations” and “not applicable” options. Items with high proportions of responses in the “not applicable” category may not be particularly useful in this particular form of evaluation, whereas those items with high proportions of responses in the below expectations category may be the most sensitive to breaches of professionalism. In addition to frequency distributions per item, a 24 × 24 correlation matrix was generated to identify highly correlated or “redundant” items for the purpose of item reduction.

Exploratory factor analysis was conducted to understand the internal structure of the scale. The analysis was conducted in SPSS using unweighted least squares extraction and varimax rotation. The factor analysis was conducted using form (n = 211) as the unit of analysis. Each occasion of measurement (form) should “stand alone,” because other sources of variance (i.e., context/occasion/rater) are all confounded and likely contribute sufficient measurement that each measurement circumstance for a given student could be considered independent of the others.

Additionally, a generalizability analysis32 and decision study was performed to investigate the number of forms (occasions of measurement) required to obtain a dependable estimate of the calculated average score. This analysis was done using the approach described by Norcini and colleagues11,14 in that the persons by forms (occasions) design was used, and the calculated average score (i.e., mean over the 24 items) was the score of interest. Using subjects for whom at least two forms were completed, the variance components were estimated for student, occasion, and the student by occasion interaction (error) using urGENOVA.33 These variance components were then used in a series of decision studies using GENOVA to compute the reproducibility coefficients, and standard errors of measurement were computed for 1 to 14 encounters/occasions. Confidence intervals were computed around the mean calculated average score to obtain a sense of the precision of measurement in each case.
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Results
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Demographics

In all, 211 P-MEX forms were collected on 74 undergraduate medical students. The number of forms per student in the 2-rotation study period ranged from 1 to 9, with a mean of 2.85 (± 1.9) and a median of 2.0. When we eliminate those subjects for whom there was only one form, there are 189 forms on 52 subjects, with a median number of forms per subject of 3.5. These data are provided to allow comparison with the preliminary investigation by Norcini et al.11 The 211 P-MEX forms were completed by 47 evaluators; 34 (72%) were faculty and 13 (28%) senior residents. The number of forms completed per evaluator ranged from 1 to 16, with a mean of 4.5 (± 3.3) and a median of 4.0.

The context of evaluation varied greatly. The setting was identified by the evaluator as “ward activity” (24%), “bedside rounds” (13%), “ambulatory clinic” (14%), “OR/emergency room” (10%), “sign-out rounds” (9%), “small group teaching” (8%), and “team meeting” (2%). A total of 9% of the forms were marked other for setting, and 12% were either blank or more than one setting was selected.
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Item analysis

On average, 6 of the 24 items were not completed or were marked “not applicable.” Four items were marked not applicable in 40% or more of the 211 forms: “accepted inconvenience to meet patient needs,” “advocated on behalf of a patient and/or family member,” “admitted errors/omissions,” and “assisted a colleague as needed.” They may not be as relevant to evaluation in the P-MEX context as other items with lower frequency use of that category.

Item mean scores ranged from 3.10 to 3.35 out of 4. 4 items showed 3% or more of the ratings as “below expectations:” “demonstrated awareness of limitations,” “solicited feedback,” “was on time,” and “addressed gaps in own knowledge and skills.” This may indicate that these items are more “sensitive” to breaches of professionalism than others. Three items were seen to be redundant: “showed respect for patient” (correlation with items 1 and 2, r = 0.78 and 0.79), “assisted a colleague as needed” (correlation with items 22, 23 and 24, r = 0.87, 0.82, and 0.83, respectively), and “respected rules and procedures of the system” (correlation with items 14, 21, 22 and 23, r = 0.79, 0.83, 0.77, and 0.76, respectively).
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Scale analysis

The exploratory principal components analysis revealed four factors with eigenvalues over 1.0, accounting for 85% of the variance in the 24 items. The rotated solution shows that the factors each accounted for 13–26% of the total variance. The factor loadings of the 24 items onto the four factors are shown in Table 1. The items appear to cluster into factors which can be interpreted as: Doctor-Patient Relationship Skills (items 1 through 7, 24% of total variance); Reflective Skills (items 8 to 11 and 13, 19% of total variance); Time Management (items 15, 16 and 18, 13% of total variance); and Interprofessional Relationship Skills (items 14, 17, and 19 through 24, 26% of total variance). Note that item 12, Maintained appropriate boundaries with patients/colleagues, loads equally onto the Doctor-Patient Relationship Skills and the Interprofessional Relationship Skills factors, reflecting the “double-barreled” nature of the item. There were a number of other items whose factor loading coefficients were very high on one factor but also somewhat high on at least one other factor.
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The average score for the 24 items was computed for each form, and then aggregated over students and over raters. The mean computed average score on the 211 forms was 3.25, and the mean score aggregated by student was 3.24 (range 2.70 to 4.0) and aggregated by raters was 3.21 (range 2.85 to 4.0). The reproducibility of the average score (across 24 items) was estimated using generalizability theory. The universe score variance component for the calculated average score was 0.036 and the error variance component was 0.093. This error variance component can be interpreted as the within-student variation in ratings over multiple occasions of evaluation. Using these two estimates, the reproducibility coefficients and standard errors of measurement were computed for 1 to 14 encounters/occasions (Table 2). Between 10 and 12 encounters are required to obtain a reproducibility coefficient of 0.80, which is consistent with results published by Norcini and colleagues in 1995.11 From the standard error of measurement, corresponding 95% confidence intervals for a student with a calculated average score of 3.25 were computed over incremental numbers of forms. These are reported in Table 2. Using these confidence intervals as guidelines, educators may feel comfortable using the average of fewer than 10 forms, depending on the intended use of the scores. For example, the confidence interval obtained with an SEM of 0.11 may be sufficiently precise for many criterion-referenced measurement purposes, requiring only eight forms per student to be collected.
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Qualitative feedback

Preliminary analysis of the responses to the semistructured interviews indicated that the P-MEX was useful in promoting self-reflection, awareness of the importance of professionalism in daily encounters, identifying behaviors consistent with professionalism, and teaching about this subject matter. The major limitations have been time – time to observe; time to record; and time to give feedback.
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Discussion

This preliminary study suggests that the P-MEX is a feasible format for evaluating professionalism in clerkship training. Content validity of the form is evidenced through the extensive process of item generation, and the results of this process were “triangulated” with similar processes conducted by other groups in North America.
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We have shown evidence of construct validity of the P-MEX through factor analysis in that the 24 original items cluster into identifiable factors or facets of the construct. However, due to the somewhat low sample size and ordinal nature of the rating scale, the results of this analysis are intended only for the purpose of understanding the internal structure of the scale, as opposed to justification for computation and reporting of scores on subscales corresponding to these factors.

The reproducibility of the calculated average score was shown to be comparable to that reported in the preliminary study of the mini-CEX, in that between 10 and 12 completed forms are required to achieve a dependability coefficient of 0.80. However, confidence intervals may be sufficiently small at 4 to 6 forms for many measurement purposes.

Some minor form revisions were deemed necessary as a result of the item analysis. Specifically, the item asking about setting has been changed, three redundant items (3, 21, and 24) have been eliminated, and three other items (7, 12, and 18) were reworded to eliminate their “double-barreled” nature.

One interesting finding is that the four items marked “below expectations” closely relate to reflective skills. The extent to which individual items or groups of items are predictive of future difficulties is one of the many areas for future investigation. Currently, investigations are ongoing at McGill, using the revised form at the postgraduate training level.

As stated earlier, feedback on the P-MEX has demonstrated its value for promoting self-reflection and awareness of the importance of professionalism. Based on this experience, the P-MEX appears to be a useful assessment method that can drive teaching and learning.
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ABSTRACT

The virtues that constitute medical professionalism have been aptly described in multiple position statements from professional organizations and individuals. These professional virtues depend on particular moral community traditions to undergird and sustain them. Attempts to ground these virtues in narratives intrinsic to medical practice—in the moral consensus of physicians or patients, in the self-regulating character of medicine as a profession, in the Hippocratic tradition, or in the physician-patient encounter—have been unsuccessful. Modern medicine must, therefore, look outside its own methodological and clinical practices for grounding narratives sufficient to sustain the professional virtues set forth in the recently published professionalism statements. These professionalism statements are written to capture consensus, and they rarely acknowledge the external moral traditions on which the virtues depend, because doing so would, in a pluralistic culture, entail the risk of moral disagreement and division. The authors argue that meaningful education in professionalism must look beyond the consensus statements and deeply engage the particular cultural traditions external to the practice of medicine that sustain the professional virtues. Medical professionalism curricula should embody an open pluralism, giving voice to diverse moral communities, encouraging critical self-exploration and discussion about the truth claims of these communities, and, if possible, facilitating the integration of students’ professional development with their ongoing participation in these communities. Engagement with and participation in these sustaining moral communities would promote the cultivation of virtue capable of withstanding the economic and social threats to professionalism that are inherent in modern medical practice.



Recent years have witnessed an explosion in the literature on medical professionalism. Within the last decade, the American College of Physicians,1 American Board of Internal Medicine,2 European Federation of Internal Medicine, American College of Surgeons,3 American Medical Association (AMA),4 Association of American Medical Colleges,5 and other professional organizations6 and individuals7 have drafted definitions and statements on professionalism. These statements collectively constitute an impressive catalogue of virtues in an era when physician autonomy and self-regulation are increasingly challenged by third-party payers, patients and their families, and external critics.8 Physicians are expected, among other things, to subordinate their own interests to the interests of patients (and to assume risk when doing so); to strive for excellence, knowledge, and competence; to work for fair allocation of health care resources; to treat patients, physician colleagues, and other health care professionals with respect; to avoid conflicts of interest; and to demonstrate sensitivity to other cultures.

To defend its conclusions, each professionalism statement appeals to values that are supposedly inherent to the practice of medicine, and each statement presents itself as a consensus document about the virtues necessary for good medical care. But this is, at best, ironic: the very need for these statements, as well as the large amount of energy, time, and resources dedicated to producing them, betrays the fact that the described virtues are not shared by all physicians. There is, as Coulehan has described, a “hidden curriculum” deeply entrenched in modern medical practice, which in many ways directly contradicts the lofty ideals of the professionalism statements.9,10 It is also unclear whether the professionalism statements have made any difference in the actual practice of medicine.

We fully support the various statements on professionalism with respect to patient care, and we agree with the sponsoring organizations that adherence to these standards is imperative for the proper practice of medicine. We further agree that adherence to these standards is not universal among physicians and that it is the responsibility of the medical profession to self-regulate and to mandate adherence to these standards. We do not believe, however, that these statements or the well-intentioned and well-organized movements that have produced them are likely to do much to correct the problem. In this article, we will argue why we believe this to be the case, and we will propose the beginning of a solution. Our argument proceeds in four parts: first, that the professional virtues, themselves the products of particular moral community traditions, require these traditions to establish them and undergird them; second, that modern American medicine is not currently able to generate a moral narrative sufficient to support the professional virtues without appealing to the traditions of external moral communities; third, that the professionalism statements represent the product of particular moral community traditions that they do not acknowledge and that they therefore forfeit power; and, finally, that medical education in professionalism must be openly pluralistic, listening and giving voice to the particular community traditions within which the virtues can flourish.
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The Importance of Grounding Community Traditions for the Virtues

Suppose that a first-year medical student, reading the widely endorsed “Medical Professionalism in the New Millennium: A Physician Charter”1 (referred to hereafter as the Physician Charter) for an introductory class on professionalism, asks why the fundamental principles of the Physician Charter—the principle of the primacy of patient welfare, the principle of patient autonomy, and the principle of social justice—are, in fact, fundamental. Why, she might ask, should physicians embody a dedication to serving the interest of the patient, care about the fair distribution of health care resources, or be honest with their patients? How should the class instructor respond to her questions?

First, and perhaps most obviously, the instructor should be prepared to answer such questions with good reasons defending each of the defined principles. Indeed, the professional virtues have moral force only to the extent that good reasons can be given for cultivating them. It is not enough to tell the student “it is right because I said so,” or “it is self-evidently right.” But this leads quickly to more complex questions. Which arguments might the instructor use to defend, for example, the principle of social justice? Indeed, how is justice defined at all? No answer can be given to these questions without recourse to particular moral traditions as they have evolved in particular moral communities of discourse in history. These moral communities consist of any group of persons who, in the context of life together, share in practice and in theory some concept of the ends of human life and appropriate human behavior. Functioning moral communities may range in size from a family unit to an ethnic or religious subculture to (in some cases) a nation or transnational movement. The sustained moral reflection of a community over time becomes a moral tradition.11 The instructor’s own answer to the student’s question could identify her as part of any number of moral traditions; for example, her response might show her (among many other options) to be a Marxist, a defender of human rights, a deontologist, a utilitarian, a Thomist, a Platonist, or some combination of the above. Ethics, like all human inquiry, is historically situated. Each of the professional virtues has a history; each emerged in the context of contested and particular moral traditions; and none can stand alone apart from the moral communities in which it is rooted and from which it springs.12

Moral communities do much more, however, than provide good reasons for the professional virtues: they embody them. It is here, in the real-life practice of these moral communities, rather than in discursive inquiry, that the most powerful moral education takes place. Most first-year medical students are unlikely to ask the hypothetical questions posed above, not because they are already fluent in biomedical and professional ethics but because they have been formed in familial, cultural, and/or religious communities, often from an early age, to value the virtues of respect, altruism, and service. Alternatively, as Coulehan9 has suggested, they may have been raised in cultures in which these values are given lip service but undercut implicitly in a powerful manner. If students have already cultivated these virtues within a living moral community, formal education in medical professionalism may be largely unnecessary. If they have not cultivated these virtues, professionalism education is necessary but, unfortunately, often ineffective.13 The academic medical culture, as evidenced in Coulehan’s description of the “hidden curriculum,” often functions as a moral community that discourages the virtues by socializing trainees into “hospital narratives” that implicitly subvert the lofty moral ideals taught in preclinical professionalism curricula.9 Where, then, can future generations of physicians find the moral community traditions to ground the virtues?
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Modern Medicine Lacks Sufficient Internal Resources to Properly Ground the Virtues

What arguments might teachers of the inquiring first-year student use to ground the professional virtues? Some teachers may refer to accounts of professional virtue, such as the Physician Charter1 or the principle-driven system of Beauchamp and Childress,14 which attempt to ground professional behavior not in any particular moral community tradition but by appeal to social consensus about what is morally valuable. However, this argument fails to adequately ground professionalism for two reasons. First, modern culture is less a Rawlsian well-ordered society15 than a cacophony of different and often conflicting moral communities. Hidden behind every consensus are these particular moral communities—the diverse cultures and national traditions of the Physician Charter—without the presence of which no consensus could emerge.1 Second, as mentioned in the introduction, it is unclear whether consensus among physicians or in the culture truly exists in the way assumed by many professionalism statements. Engelhardt16 has argued that much apparent moral consensus in medicine is a façade created by those who happen, by historical and cultural accident, to have been formed in similar moral traditions (e.g., liberal individualism) and that this façade would collapse if the conversation were broadened to include a more diverse array of correspondents. Are the highly principled authors of the various professionalism statements truly representative of physicians as a whole? Most likely, they are not, because they have already made the moral commitments they wish to persuade the profession as a whole to adopt. But even if such broad moral consensus among physicians could be shown to exist, it is unclear that theoretical agreement on the principles and virtues of professionalism would lead to agreement about how these virtues should be enacted in praxis. Ginsburg and colleagues,17 for example, recently reported a small study in which 30 teaching faculty of an academic medical center were shown video clips of medical students in morally challenging situations and were asked to rate the appropriateness of the students’ responses; they displayed “substantial disagreement both between and within faculty about what constitutes professional and unprofessional behavior in medical students.”

Other teachers responding to the inquiring first-year student might attempt to ground the professional virtues in the self-regulating character of medicine as a profession.18,19 Physicians, it is argued, have been granted nearly monopolistic control over medical practice and technology, and therefore they have the opportunity and obligation to self-regulate and to define ethical practice for themselves. This sociological model, however, is controversial,20 and even the theorists who advocate this professional dominance model do not argue that professional ethics can sustain themselves independent of underlying grounding moral traditions.19 (p 215) Medical ethics can clarify what justice means in the context of, for instance, an intensive care unit, but it cannot, on the basis of professional autonomy, ground the concept of justice per se.

Other teachers would answer the questions of the inquiring student by appealing to the moral traditions intrinsic to the practice of medicine. The Physician Charter, for example, argues that physicians “share the role of healer, which has roots extending back to Hippocrates.”1 The AMA Declaration of Professional Responsibility4 refers to a “common heritage [among physicians] of caring for the sick and suffering.” Others have attempted to ground professional virtues specifically in the particular nature of the physician-patient relationship without explicit appeal to external moral tradition.21–23 The possibility of a tradition-neutral, intrinsic ground for medical professionalism may seem appealing, but it is unlikely that any such ground can be successfully established. Consider the venerable Hippocratic tradition, which is sometimes cited as an intrinsic ground of professional behavior for physicians. The Hippocratic Oath, the principal document of that tradition, commits its adherents not only to “use those regimens that will benefit my patients and … to do no harm or injustice to them” but also to abstain from abortion, euthanasia, “us[ing] the knife,” and charging a fee for medical education.24,25 At best, this has been selectively appropriated in modern medicine. Only one U.S. medical school graduating class recited the Hippocratic Oath per se in 2000, whereas 59 recited a modified Hippocratic Oath, 30 recited a student- or faculty-authored oath, and 18 offered more than one oath option.26 On what moral basis did all but one of the graduating classes decide which of the Hippocratic stipulations to modify or delete? It is there—not in the oath itself, but in the patterns by which the oath has been selectively appropriated and modified—that the true grounding community traditions of modern professionalism can be found. If Hippocratic maxims such as primum non nocere have survived, it is more because the moral traditions that currently inform medical ethics (e.g., human rights, liberal individualism) have found them useful and relevant than because they are part of the Hippocratic corpus per se. The Hippocratic ideals, including primum non nocere, would be inconsequential for modern medical practice if there were no living moral communities to foster, sustain, and practice them. For example, the practice of professional courtesy—treating fellow physicians and their dependents without charge—was once a common professional practice that derived from the language of the Hippocratic Oath. In the modern world of insurance copayments and managed care, this courtesy is rarely practiced and is viewed as an optional professional practice by the AMA, despite its Hippocratic foundations.27

Some may reply that the Hippocratic tradition is a straw man and that these modern grounding narratives may still be defined as intrinsic to the practice of medicine. We affirm and celebrate the common heritage of caring for the sick and suffering that has been cultivated by generations—indeed, centuries—of physicians. There is much to be learned from this collective history; but is it a necessary or logical conclusion that a physician’s encounter with patients who are sick will encourage the cultivation of the professional virtues of altruism, respect, benevolence, and so on? The numerous counter examples both in history28 and in the present13 suggest otherwise. Medicine has had many embodiments throughout history, from the Hippocratics to the reductionist physicians whom they opposed,29 to the monastic physicians of the earliest charity hospitals,30 to early professionals such as Percival and Gregory,31 to the physician—scientists of the modern academic medical center.32 In each of these cases, medical care has existed in a particular cultural milieu and has been profoundly influenced and directed by the prevailing moral community traditions of the broader culture. The experience of physicians in caring for the sick can inform and influence these broader community traditions, but it cannot supplant them. Working with underserved populations can strengthen our commitment to economic justice, but only if we already think that justice is a goal to be pursued; sitting with vulnerable and suffering patients can strengthen our commitment to altruism, autonomy, and respect, but only if we already believe that the vulnerable should not be exploited. Modern medicine, as it has done in the past, must look outside itself—that is, beyond its own methodological and clinical practices—for grounding narratives sufficient to sustain the professional virtues.
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The Professionalism Statements Depend on Moral Traditions They Do Not Acknowledge

So far, we have suggested that the professional virtues cannot be justified except by appealing to grounding moral narratives that are extrinsic to modern medical practice. We are dismayed by how rarely this sort of external acknowledgement occurs in the recent consensus statements on professionalism. The Physician Charter is the only document to make any such acknowledgement, referencing “diverse cultures and national traditions” before positing a consensus for the principles and responsibilities it describes. We realize that the various professionalism statements are intended to be consensus statements, acceptable to and representative of a large number of culturally, philosophically, and religiously diverse physicians, and that explicit acknowledgement of grounding moral narratives external to the tradition itself would likely compromise the ability of the documents to describe a consensus. But this is precisely the quandary. The professional virtues, like spring flowers, bloom and grow most fruitfully in the context of the particular, specific grounding traditions that originated and sustain them. Cut off from these traditions, they begin to fade and wither, to become increasingly arbitrary, anemic, and perfunctory. But explicit acknowledgement of these traditions in a pluralistic culture entails the risk of moral disagreement and division.11

It is understandable that the leaders of professional societies, intent on preserving unity in diversity, would attempt to ground the professional virtues in consensus or in the practice of medicine per se rather than risk explicit acknowledgement of external moral, philosophical, and religious traditions. But has this strategy worked? Can it work? Is it possible that the true “threat to medical professionalism”33 is not market forces, insurance companies, trial lawyers, or managed care,34,35 but, rather, medical students, residents, and physicians who are inadequately formed in any substantial moral tradition that would help enable them to withstand these pressures?
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Professionalism and Medical Education: Fostering an Open Pluralism

If the professional virtues are to survive, they must be grounded in moral narratives and cultivated in moral communities that exist outside medicine as it is currently practiced. Most of this cultivation, we have argued, occurs during the decades of character formation before an individual ever matriculates in medical school. Medical school admission is partly about the selection of individuals who already value the virtues that the various professionalism projects hope to encourage. But there is still much work to be done.13,36 What can be done to foster the professional virtues in the context of medical education?

First, as Coulehan9 and others37–40 have argued, educators must pay close attention to the hidden, implicit curriculum of medical education—the world of call rooms, patient rooms, operating rooms, and workrooms, rather than classrooms—in which the real moral education of physicians takes place. But what about the explicit curriculum, the efforts to teach the professional virtues to medical students and trainees? Any effective moral education of students should acknowledge that moral formation occurs primarily through participation in moral communities and only secondarily through discursive reasoning. Formal education in professionalism should at least acknowledge this and make room in the curriculum for the particular voices of these moral communities to be heard.

Explicit medical education in professionalism should be characterized by open pluralism: a commitment to explore, understand, and hear the voices of the particular moral communities that constitute our culture. We contrast this not only with exclusivism, in which the perspectives of any moral communities other than those of the instructors are consciously ignored or silenced, but also with two variants of multiculturalism frequently taught in academic medical centers. First, we wish to contrast open pluralism with melting-pot pluralism, in which the perspectives of particular moral communities are entertained but discounted as a basis for practice in favor of a more neutral common morality purportedly held by the broader culture. This least-common-denominator consensus ethic is no substitute for engagement with the particular moral traditions that sustain the virtues, and it may mask the fact that the liberal individualism, which is often presented as the moral consensus of the culture of medical practice, is a formidable, particular, and historically grounded moral tradition of its own that requires critical scrutiny. Second, we wish to contrast open pluralism with detached, objective pluralism, in which particular moral community traditions are examined as data that can help clinicians in their work with patients from particular communities without making any truth claims on the inquirer. It is important to explore cultural and moral traditions separate from one’s own, but there is no absolutely neutral view from which this can occur. Open pluralism would reject the still-common assumption that scientific empiricism is the only epistemological ground of medical practice41–43 and would acknowledge that all parties involved in the conversation find themselves living within one or more particular moral traditions that inform professional judgment.

A curriculum committed to open pluralism would invite students to explore particular moral traditions as they relate to health and healing44 and would invite (particularly minority) cultural and religious leaders to address students and trainees about the particularities of their moral communities. It would also encourage respectful, charitable discussion regarding the value of the moral commitments of those communities. Students would be encouraged to acknowledge, explore, and critically examine their own a priori moral convictions, allowing for the recognition of orienting and substantive narratives out of which profession and professional duty can flow. Students would then be encouraged, both in discursive inquiry and in clinical practice, to integrate their development as physicians and their ongoing participation in particular moral communities. A student of a particular ethnic group might find a mentor of the same ethnic group; a Catholic student might meet with Catholic physicians and/or clergy to reflect on the theological implications of his or her practice; a student passionate about human rights might be able to work, as a student, in the developing world with mentors who share similar commitments.

We do not consider pluralism itself to be a virtue or an end in itself. The virtues are not formed by moral indecision or cacophony but, rather, by moral communities. Open pluralism is important insofar as it encourages medical students and trainees to hear the voices of actual moral communities with embodied practices of virtue and truth claims about the practice of medicine. The truth claims of these moral, religious, and cultural communities matter, and students should not only listen to these claims but question whether they are true in their professional identities and in their lives. This is a complex and difficult task, and instructors who facilitate these inquiries must model and encourage the humility, charity, and respect they hope to cultivate in future physicians.

Some may object that not all moral communities are equal, that some do not sustain, and may even undermine, the professional virtues. Would not the approach of open pluralism fail to challenge adherents of these traditions, or, worse, cause others to fall prey to them? Take, for instance, a student principally motivated by the market-driven consumer economy (a substantial moral tradition itself) who matriculated in medical school primarily because of the prestige and high income associated with the profession and for whom lifestyle is much more important than self-sacrifice or altruism. How would open pluralism affect the development of professional virtue in this student?

In a case such as this one, the traditional approach to education in professionalism—didactic exposure to codes of ethics such as the Physician Charter1—is unlikely to work. An openly pluralistic curriculum would encourage the student to name his or her guiding moral narrative and to consciously affirm or reject it. This would expose the student, through classroom engagement, mentoring, or shadowing experiences, to members of moral communities who do embody the professional virtues. We believe that the risk of students being influenced by particular moral traditions that did not undergird commonly held professional virtues such as altruism, justice, and honesty, would be mitigated by the ability of particular traditions to come into conversation with one another and by the deeper inculcation in the virtues that many, if not most, other students would experience.
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Clothing the Emperor of Professionalism

In the Hans Christian Andersen fairy tale The Emperor’s New Suit,45 two swindlers convince a vain emperor that they are crafting him a suit of beautiful material that would be invisible to any man who was unfit for his office or unpardonably stupid. They sell the nonexistent suit to the emperor who, not wanting to acknowledge that he cannot see the fabric, appears naked before his subjects. His subjects, also unwilling to acknowledge that they cannot see the cloth, shower him with praise until a small child points out that the emperor is wearing no clothes.

In a sense, the emperor of medical professionalism, as described in the various statements on professionalism, has no clothes. There is no common consensus or morality intrinsic to modern medical practice in which the professional virtues can be firmly cultivated and grounded. But our argument is constructive as well as critical. We believe firmly in the professional virtues, and we believe that the virtues have been, and can be, grounded and “clothed” in the rich moral, cultural, and religious traditions that make our culture so complicated, dynamic, and colorful. We propose a model of education that allows these colors to shine in their particularity by encouraging participation in communities of virtue that will allow the professional virtues to be cultivated from within rather than imposed arbitrarily from without. The emperor, we believe, has clothes, but we wonder: will he choose to wear them?
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ABSTRACT

Medical professionalism and humanism have long been integral to the practice of medicine, and they will continue to shape practice in the 21st century. In recent years, many advances have been made in understanding the nature of medical professionalism and in efforts to teach and assess professional values and behaviors. As more and more teaching of both medical students and residents occurs in settings outside of academic medical centers, it is critically important that community physicians demonstrate behaviors that resonate professionalism and humanism. As teachers, they must be committed to being role models for what physicians should be. Activities that are designed to promote and advance professionalism, then, must take place not only in academic settings but also in clinical practice sites that are beyond the academic health center.

The author argues that professionalism and humanism share common values and that each can enrich the other. Because the cauldron of practice threatens to erode traditional values of professionalism, not only for individual physicians but also for the medical profession, practicing physicians must incorporate into practice settings activities that are explicitly designed to exemplify those values, not only with students and patients, but also within their communities. The author cites a number of examples of ways in which professionalism and humanism can be fostered by individual physicians as well as professional organizations.



Medical professionalism continues to merit a great deal of attention, to provoke dialogue and debate, and to challenge practicing physicians, medical educators, and others involved with contemporary health care. During the past decade or so, important advances have been made both in understanding the nature of professionalism1–4 and in efforts to teach and assess professional values and behaviors in undergraduate and graduate medical education.5–8 A number of specialty boards and societies, such as the American Board of Internal Medicine, have focused on ways to foster and document professionalism among practicing physicians.9 On balance, however, less attention has been given to the practical challenges and expressions of medical professionalism in practice settings than in academic settings.
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The Nature of Professionalism

An exhaustive discussion of medical professionalism is clearly beyond the scope of this article, or even this special issue of Academic Medicine. The complexity of contemporary medical practice drives the complexity of medical professionalism and confounds a simple, universally accepted definition. Medical professionalism has many dimensions, from a distinction between basic and higher professionalism,10 to the necessary competencies of a social contract,2 to conditions necessary for ethical practice.11 Each dimension is valid, but none is sufficient to fully define the nature of professionalism.
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Professionalism and values

One fundamental dimension of professionalism relates to the values that have long shaped the practice of medicine. For the past few decades, the practice of medicine, as a profession, has come under withering fire from many directions. Physicians, individually and collectively, have felt threatened and besieged. The increasing focus on professionalism has been perceived as a defensive response, an effort to defend the bulwarks of the profession (my warlike allusions are chosen quite deliberately). Stevens11 (p359) has noted that professionalism has assumed, in some quarters, an almost mythic dimension to become a “powerful, formulaic way of thinking.” She notes, correctly, that “professionalism … can no longer be taken for granted as a core of behavioral expectations that are inherent in becoming a physician.”11 (p357) If those of us who are concerned about the future of medicine are to restore and maintain professionalism, we must—slowly, perhaps, but inevitably—abandon the current reactive and defensive posture and make professionalism a positive, lived expression of the values that have for so long characterized the profession of medicine. These values must infuse not only educational settings but also practice sites.

Professionalism, then, must be grounded in the long-standing values of medicine. The practice of medicine is a sacred trust; ideally, it represents not a contract but a covenant.3 A covenant connotes a relationship based on trust, and the covenantal nature of medicine has been reflected in medical oaths since ancient times. The Hippocratic oath addressed the physician’s duty to benefit the sick and keep them from harm and injustice.12,13 The Prayer of Maimonides states “in the sufferer let me see only the human being.”14 A more contemporary medical oath calls on a physician to “act so as to preserve the finest traditions of my calling.”15 Now, in the 21st century, we must endeavor to refresh the meaning of medicine as a covenant between physicians and those they serve by upholding these finest traditions and endeavoring always to see only the human being in those who suffer.
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Professionalism and humanism

There is in medicine a critical nexus between professionalism and humanism. Both have long been “inextricably woven into the practice and art of medicine.”16 (p141) Scribonius, a physician in the court of the Roman emperor Claudius, is credited with the first written use of the word profession in a book of prescriptions from 47 AD. In defining profession as “a commitment to compassion or clemency in the relief of suffering,” Scribonius emphasized humanistic values such as benevolence and compassion.17 Many contemporary discussions of professionalism also address, explicitly or implicitly, such humanistic values.1–3,18

Just as the word professionalism carries many connotations, so, too, does the word humanism. The Gold Humanism Honor Society offers a succinct definition:


Humanism encompasses those attitudes and behaviors that emanate from a deep sensitivity and respect for others, including full acceptance of all cultural and ethnic backgrounds. Further, humanism is exemplified through compassionate, empathetic treatment of all persons while recognizing each one’s needs and autonomy.19 (p5)



Insofar as humanism addresses the question of what it means to be human, it must frame the practice of medicine. Insofar as professionalism has a moral core and encompasses values that are intrinsic to all humans, it, too, must frame the practice of medicine.

Some have expressed concern that, at least in undergraduate medical education, professionalism is supplanting humanism, or that professionalism is conflated with humanism.20 I would argue that the two are not mutually exclusive. Far from it: each can enrich the other. A professional education must address specific knowledge, skills, and expertise, as well as attitudes and what Thomas Green21 (p109) has called an imaginative conscience, through exposure to the “poets and … literary giants of our experience.” Humanistic values, as well as pedagogical methods drawn from the humanities, can be used to help convey the values of professionalism. Conversely, the values of professionalism can help convey the importance of humanism, perhaps especially to doubting, cynical students who consider time spent discussing professionalism or humanism an unnecessary distraction from what they need to learn for their next exam. In an almost analogous fashion, practicing physicians too often complain that the current health care environment and the pressures of contemporary practice leave no time for other pursuits. Medical educators and leaders must find ways to integrate and suffuse both professionalism and humanism throughout the curriculum, in basic science and clinical settings, and in practice sites as well as academic health centers.
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Professionalism Outside the Academic Health Center

The values of professionalism are the same inside and outside the academic environment. Appropriately, most of the efforts to understand, inculcate, and assess medical professionalism have occurred within institutional settings such as schools of medicine, residency review committees, or professional organizations such as specialty societies. Daily expressions of professionalism occur most frequently not in the academic health center but in physicians’ offices and in the communities they serve, reflecting simply the numbers of physicians in practice versus the number in academic medicine. One element driving the concern about a loss of professionalism has been the rapid advances in medical science and technology that have come to characterize contemporary medical practice. When expertise drives professional work, expertise then becomes the norm against which professionalism is judged,22,23 even though professions, especially medicine, respond to a “fundamental human need or social good whose advancement is already a moral aim.”21 (p79)

The resurgent interest in medical professionalism has also been driven, in part, by a growing sense of alienation and loss of meaning among practicing physicians, as well as the transformation of medical practice from a professional to a business model.24 The cauldron of practice can erode or, less likely, stimulate professionalism. We must find ways to minimize the erosion and maximize the stimulation. It is critical, therefore, to incorporate into practice settings activities that are explicitly designed to restore, promote, and advance professionalism and humanism in medicine. Such activities can occur in at least three spheres: with students, with patients, and with our communities.
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Professionalism and students

There is a long-standing debate about whether values can be taught. Although one can argue that an individual’s ethical and moral foundations are well established by the time he or she enters medical school, there are, nevertheless, opportunities to foster the further development of such foundations during undergraduate and graduate medical education. Professionalism must be taught.25 Although efforts to embed professionalism in schools of medicine and academic health centers are key, so too are efforts to do so in practice sites.

Medical educators must ensure that medical students and residents are prepared for the world in which they will practice and the communities they will serve. As Stern and Papadakis8 (p1797) have noted, “students need to see that professionalism is articulated throughout the system in which they work and learn…. The challenge becomes even more daunting when the goal is to institute an attitude of professionalism in multiple organizations.”

Students considering a career in medicine not infrequently spend time in a physician’s office to “shadow” the physician and gain exposure to contemporary medical practice. Such experiences convey powerful messages about the nature of medicine as a practice and the roles of the physician. Hence, practicing physicians can begin to mold humanism and professionalism in a very early stage of a medical student’s professional development.

In most medical schools, a certain amount of formal clinical experience now occurs at sites remote from the academic health center, including defined experiences with community physicians during the early stages of medical education, as well as formal clerkships during the clinical years. As more and more teaching of both students and residents occurs in such locations, it is critically important that community physicians demonstrate those behaviors that resonate professionalism and humanism. As teachers, they must be committed to being role models for what physicians should be. Nonacademic settings such as physicians’ offices and community hospitals can be excellent venues to address professionalism, but only if one can engage practicing physicians as effective mentors and role models. Students are very sensitive to inherent conflicts between what is taught and what is observed, and “efforts to teach the ideals of professionalism can be easily overwhelmed by the powerful messages in the hidden curriculum.”8 (p1797)

Another feature of the nonacademic setting is that there can be, by the nature of the learning environment, many opportunities to nurture professionalism without the constraints imposed by formal assessment. In recent years, great strides have been made in assessing the professional behaviors of medical students.7 We know that negative faculty judgments are associated with later disciplinary action by state licensing boards.26,27 Nevertheless, many clinical volunteer faculty may feel uncomfortable making summative judgments about a student’s professionalism after limited interactions, even though they are willing to make useful, constructive formative assessments. I do not say this to detract from the critical importance of evaluating professional behaviors or from the need to train all faculty to make those evaluations, but rather to emphasize the importance as well of informal, formative feedback that can derive from modeling and discussing the professional and cultural values that students encounter in clerkship settings away from the academic health center.
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Professionalism and patients

The ultimate beneficiary of a physician’s professionalism and humanism is the patient. This seems an almost unnecessary statement of the obvious, but in today’s challenging health care environment, when physicians are beset with multiple and often conflicting demands, it is important to remind ourselves that humanistic and professional values truly do continue to shape the healing relationship between patient and physician.

William Osler,28 (p274) the first professor of medicine at the Johns Hopkins University School of Medicine in the late 19th century, and an acknowledged avatar of professionalism, said in a 1903 address to students who were about to embark on careers as practicing physicians:


Yours is a higher and more sacred duty…. To you the silent workers of the ranks, in villages and country districts, in the slums of our large cities, in the mining camps and factory towns, in the homes of the rich, and in the hovels of the poor, to you is given the harder task of illustrating with your lives the Hippocratic standards of Learning, of Sagacity, of Humanity and Probity…. Of a humanity, that will show in your daily life tenderness and consideration to the weak, infinite pity to the suffering, and broad charity to all.



More than a century later, the grammar and syntax may seem a bit outmoded, but the message is as pertinent as ever. In this brief statement, Osler alluded to several of the dimensions of professionalism, including competence, a sense of social contract, and humanistic values, and he acknowledged the difficulty of exemplifying those dimensions in the daily life of a physician.

Physicians must be advocates for their patients. So, too, patients can become advocates for their own physicians. Patients, like physicians, may sense acutely the loss of the intense, personal relationship that impels healing, if not always cure, and wish there were some way to restore it. Patients, then, can speak up for physicians who nurture a personal, healing relationship, and such physicians can play an active role in restoring an environment of professionalism in practice; in doing so, they will increase trust and strengthen the covenantal nature of medicine. The ultimate beneficiaries of the patients’ advocacy will be not only individual physicians but also the profession.
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Professionalism and community

Traditionally, physicians have served as much more than caregivers; they have long been seen as integral members of their communities. Despite the challenges of the current health care practice environment, certain dimensions of medical professionalism—such as its implicit social contract—demand that physicians be active, participating members of the communities in which they live. The use of the plural communities is deliberate, because we are all members of many communities-not only a city or town, but also a neighborhood; not only a specialty society, but also the profession; not only a scientific community, but also a social and cultural community.

Physicians’ professionalism, then, must be expressed not only in their daily interactions with patients and other health care professionals, but also in their manifold responsibilities as members of their communities. This expression can take many forms, and it need not take a great deal of time. Perhaps it is the family medicine physician who plays in the local community symphony orchestra, or the general surgeon who serves on the medical staff quality committee. Perhaps it is the orthopedist who volunteers as team physician for the high school football team, the internist who serves on the board of the local YMCA, or the pediatrician who helps coordinate a local food drive. Perhaps it is the pathologist who sings in a community choir, or the infectious disease specialist who is a consultant to the local county board of health. By making time to be active in their communities, physicians demonstrate professionalism. Communities respond by welcoming physicians as an essential element of life beyond simply the world of illness.
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A Few Practical Ideas

Within academic settings, there are clear opportunities to integrate issues of professionalism and humanism into the curriculum, although doing so successfully can be most challenging.6,29 Many medical schools now have formal programs designed to foster professionalism and to introduce students to the importance of the humanities. Other articles in this special issue of Academic Medicine address some of the innovative approaches that have been used. Outside academic health centers, how can physicians and other health care professionals best promote their professions’ values and the attributes of professionalism and humanism? There are many ways to do so. The following examples are empiric rather than evidence based, but most cite real, personal experiences. They are meant simply to exemplify the concepts and stimulate additional ideas.
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Ideas for structured humanities programs

The Institute of Medicine and Humanities (IMH), a joint program of The University of Montana and St. Patrick Hospital and Health Sciences Center in Missoula, is one effective model of how professionalism and humanism can be promoted in educational, health care and public settings outside an academic health center.30 For the past 20 years, the IMH has endeavored to better understand the human dimensions of health care by using the humanities to address health care issues that challenge our understanding of what it means to be human and by advancing scholarship in the medical humanities. Courses and lectures for undergraduate, graduate, and health professions students at the University of Montana, seminars specifically designed for health care professionals, and at least one major public conference each year offer settings in which to explore issues at the nexus of medicine and the humanities.

In the context of today’s busy, frenetic practice environment, are the humanities anything more than “a leisurely distraction from the real work of diagnosing and curing”?31 (p94) Emphatically, yes! The humanities can serve to enable dialogue between physicians and patients, as well as other health care providers. Edgar and Pattison31 (p98) have noted that the “humanities … allow a community to scrutinize its own values and meanings, whereas the arts … make those values and meanings explicit and attractive.”
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Seminars for health care professionals.

In 1997, the Maine Humanities Council launched Literature and Medicine: Humanities at the Heart of Health Care, a series of seminars for hospital staff facilitated by a humanist scholar.32 Bringing together a broad range of hospital personnel, from medical staff physicians and nurses, to laboratory technicians, to members of the administration, these seminars employ selected works of literature to stimulate an engaged dialogue that crosses the usual boundaries of health care hierarchies. The program’s success is attested to by its extension to 79 health care facilities in Maine, as well as hospitals in 13 additional states. In 2005, I introduced and led a literature and medicine seminar series at St. Patrick Hospital and Health Sciences Center in Missoula. One evening a month for six months, 20 hospital staff and physicians came together for informal but provocative conversations that centered on common experiences of illness and healing, using themes found in short fiction, poetry, and drama. Everyone, whether or not they were engaged in direct patient care, made valuable contributions. The seminar was repeated in 2006 at St. Patrick Hospital, using all new readings, and a similar program was created for two smaller hospitals in other Montana communities. In each case, the specific readings were selected to target issues that were pertinent for the particular hospital, to ensure relevant discussions.

Literature can be a powerful way to convey the values of professionalism and humanism. Especially useful, in my experience, are works by physician writers—individuals who maintained an active practice, as academic physicians or private practitioners, as specialists or generalists, while also pursuing their careers as writers. They become the poets and literary giants of our experience. Several physician writers have acknowledged that one career nurtures the other. Anton Chekhov33 famously noted that “medicine is my lawful wife and literature my mistress. When I grow weary of one, I pass the night with the other … neither of them suffers because of my infidelity.” Works by physician writers offer insights not only into the experience of being a physician, but also into the human condition and the experiences of illness and suffering. The Appendix offers a small, personal, and very selective list of works that I have used in various settings to provoke reflection and insight about the very human nature of the practice of medicine.
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Public conferences.

Public conferences can help express the values of professionalism and humanism by addressing topics of importance to the community. For example, in the fall of 2006, the IMH sponsored a series of conferences called Taking Missoula’s Pulse: Steps Toward a Healthier Community. One evening a week for four weeks, local authorities addressed issues such as violence, addiction, mental illness, and the uninsured, highlighting common threads of stigmatization, shame, poverty, and social justice, and the impact of these issues on all of us. Examples drawn from the humanities often enriched the presentations, and panels of patients added a powerful and personal perspective. Although such IMH conferences are designed for the public, they attract health care professionals as well. One senior internist commented after the session on violence that she had never heard patients speak so openly, emphasizing how much insight she had gained into problems that confronted some of her patients. Other recent IMH conferences have addressed topics such as depression, body image, and ethical implications of recent advances in genetics.
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Ideas for professional organizations

Professional organizations can promote professionalism in ways that are both direct and indirect. The recent 36th Critical Care Conference of the Society of Critical Care Medicine (SCCM) stressed the importance of education. In hallways and meeting rooms throughout the meeting site, posters containing brief epigrams highlighted the roles of the physician as teacher and learner. Examples ranged from Nelson Mandela (“Education is the most powerful weapon which you can use to change the world”), to Michelangelo (“I am still learning”), to Herbert Spencer (“The great aim of education is not knowledge, but action”), to B.B. King (“The beautiful thing about learning is that nobody can take it away from you”). These and similar brief statements engaged the participants’ interest and stimulated informal conversations among the physicians in attendance, even though they did not deal directly with the medical and scientific aspects of critical care. The SCCM was thus able to highlight two important professional responsibilities of physicians-teaching and lifelong learning-without a great deal of energy or expense (Diane Scott, SCCM, personal communication, 2007). It is easy to envision similar approaches at meetings of other professional organizations, using examples that quietly but powerfully express various dimensions of professionalism and humanism in practice.
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Ideas for individual physicians

To make my points more vividly, in this section of my article, I speak not about physicians but as a physician.
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Using patients as advocates.

Many patients are concerned about the current state of health care in the United States, and that concern can be harnessed to make our patients advocates for medical professionalism. Recruiting patients as advocates does not mean whining about the frustrations we feel about contemporary practice—the constraints and restraints, the hurdles and the stumbling blocks that interfere with our ability to care. Rather, as members of a profession, we can engage patients by consciously exemplifying our own professionalism. In doing so, we can help establish and maintain several of Stevens’11 conditions for ethical practice, conditions such as building trust, insisting on high standards of care, or participating creatively in improving the health care system. We can work to ensure that every patient is treated with dignity and respect. We can, whenever appropriate, openly stress the importance of the profession’s values and the erosion of those values in the current environments of health care. When patients—and, more broadly, the communities in which we practice—see that we are willing to take leadership positions based on medicine’s values and moral foundation, they will be more likely to support our profession’s efforts to improve health care by, for example, improving access to care and ensuring conditions of social justice in medical practice. For example, the IMH conference mentioned earlier, Taking Missoula’s Pulse, provided a forum to challenge the audience to consider the consequences of lack of access to care for underserved populations or those with mental illness. Only if we physicians, individually and as a profession, demonstrate high standards of professionalism and humanism will we be able to reassert the moral core of medicine and restore the trust that is at the heart of the patient–physician relationship.
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Using the humanities to show our own humanity.

Our professionalism as physicians can also be exemplified by sharing with patients our own humanity and, hence, our own vulnerability. Practicing physicians can use simple vignettes drawn from the humanities (broadly defined) to help explain otherwise difficult issues. Doing so reveals us not as technicians or scientists, but as individuals with broader interests and dimensions and concerns. The specific vignettes will necessarily depend on an individual physician’s interests. Most of the following examples are not hypothetical or imaginary; they are drawn from actual incidents.

A rheumatologist might share Renoir’s struggle to cope with rheumatoid arthritis as a patient sees her own capabilities shrinking with the progressive gnarling of her hands.

An ophthalmologist could tell a patient with progressive and irreversible vision loss about Rembrandt’s decreasing vision and its influence on his later paintings, to give that patient some hope for the future.

An internist might cite John Stone’s brief poem “Grief,” or suggest Mozart’s Requiem to comfort a grief-stricken family.

An oncologist could chat with a patient undergoing chemotherapy about the patient’s impressions of a recent symphony concert both attended, and hence encourage the patient’s continuing social engagement during a difficult time.

A family practitioner might help explain to third-year medical students the complex emotions evoked by patients by giving them a copy of “Case History” or “The Doctor” by Dannie Abse.

A neurologist might use Abse’s “The Stethoscope” during a white coat ceremony to convey to entering medical students the awesome privilege of being a physician.

A medicine residency clerkship director could echo Franz Kafka’s34 (p152) observation in “A Country Doctor” that “to write prescriptions is easy, but coming to an understanding with people is hard.”

Drawing on the humanities will not only be healing for the patient, but it will also enrich the physician’s own sense of satisfaction with practice.
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Summing Up

Medical professionalism and humanism have long been integral to the practice of medicine, and they will continue to shape practice in the 21st century, in part because both reflect a moral imperative to serve. Although professionalism must continue to be the focus of formal educational efforts in undergraduate and graduate medical education, so, too, must it become a focus in the practice environment. Continuing to foster professionalism outside the academic health center is critical to efforts to rebuild the traditional values of medicine, the putative loss of which many now bemoan. There are many opportunities to foster professionalism and humanism in a busy practice environment, despite the harried and hurried lives of physicians. If the medical profession is to recapture and preserve the rich tapestry of professionalism and humanism that have, for so long, reflected the ideals of medicine, then those of us who are physicians must, individually and collectively, strive to express these qualities not only in clinical settings but also in the other communities we serve. It is a challenge we should embrace willingly.
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Appendix

Selected Works by Physician Authors That Convey the Values of Humanism and Professionalism

Note: This very brief, very personal list only hints at the numerous works by these and other writers that reveal the human dimensions of the practice of medicine. The annotations are meant simply to provoke curiosity, with no pretense to literary analysis.

Rafael Campo

Campo R. Ten patients and Another. In: What the Body Told. Durham, NC: Duke University Press; 1996.

The case histories of 11 patients are related in language that slowly evolves from the medical to the lyrical, revealing the narrator’s own humanity.

Anton Chekhov

Chekhov A. Objet d’art. In: Pilcher H. Chekhov: The Comic Stories. Chicago, Ill: Ivan R. Dee Publishers; 1999.

In contrast to the rather dark, pessimistic mood of many Chekhov stories, this is a lighthearted look at a doctor’s discomfort with a patient’s inappropriate expression of gratitude.

Susan Mates

Mates S. The Good Doctor. Iowa City, Iowa: University of Iowa Press; 1994.

In this volume, the story “Laundry” evokes the multiple, conflicting demands of balancing professional with personal life, and clinical practice with research.

In the same volume, the story “The Good Doctor” addresses gender roles in medicine and the complex emotional and psychological issues sometimes embedded in those roles.

Ferrol Sams

Sams F. Epiphany. New York, NY: Penguin Books; 1994.

This novella tells of a long, sometimes difficult relationship between a crusty older physician and a patient whose experiences with racism and injustice slowly emerge over the course of numerous visits.

Richard Selzer

Selzer R. Toenails. In: Letters to a Young Doctor. New York, NY: Simon and Schuster; 1982:66–69.

Selzer R. Imelda. In: The Doctor Stories. New York, NY: Picador USA; 1998.

Selzer R. Raising the Dead. East Lansing, Mich: Michigan State University Press; 2001.

Many of Selzer’s “doctor stories” offer powerful insights into the nature of healing. “Toenails” and “Imelda”, for example, challenge us to think about the experiences of the physician as a caring, empathic human being.

Selzer’s memoir, Raising the Dead, provides a patient’s perspective on life-threatening illness and hospitalization while revealing patients’ often complex experiences with caregivers.

John Stone

Stone J. Music from Apartment 8. In: New and Selected Poems. Baton Rouge, La: Louisiana State University Press; 2004.

Many poems in this collection deal with the experiences of physicians and other caregivers. “Talking to the Family,” for example, addresses the complex emotions associated with giving bad news, and the reluctance that physicians sometimes feel in doing so. “Gaudeamus Igitur: A Valediction” celebrates the awesome privilege of caring for patients and the many uncertainties inherent in clinical practice.

William Carlos Williams

Williams WC. The Doctor Stories. Compiled by Robert Coles. New York, NY: New Directions Books; 1984.

Many of Williams’ “doctor stories” have become iconic examples used in medical education to provoke questions of medical ethics and physician responsibilities.

“Old Doc Rivers” challenges the reader to think about the impaired physician and the responsibility of professional colleagues to address the problem.

“The Use of Force” invites discussion of ethical responsibilities and limits, as well as the consequences of a physician’s inappropriate emotional response to patients.

“Ancient Gentility” reveals the rewards and satisfaction of compassionate practice.
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ABSTRACT

The terms professionalism and humanism are sometimes confused as being synonymous; even more confusing, each is sometimes regarded as a component feature of the other. The author argues that, in the context of medicine, the two terms describe distinctly different, albeit intimately linked attributes of the good doctor. Professionalism denotes a way of behaving in accordance with certain normative values, whereas humanism denotes an intrinsic set of deep-seated convictions about one’s obligations toward others. Viewed in this way, humanism is seen as the passion that animates professionalism. Nurturing the humanistic predispositions of entering medical students is key to ensuring that future physicians manifest the attributes of professionalism. Medical educators are encouraged to recognize the role of humanism in professional development and to incorporate into their curricula and learning environments explicit means to reinforce whatever inclinations their students have to be caring human beings. Chief among those means are respected role models who unfailingly provide humanistic care, ceremonies that celebrate the attributes of humanism, awards that honor exemplars of the caring physician, and serious engagement with the medical humanities to provide vivid insights into what a humanistic professional is.



When asked, most people express the desire to be treated by physicians who, in addition to being masters of their craft, care deeply about their patients. Each of these two characteristics—competency and caring—is a component of a broader set of attributes commonly denoted, respectively, as professionalism and humanism. Before addressing the question of how physicians’ professionalism might be linked to their humanism, it is necessary to understand what those words mean. Much has been written about each of these seemingly ephemeral concepts,1,2 and, rather than compare and contrast what various authors have written, let me cut to the chase with my own definitions.

Professionalism, in my view, is a way of acting. It comprises a set of observable behaviors.3,4 In aggregate, those behaviors, which in the context of medicine have been codified recently in the Physician Charter, are the means by which individual physicians fulfill the medical profession’s social contract with society.5,6 Based on a set of overarching principles (i.e., the primacy of patients’ interest, patients’ autonomy, and social justice), professionalism entails actions that are required of physicians to meet the expectations of patients and the public (see List 1).

It follows from this definition that individual physicians could, in theory, act in such a way as to fulfill all the expectations of professionalism without actually believing in the virtues or principles that underpin them—going through the motions, so to speak. From society’s perspective, insofar as the actions accomplished their purpose, such physicians would be doing their duty as professionals, however hypocritical or cynical their motivations.

Humanism, by contrast, is a way of being. It comprises a set of deep-seated personal convictions about one’s obligations to others, especially others in need. Humanism manifests itself by such personal attributes as altruism, duty, integrity, respect for others, and compassion. In the context of medical practice, humanistic physicians are intuitively and strongly motivated to adhere to the traditional virtues and expectations of their calling.

On the basis of these definitions, the link between humanism and professionalism can be summarized as follows: Humanism provides the passion that animates authentic professionalism.

There is an oft-quoted canard that says, “The most important thing for a politician to remember is to be sincere; if he can fake that, he’s got it made!” Just as politicians who attempt to fake sincerity are in constant danger of faltering and revealing their less savory character, so too are physicians whose professionalism lacks a solid foundation in humanism in constant danger of deviating from the ethical commitments of medicine.

In the absence of humanistic grounding, professionalism lacks authenticity; it is a thin veneer resting on a fragile and undependable frame. The challenges and frustrations of everyday medical practice pose innumerable opportunities and excuses for physicians to abandon their commitment to professionalism. Physicians who harbor the passion of humanism are best positioned to remain steadfast in fulfilling their professional responsibilities despite ever-present temptations to do otherwise.
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Implications for Medical Education
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Informing the admission process

The first and most obvious implication for medical education of the link between professionalism and humanism centers on the admission process. Successful applicants to medical school are, as a routine matter, expected to present solid evidence of their humanistic qualities. Indeed, a major challenge for admission committees is to identify candidates who, in addition to the requisite academic background and scholarly achievements, also possess the character traits indicative of success as humanistic physicians. Although efforts are being made to improve the tools available to assess applicants’ personal characteristics,7 those currently in use (e.g., personal interviews, letters of reference, documentation of extracurricular activities) do not seem to predict future performance in the humanism realm as reliably as grade-point averages (GPAs) and Medical College Admission Test (MCAT) scores predict scholastic performance.8 It is arguably for this reason that admission committees tend to base their decisions about whom to admit more on GPAs and MCAT scores than on other aspects of a candidate’s application.


[image: List 1]



A regrettable and presumably unintended consequence of this tilt toward GPAs and MCAT scores is that many prospective applicants justifiably perceive medical schools as being interested primarily in their academic credentials and as paying less, if any, attention to their personal qualities. As a result, many highly intelligent idealists, who would make excellent candidates for the profession, may fail even to apply because they think medical schools are only interested in what’s in their heads, not in what’s in their hearts.9 Indeed, what medical schools truly value in selecting future physicians is conveyed as much by the tacit and indirect messages they send to applicants as by the formal elements of their admission process. If medical schools wish to preserve the link between humanism and professionalism, they would be well advised to balance the strong message they send about the importance of grades and test scores with more visible evidence of their simultaneous interest in the humanistic attributes of their applicants.

Back to Top

Inculcating a commitment to professionalism

Considerable attention has been focused recently on the importance of strengthening the commitment of students and residents to medical professionalism. This issue of Academic Medicine is devoted to the topic of professionalism, and it consists largely of descriptions of successful efforts that medical schools throughout the country are making to position professionalism front and center among the learning objectives for their students. These articles and others in the medical education literature make clear that the formal, informal, and “hidden” curricula are being scrutinized for opportunities for improvement.10 Reliable techniques are being developed for evaluating students’ performance in the various domains of professionalism.11–13 Outcome studies have documented the value of in-school evidence of unprofessional behavior as a predictor of future disciplinary action by licensing boards.14 Remediation efforts are being devised for students who seem deficient in one or more aspects of professionalism.15 All of these efforts are to be commended, and more are to be encouraged. Indeed, no aspect of medical education should have a higher priority than ensuring that future physicians understand both the full weight of their responsibilities as professionals and the dangers to patients and the public from the current waning commitment by physicians to the tenets of professionalism.

As noted earlier, however, in the absence of deep-seated empathy and respect for the human condition, one’s commitment to professionalism would necessarily remain largely an intellectual exercise-what one might call skin-deep professionalism or cognate professionalism. Clearly, professionalism operating solely on an intellectual plane is better than no professionalism at all. But if medical educators desire to have the greatest impact here, they must not only convey the cognitive rationale and precepts of professionalism; they also must, as an integral component of the professionalism agenda, acknowledge and cultivate students’ and residents’ natural disposition toward humanism. Indeed, attempting to inculcate a commitment to professionalism without attending to the affect of humanism that animates it would be analogous to purchasing a Ferrari but neglecting to fill the gas tank. You might look good sitting in a fancy car, but it’s not likely to get you where you want to go.

Back to Top

Recognizing the role of humanism in professional development

Skeptics are likely to raise the objection here that the attributes of humanism are (or are not) developed early in life and that medical students are beyond the age when much, if any, improvement is possible. They might argue that it is sufficient to deny admission to those medical school applicants who seem to lack the desired humanistic attributes, in the belief that all who gain admission are equally—or at least adequately— endowed with those attributes. But it is common knowledge that matriculants to medical school, no matter how carefully selected, vary widely in temperament, personality, and readiness to be openly supportive of others. It seems axiomatic that whatever nascent humanism students are endowed with at the inception of medical school can only be reinforced and empowered by immersion in a culture that stresses the fundamental importance of altruism, duty, integrity, respect, and compassion as attributes of a good doctor. By the same token, of course, even the most humanistic matriculant will find it difficult to remain so if immersed in a culture that fails to esteem caring.

Sociologists tell us that cultural values are typically transmitted from one generation to the next by the way respected role models are observed to behave, by ceremonies that celebrate the values of the community, and by awards that publicly honor individual exemplars of those values.16–20 Each of these modes of transmission is clearly evident in the course of medical education. The effectiveness of role models is widely acknowledged as critically important in shaping students’ attitudes about their professional responsibilities, as well as in guiding career choices and in establishing specific patterns of practice. The ceremonial pageantry surrounding graduation from medical school helps to solemnize fundamental professional values, such as service to others and lifelong learning. Awards for exceptional scholarship, for research accomplishments, and for community service send powerful signals about what medicine values.

Humanistic care is acknowledged widely as a fundamental cultural value for medicine, yet, until recently, its relative importance has been conveyed to students and residents largely by the way they observed clinical faculty interacting with patients. Indeed, it was concern about the extent to which humanistic patient care seemed to be waning as a norm among clinical faculty (and others) that prompted the establishment of the Arnold P. Gold Foundation in 1988 and the introduction of its signature program, The White Coat Ceremony, which is typically conducted during orientation week for first-year students.21 The Gold Foundation has spawned several other activities to highlight the value of humanism in medicine; the most recent such activity—and potentially the most enduring one—has been the Gold Humanism Honor Society.22
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The role of humanities in the medical school curriculum

Medical educators, both in the United States23 and elsewhere,24–26 have begun to recognize the value of integrating “medical humanities” into the curriculum. Defined as “a sustained interdisciplinary inquiry into aspects of medical practice, education and research expressly concerned with the human side of medicine,”27 medical humanities draws illustrative materials from history, philosophy, literature, music, the visual arts, and other modes of human expression in an effort to strengthen students’ understanding of the vital connection between the existential and clinical experiences of illness. Although outcomes data are sparse, it is hard to deny the putative benefits of integrating such “nonscientific” material into the curriculum as a means for nurturing medical students’ humanistic attributes. For example, engaging powerful narratives written by thoughtful patients (and doctors) can stimulate self-reflection and broaden a student’s understanding of the consequences of illness both for those directly affected and for their families.28,29 Moreover, serious engagement with medical humanities offers a unique and compelling way to tap into the emotional dimension of the clinical encounter and can validate for students what it means to be, and not just act like, a humanistic professional.
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Summing Up

Professionalism is a way of behaving predicated on a conscious vow to place patients’ interests uppermost. Humanism is a way of being predicated on an innate predisposition to respond sympathetically to the needs of others. In the context of medicine, professionalism and humanism are best considered not as separate attributes of a good doctor but, rather, as intimately linked. Without a solid foundation of humanism to animate it, professionalism is overly dependent on good intentions, and it has little chance to prevail under the intense lure of self-interest rife in contemporary medical practice.

Nurturing the attributes of humanism in medical students and residents requires that medical educators use all of the modalities available for promoting a culture of caring in their institutions. Chief among those modalities are respected role models who unfailingly provide humanistic care, ceremonies that celebrate the attributes of humanism, awards that honor exemplars of the caring physician, and serious engagement with the medical humanities to provide vivid insights into what a humanistic professional is.
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ABSTRACT

The authors report on an integrated program of teaching, developing, and assessing professionalism as well as managing unprofessional behavior referrals and supporting students through the Personal and Professional Development Committee (PPDC) in the four-year, graduate-entry medical program at the School of Medicine, University of Queensland, Australia.

Two thousand six hundred thirty medical students have participated in the ethics and professional practice teaching program from 2000 to 2006. They were assessed through formal examination; students who did not satisfy requirements completed supplementary examinations. One student failed a year on the basis of formal examination. Instructors referred 507 students (19% of all enrolled) during the seven-year period to the PPDC, which interviewed 142 (25%; 5% of all enrolled) at least once; 25 of these more than once. In all, 711 reports were submitted to the PPDC, 420 (55%) for unsatisfactory attendance only and 291 (45%) for other concerns. Most of these (51%) related to “responsibility/reliability” and “participation” combined; 12% related to “honesty,” “discrimination,” and “doctor-patient relationship.” The PPDC referred four students to the board of examiners, and two students failed a year for persistent unprofessional behavior.

The authors established a Pyramid of Professionalism whose foundation is a formal curriculum of medical ethics, law, and professionalism. At higher levels, the pyramid mirrors Australia’s medical regulatory processes, combining nonpunitive support with the possibility of sanctions, by mediating and sometimes remediating a range of notified concerns. Students who persist in behaving unprofessionally or in seriously unacceptable ways have failed academically on professionalism grounds.



Many medical educators have addressed the challenge of teaching and assessing professionalism at medical school in response to numerous recent concerns about clinical and behavioral failures, as well as inadequacies in the profession’s self-regulatory responses.1–4 The public perceives the profession as too slowly exchanging its traditional culture of professional solidarity for one of greater public accountability,5,6 and medical educators are keen to accelerate change. The public and the medical profession alike accept the importance of doctors demonstrating professional behavior,7 and a flurry of definitions,8,9 proclamations,10 and official statements11 now exist to help guide developments for both the profession and medical education. A further impetus has been recent research demonstrating a relationship between unprofessional student behavior and subsequent involvement of doctors with their registration authorities.12,13 We accept the broad definition of professionalism, encompassing requirements for clinical competence and patient safety as well as behavioral standards, which these statements usually employ. The Pyramid of Professionalism reflects this broad understanding, although our focus here is on the management of unprofessional attitudes and behavior.

Deans and curriculum designers have expended much effort to integrate this hitherto ignored and conceptually different and difficult area into crowded medical curricula, in the face of continuing resistant cultural forces.14–16 Professors often introduce professionalism, particularly its attitudinal and behavioral aspects, as a component of bioethics and medical ethics curricula, but this has frequently resulted in inadequate assessment of these areas.

In this paper, we describe a now well-established program that integrates a medical ethics, law, and professionalism curriculum with a personal and professional development (PPD) process which primarily supports referred students but also includes an assessment function for unprofessional attitudes and behaviors. We report data on 507 students managed by the PPD process between 2000 and 2006, and we demonstrate that even a large medical school can meet the considerable challenges in assessing the noncognitive domain. This is a descriptive study because no systematic data concerning the management of poor performance in the noncognitive domains are available from the previous undergraduate course. Nevertheless, we describe a model with coherent theoretical underpinnings, which facilitate assessment in this fraught area of professionalism, as an integrated aspect of the academic program.
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Context, Setting, and Participants
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Medical education in Australia

Until little more than a decade ago, all Australian medical programs admitted the majority of students directly from secondary school, rather than from college programs, with only small quotas of older and international students. Many of these traditional five- or six-year programs have undergone considerable modification in recent years. The University of Queensland joined the University of Sydney and Flinders University in the mid-1990s to transform their programs into four-year, graduate-entry ones, requiring a university bachelor’s degree. In these transformed programs, problem-based learning (PBL) formats dominate the preclinical years, and expanded entry criteria include interviews. Since then, other universities have moved to graduate entry or hybrid entry (graduate and school leaver streams), and a number of new medical schools have followed the graduate-entry model. These programs have brought Australian medical education a little closer to the U.S. model, though a number of distinctions remain. The graduate programs accept students with any university degree, unlike the general custom in the United States, where medical schools prefer a liberal arts and science premedical preparation; although Australia is now beginning to see the development of these more focused programs. The first two years of medical school in Australia provide instruction in basic sciences and pathology, although early clinical contact is also a feature. The third and fourth years are clinical clerkships or rotations, and university graduation at the end of the fourth year is followed by an internship year which leads to unconditional registration with the state medical board. Although this is the minimal legal requirement, most graduates work as junior doctors in a hospital setting for two or three years before moving into specialist training streams.
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Formal curriculum in ethics, law, and professionalism

From the commencement of the University of Queensland graduate-entry medical program in 1997, the school of medicine (SOM) administrators developed the domain of ethics and professional practice (EPP), and instructors teach and assess it as a component equal in status to that of the scientific, clinical, and population health domains. The formal curriculum incorporates a range of ethical, legal, and professional topics, most of which are currently covered in years one and two; the bolded items in List 1 indicate those with particular relevance to professionalism. Instructors assess student mastery of this formal curriculum through written tests and objective structured clinical examinations (OSCEs), but the SOM administrators recognized that although performance in these assessments demonstrates understanding of professional issues, this does not validly reflect actual attitudes and behaviors. Consequently, they developed a PPD support and assessment process linked to, but distinct from, the formal curriculum, starting in 1999.
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Developing the PPD process

The ultimate, explicitly stated aims of the PPD process are to contribute to patient welfare and prevent patient harm.17 By helping students recognize error and personal and professional shortcomings; by supporting student health and welfare; by providing feedback, insight, and remediation regarding unprofessional behavior; and by assessing the noncognitive domain of student development, the process lays foundations to help fulfill these aims. It also reflects developments in professional regulation.

The SOM administration developed “needs assistance” categories (List 2) and support and assessment processes (described below) via a Delphi process involving SOM staff and committees, community members, and representatives of the profession (the Delphi process is a structured or semistructured process for exploring ideas and information from a group of experts or interested people, to develop an outcome for the group or the sponsoring organization18). The categories include many areas of concern raised in formal teaching sessions, as outlined in List 1. The descriptors pertaining to each needs assistance category comprise specific ideals to which students should aspire, such that a concern arises when any aspect of the student’s performance is perceived as inadequate and further exploration is desirable. The SOM piloted the process in 1999 and has implemented it fully each year beginning in 2000.

At the project’s inception, research conducted by an SOM PhD student and reported in November 2000 demonstrated that there was strong support (83% of instructors and 85% of students) for formal assessment of professionalism but considerable initial caution over practical ethical issues such as transparency, fairness, and implementation.19 Teachers expressed, through qualitative, free-text responses, concerns such as lack of objectivity, personal biases, and unfair exclusion, but they strongly supported intervention in cases of mental health problems and lack of self-care. Teachers and students expressed, again through qualitative responses, additional concerns, including reliability of evaluation, differential weighting of the categories, standards for academic failure on the basis of unacceptable behavior, perceptions of the process as punitive, incompatibility between teaching and assessment roles, an emphasis on negative attitudes and behaviors, and appropriateness of criteria according to year level. Thirty-nine percent of instructors disagreed or strongly disagreed that time spent by teachers with students for evaluation purposes was adequate, and 77% disagreed or were unsure about having had adequate briefing in using the process. Thirty-two percent of instructors were concerned that possible litigation and legal appeals would influence their participation.

The SOM conducted a review in 2001 and 2002, involving semistructured surveys and interviews of instructors and students in years one and two. As a result of the review, SOM administrators realized that, despite their good intentions in terms of developing a supportive process, significant proportions of students and staff perceived it as somewhat punitive. Consideration of the results of this review and the PhD student’s research led to a greater focus on student support, the development of a comprehensive instructor guide, improved explanations during orientation week, and greater attention to following up with at-risk students. These changes were effected through the PPD committee interviews, SOM committees, and the teaching program. The SOM introduced further refinements. For example, the chair of the Personal and Professional Development Committee (PPDC) now regularly briefs instructors in their first or second year at the SOM at the commencement of teaching blocks. The chair explains the PPD principles, processes, and templates; gives advice on providing feedback and support to students; provides information on university, SOM, and community support services; and, finally, offers examples of student concerns and exemplary responses by instructors during the PPD process.

A “Commitment to Professionalism” document, which students sign at the commencement of their first year, reinforces the principles and requirements of the process at an early stage and provides evidence that students understand and accept the SOM expectations of attendance and behavior which have assessment implications.20 The process is formative during medical students’ first year, but a policy change allowed year-one notifications to contribute to summative documentation from year two onwards. This means that a single needs assistance report or even multiple reports cannot be used as the basis of a failure on professional behavior grounds in year one, but the grounds for failing a student in years two, three, and four, in cases of repeated reports and PPD interviews, can include reports from year one as well as those from subsequent years.
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Figure 1 Pyramid of Professionalism. School of Medicine, University of Queensland, 2000 to 2006. The data are taken from school admissions and personal and professional development (PPD) databases. Two thousand six hundred thirty students were enrolled. Five hundred seven students were reported to the PPD committee as being in need of assistance, four students were referred to the board of examiners, and two students failed on the basis of persistent unprofessional behavior.
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Implementing the PPD process

The PPD process (Figure 1) encourages PBL instructors and clinical teachers to formally notify the chair of the PPDC of any concern from the listed categories (List 2) about a current student, which the instructor or teacher has not been able to resolve in situ. At briefings, the PPDC chair encourages instructors to use the instructor guide for student advice and to discuss students about whom they are concerned with the PPDC chair, if they feel the need. The chair strongly encourages instructors and teachers to refer students who they feel continue to need assistance despite their initial counsel, so that they may quickly resolve their issues, but the guide and the chair also promulgate the clear message that any single referral will not, of itself, constitute an impediment to the academic progress of the student. There is no stipulated threshold of seriousness up to which instructors must manage issues themselves before discussing the concern or referring the student for assistance.

We have found that attendance (and, to a lesser extent, participation) concerns are often the presenting symptom of a range of underlying student welfare or other kinds of issues, including illnesses (e.g., depression); part-time work commitments that, at times, interfere with commitment to the program; family and personal dilemmas; and so on. The significant extent to which the PPD processes are represented to students as supportive augments the idea that responding to concerns about attendance and participation does not amount to assessing the students as morally blameworthy but, rather their behaviors as concerns to be clarified. This approach is consistent with that of medical regulators in Australia (the state medical boards), where complaints about doctors are investigated and clarified before attaching any blame and applying sanctions. In some cases, attendance does turn out to constitute a significant lapse of professionalism—for example, when a student lacks sufficient maturity and insight into the need to accrue sufficient clinical experience to establish an adequate basis for internship training. Persistent absenteeism, in spite of support, advice, and, in some cases, reprimand, becomes a clear case of unprofessional conduct. Many early cases of student absenteeism, of course, are innocent lapses or reflect the casual culture of university life.

The PPDC sends a letter to students who are notified for the first time as having poor attendance, which invites them to communicate any difficulties and encourages their reflection. All subsequent attendance notifications and most needs assistance reports result in an invitation to attend an interview with the PPDC. The chair of the PPDC makes the decision concerning the need to attend an interview. Usually, only those students whose cases have already been managed by another school or university process are not required to attend an interview. The PPDC consists of the chair (the chair of the EPP domain of the program—currently a male), an academic psychiatrist (currently a female), and a medical students’ society representative (male or female). At the interview, the student responds to the instructor’s or teacher’s report, and the student and committee members clarify the issues which arise and negotiate a response/remediation plan and follow-up arrangements, if required. The chair of the PPDC sends a transcript of the interview to the student as well as a letter to the notifying instructor or teacher, indicating that the interview has occurred. In some cases, the PPDC invites students to subsequent meetings for further support and/or to monitor progress.

In cases of repeated needs assistance notifications, a single serious notification concerning behavior (such as a recent case involving attempted sexual molestation of a child by a medical student during a voluntary family attachment, with the student admitting to the charge in court), or a combination of unjustified absences and one or more notifications the PPDC may, by consensus, recommend that the head of school convene a subcommittee of the board of examiners. The head of school has discretion in deciding on convening a subcommittee. The head usually convenes a subcommittee on the PPDC’s recommendation, but, on two occasions, he has interviewed and further counseled students, with follow-up monitoring, in preference to moving to the assessment function of the process. The subcommittee first examines the relevant documentation and interviews the student and then makes a provisional judgment as to whether the student has satisfied the program requirements of professional conduct. The full board of examiners reviews the provisional decision and ultimately determines whether the student passes or fails the year on the basis of unsatisfactory professional attitudes or behavior (Figure 1). There is no fixed number or defined seriousness of notifications which constitute a failure. This flexibility reflects the enormous variation in the nature and seriousness of the issues raised, the need for careful negotiation in each interview, and the requirement for fair but appropriate judgment in relation to accumulated notifications. The PPDC has made recommendations to the head of school only when, on the basis of accumulated evidence, it is clear that the student has failed to respond to repeated advice and has established a significant prima facie pattern of unprofessional attitudes/behaviors. In contrast to most U.S. programs, Australian medical schools do not use deans’ letters to indicate student problems to residency programs, although in some Australian states medical students register with the medical registration boards, and, in these circumstances, boards become involved in the welfare and conduct problems of some students. The relationships between registration boards and medical schools regarding student conduct is in a state of flux at present, and it is likely that registration of students will expand as national rather than state-based registration of practitioners develops further.
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Statistical study

We extracted PPD data for the years 2000 to 2006, during which 2,630 students participated in the medical degree program, from a secure Microsoft Access database and secure hardcopy interview paperwork, managed by the PPD administration officer. We entered the data into one central registry, exported it into Microsoft Excel, and then imported it into SAS for data analysis. We used original paper reports to clarify data when required, including assigning needs assistance categories when instructors had not done so. We collapsed some notified categories on the basis of accompanying comments from instructors; for example, an instructor may note both responsibility/reliability and participation categories in cases where the fundamental concern is one about participation in classes. On the other hand, a number of reports indicated two or more distinct categories of concern for individual students. We cross-checked the data entered in the central registry with the original database.
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Outcomes

The performance of students in traditional assessments of EPP is similar to the other areas of the curriculum. For example, a total of 40 students failed the year-one EPP domain component (written exams and OSCE stations) from 2001 to 2003 (5.7%). These students sat supplementary examinations. One student (of these 40) repeated a year on the basis of subsequent EPP failure during the study period.

Between 2000 and 2006, 507 students, from the total enrollment of 2,630 (19%), received 711 PPD reports, including 420 unsatisfactory attendance reports, 120 reports with both unsatisfactory attendance and needs assistance, and 171 needs assistance reports. (The total enrollment of 2,630 comprises the 10 entering cohorts from 1997 to 2006; see Table 1.) These were distributed across the four years of the program in the following proportions: first-year students received 132 (18.6%) of the PPD reports, second-year students received 292 (41.1%), third-year students received 155 (21.8%), and fourth-year students received 132 (18.6%). Figure 2 indicates the proportion of total needs assistance reports (291) from each of the categories used from 2000 to 2006. The most frequent category was responsibility/reliability (136 reports or 46.7%), which reflects the fact that the most frequent trigger for instructor concern is attendance and punctuality, but it is clear from interviews, and not surprising, that a wide variety of issues (e.g., illness, personal or financial hardship, part-time work) underlies unsatisfactory attendance. The next-most-frequent category was participation (122 reports or 41.9%), with different contributing issues (e.g., personality or culturally based shyness, lack of confidence about knowledge) again accounting for many of these notifications. Thirty-four reports (11.7%) noted concerns in more than one category. For example, concerns about both responsibility/reliability (e.g., poor attendance related to a student’s part-time work commitments) and self-appraisal (e.g., poor insight into requirements of the program and the student’s marginal or poor academic performance) can coexist. Self-appraisal is often a relevant category for students who are interviewed, supported, and advised but then subsequently notified by another instructor to be in need of assistance and, therefore, interviewed again. This is particularly the case for those students who are interviewed numerous times. A small number of students are incapable of assimilating and responding to advice concerning, for example, offensive or careless interpersonal behavior, and some lack the insight required to accept that their performance is inadequate. The PPDC interviewed 117 students once and 25 students two or more times. It is important to note that not all students interviewed on multiple occasions demonstrated unprofessional behavior. For example, a student interviewed three times on the basis of presenting problems such as responsibility/reliability (List 2) may have personal, financial, or health problems and be attending follow-up and supportive interviews. Most such students welcome the invitation to return for discussion, and their experiences have contributed to dispelling perceptions amongst the student body of the process as punitive.
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Figure 2 Needs assistance reports by category, School of Medicine, University of Queensland, 2000 to 2006. The data are taken from the school personal and professional development (PPD) database. Five hundred seven students were reported to the PPD committee as being in need of assistance, 711 separate reports were generated, and 142 students were interviewed. The 291 needs assistance reports comprise 120 reports with both unsatisfactory attendance and needs assistance and 171 needs assistance reports.



The PPDC referred four students to the head of school when it considered that the supportive and advisory aspects of the process had not been effective. Two students failed on the basis of unacceptable professional behavior, with a requirement to repeat the year. These students had 6 and 10 PPD interviews, respectively. Because the EPP curriculum and PPD processes constitute a part of the mainstream program, these were academic failures on grounds of professionalism, in contrast to most universities’ traditional, nonacademic disciplinary methods of dealing with problematic student behavior. This reflects the acceptance of medical professional attitudes and behavior as an essential component of professional performance. The other two students did not fail, but the head of school interviewed them, gave them further advice, and monitored their progress the subsequent year. (Subsequent to the 2000–2006 study period, two more students have failed a year on the basis of unprofessional behavior.)
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Discussion

Medical educators agree that no admissions process will successfully prevent all future professionally inadequate students/doctors from entering medical programs.21 They also recognize that some high academic achievers exhibit unacceptable professional behaviors in subsequent professional practice. At one point during the study period, a student who subsequently became involved with medical board disciplinary processes achieved the highest cohort score in EPP examinations! Our results from seven years demonstrate that the attitudinal and behavioral aspects of professionalism can be assessed within the contexts of the teaching and learning of ethics, law, and professionalism through adequate support and feedback; through rigorous record-keeping; and through collegiate judgment.
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Issues and responses

Problems contributing to attendance and punctuality reports include physical and mental health problems, personal and financial difficulties, and overcommitment to part-time work. Participation notifications include quiet types, but personality disorders, anxiety, and depression also interfere with participation and attendance. Some international students indicate that their home culture encourages them to passively receive knowledge from their superiors, which both poses difficulties for them in a PBL environment and affects group functioning. We tentatively interpret the significantly higher number of needs assistance reports from year two as a reflection of a number of aspects of students, teachers, and the program’s structure. During year one, students generally exercise caution while negotiating a novel domain. By the second year, they have found their feet and become familiar with the program, but a number of students remain somewhat immature and, in these contexts, more readily express their foibles and inadequate capacity for reflection. By years three and four, they are more widely dispersed throughout a vast geographical area, are seriously engaged in clinical contexts, and are somewhat more mature. Many of those who have been interviewed do not attract further notifications and, presumably, have reflected and modified their approaches. Further, teachers who instruct third- and fourth-year students are not as easily reached for professional support and development in these newer areas of welfare and professionalism, and notification of concerns for these students is likely to be not as efficient or as complete as for students in the earlier years.

Occasionally, the PPDC makes urgent referral arrangements for mental health assessment and management. More frequently, the committee advises students to see their general practitioners. When appropriate, the PPDC reinforces attendance and punctuality expectations by calling students’ attention to program rules and expectations, and the committee emphasizes the assessment implications of further notifications by calling students’ attention to the program’s requirement for demonstrating adequate professional attitudes and behaviors in order to progress (see below).

Responding to problems of self-appraisal, respect, and discrimination (see specifications in List 2) is often less clear-cut. Students may state that their apparent failings were not malicious, that others have misinterpreted them, or that their instructors could have intervened at an earlier stage to resolve the problem. When it is clear that the student lacks insight into the inappropriateness and possible harmful consequences of a particular behavior, the PPDC gives clear guidance about the standards expected by both the community and the profession. Negotiating responses in these instances must be subtle and flexible because students may be genuinely ignorant of the potential for harm of their behavior (such as flippant comments or jokes), and a number of notifications result from differences of either perception or approach between students and instructors. For example, some overseas-trained instructors express difficulty with the often boisterous camaraderie which can characterize some group learning settings. This means that the PPDC often advises students that whereas some people may understand that the students did not intend their behavior to be harmful or potentially harmful, they must reflect on the possibility that others may perceive their behavior as damaging or possibly damaging, and they (the students) must exercise greater mindfulness and consideration. The PPDC has occasionally concluded that the instructor has treated the student unfairly, and, in fact, instructors have been removed from the teaching program on the basis of independent comments from a number of students.

We do not initially distinguish between concerns for student welfare and concerns about attitudes and behavior, and U.S. readers may find this model somewhat different from their own, where the helping and sanctioning processes are more clearly separated. But some problems of student well-being have potential implications for patient welfare and safety, and behavioral failings may be based on mental health problems, personal stress, or even coercive pressures in the student’s learning environment. We believe this intermingling of factors can be quite complex in the presenting phases, so that, for some time at least, attributions of blame and consequent sanctions are inappropriate. Moreover, medical regulators now take into account the various factors (e.g., illness, substance abuse) which contribute to behavior resulting in complaints, in an effort to rehabilitate affected doctors and, when possible, keep them in the workforce. The PPD support-assessment continuum similarly provides students with advice, feedback, and support while simultaneously underscoring the fact that failure to heed advice may have assessment implications, just as the recalcitrance of practitioners, impaired through any cause but provided with avenues of rehabilitation, may ultimately result in disciplinary action. Despite these complexities, we have explicitly promulgated a clear distinction between the support and assessment processes, which has gone some way to ensuring students that an invitation to attend a PPD interview is a supportive, not a disciplinary or punitive, matter.
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Integrating the PPD processes in the program: the Pyramid of Professionalism

Professional attitudes and behaviors contribute to professional competence and should be assessed. The literature reports a wide range of teaching formats,22–24 but the PPD process itself also serves an important educative function. Most students integrate the principles of professionalism (List 2) into their own, already well-developed personal value systems, and we regard students who have not been interviewed, and those interviewed but who do not reappear, as achieving satisfactory standards in professional attitudes and behaviors.

A model which focuses on unacceptable behaviors differs from familiar graded assessments which reward high achievement, because of the categorical differences between cognitive and moral/behavioral competencies. We agree with Huddle25 that although the cognitive capacities (knowledge and skills) of medical students require implantation and cultivation de novo, and accretive learning and its evaluation, the roots of professional attitudes and behavior are well and truly established at the commencement of studies and are not as amenable to cumulative, positive evaluation as are those other attributes. Actual behavior during routine activity is the object of our behavioral assessment, not special assignments or cognitive hurdles such as written or simulated examinations,26 which essentially assess students’ knowledge about desired behavior, not their behavior itself. Positive measurements of acceptable behavior generally require simulated assessment, but this does not assess actual, day-to-day, behavior. Further, the demonstration of positive levels of professional virtues such as honesty is conceptually and practically problematic. What would being ranked as more honest than someone else who, nevertheless, is also considered to be honest, amount to? Would it require being placed in a situation of demonstrating one’s honesty under some duress, for example? And would that not imply some inequity of opportunity in being able to demonstrate grades of honesty? Although there may be aspects of professionalism which lend themselves more readily to positive assessment, depending on how broadly professionalism is defined (e.g., attendance and punctuality), and although most schools are likely to develop some combination of positive and negative student assessment, we believe that in the area of attitudes and behavior, our model will become more attractive as faculty face the conceptual and practical challenges of behavior assessment more squarely. Without such an approach, the aims of evaluating actual behavior and of preventing the progress of students who, it is agreed, ought not to progress, will remain elusive.

Reliable assessment requires the collation of notifications over time27,28 from multiple independent observers, across different settings.29 Attaching significance to such patterns, assuming acceptable attitudes and behaviors at entry, accepting as satisfactory those students who are not referred to the PPDC or who do not reappear, and meticulously documenting notifications, interviews, and feedback all mirror the processes of professional self-regulation used by the medical registration authorities. Self-regulation is a fundamental and indispensable component of professionalism, contrary to some recent proposals,30 and the Pyramid of Professionalism effectively introduces students to the regulatory environment of the profession. The model for assessment of professional attitudes and behaviors also mirrors a distinction made at the level of professional practice in Queensland. The state medical board is responsible for investigating claims against practitioners, but when investigations uncover prima facie cases of unprofessional conduct, the board refers them to either a professional conduct review panel, where decisions are made by two peers and a lay person, or to the health practitioners tribunal, where the decision maker is a district court judge assisted by two professional peers and a lay person. The panels deal with relatively less serious clinical matters (e.g., matters of clinical competence not resulting in serious harm), whereas the tribunal deals with more serious breaches of conduct or clinical competence (e.g., sexual impropriety or cases resulting in serious harm). Only the tribunal can suspend registration or deregister a doctor. In a roughly similar way, the PPDC takes on the role of support, clarification, and negotiation, up to the point of referring prima facie cases of recalcitrant unprofessional behavior to the subcommittee of the board of examiners. Only this group, like the tribunal, can make summative assessment decisions and impose academic sanctions.

The student body has strongly supported the PPD support and assessment processes. The PPDC student member is usually the president of the medical student society, which encourages considerable confidence in the process. Senior students participate during orientation activities in familiarizing first-year students with the process. Student representatives on SOM committees regularly communicate student concerns and participate in deliberations and decisions concerning the PPD process. The student society is a representative body whose executive members sit on SOM committees, contribute to curriculum development, and run student support programs, study groups, mentoring schemes, advisory services, and social functions. Student members of the PPDC have frequently provided relevant information and advice to students being interviewed-advice that would otherwise not have been available and that frequently involves specific support from the society. The society has also proposed an extension of the program to include peer assessment,31 which would further increase confidence in the process.
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Summary

We designed, implemented, and continue to refine a support and assessment process relating to the welfare and professional attitudes and behaviors of medical students, integrated with the formal teaching and assessment of ethics and professional practice. The model is consistent with the continuing development of professional regulation regimes. Academic failure has resulted from poor professional behaviors. We encourage other schools to consider adapting the model for their own circumstances.
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Correction

In the article by Parker et al. in the August 2008 issue of Academic Medicine,1 there are the following corrections:

In the abstract: In paragraph 3, the next-to-last sentence should read Most of these related to “responsibility/reliability” (46.7%) and “participation” (41.9%); 12.4% related to “honesty/integrity.”

In the report: On p. 738, column 3, the sentence that now begins “Thirty-four reports …” should be replaced with “As indicated by Figure 2, of the 291 needs assistance reports, a significant percentage involved concerns in more than one category.”

© 2008 Association of American Medical Colleges
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ABSTRACT

Purpose
Assessing professionalism is hampered by varying definitions and these definitions’ lack of a clear breakdown of the elements of professionalism into aspects that can be measured. Professionalism is multidimensional, so a combination of assessment tools is required. In this study, conducted during 2007–2008, the authors aimed to match assessment tools to definable elements of professionalism and to identify gaps where professionalism elements are not well addressed by existing assessment tools.

Method
The authors conducted literature reviews of definitions of professionalism and of relevant assessment tools, clustered the definitions of professionalism into assessable components, and clustered assessment tools of a similar nature. They then created a “blueprint” whereby the elements of professionalism are matched to relevant assessment tools.

Results
Five clusters of professionalism were formed: adherence to ethical practice principles, effective interactions with patients and with people who are important to those patients, effective interactions with people working within the health system, reliability, and commitment to autonomous maintenance / improvement of competence in oneself, others, and systems. Nine clusters of assessment tools were identified: observed clinical encounters, collated views of coworkers, records of incidents of unprofessionalism, critical incident reports, simulations, paper-based tests, patients’ opinions, global views of supervisor, and self-administered rating scales.

Conclusions
Professionalism can be assessed using a combination of observed clinical encounters, multisource feedback, patients’ opinions, paper-based tests or simulations, measures of research and/or teaching activities, and scrutiny of self-assessments compared with assessments by others. Attributes that require more development in their measurement are reflectiveness, advocacy, lifelong learning, dealing with uncertainty, balancing availability to others with care for oneself, and seeking and responding to results of an audit.



We see professionalism as central to the practice of medicine, yet the difficulty of its assessment is nearly as great as the value we place on it. Progress in assessing knowledge and skills has seen a move to authentic assessments that better match the expectations of doing the job. This progress has further highlighted the need to strengthen our assessment of professionalism. Yet, professionalism as a concept can be difficult to pin down.1 There is universal acceptance that it is important, and most people agree when they see that it is missing, yet definitions range broadly.2,3 For some, it may be seen as a unidimensional entity and it is simply called “professionalism”; for others, it has become so broad as to encompass everything a doctor needs to do to undertake his or her job. Most agree than a core component of professionalism is a commitment on the part of the individual practitioner to self-monitor4–10 and improve.11

The need to measure professionalism better is further highlighted because it is under threat. For example, external regulation may undermine intrinsic motivation to improve. Also, shorter working hours mean that some doctors may find it harder to develop an enduring commitment and sense of accountability. Finally, financial incentives and disincentives can compete with personal, moral, and ethical responsibilities.

There have been attempts to develop a number of new assessment tools that try to grasp the essence of, or at least a component of, professionalism. For example, many medical workplaces are now using multisource feedback as an assessment tool. This fills an important gap, yet there is now the trap that some may view the sole use of multisource feedback as being synonymous with providing a comprehensive assessment of an individual’s professionalism.

In view of the broad range of definitions of professionalism, alongside the development of a number of new assessment tools, we saw the need to try to draw together some of the threads from both these areas, a research agenda that has been strongly endorsed elsewhere.11 What might a more programmatic approach to the assessment of an individual practitioner’s professionalism look like? To answer this, we needed to assimilate the various definitions of professionalism, collate the assessment tools that would be useful, and map those tools to the elements of professionalism (a blueprint) so that areas of overlap and assessment gaps could be identified. Such gaps could then inform where new assessment tools should be developed or where previous assessment tools could be adapted.

We were helped in this task by groundwork completed previously by other authors. A earlier systematic review of measures that have been used concentrated on the period between 1982 and 2002 and summarized assessment instruments available up to then.12 This was a useful starting point, which highlighted the lack of well-documented studies of instruments that can be used to measure professionalism. The second useful piece of work was undertaken by van de Camp et al10 to try to define professionalism by conducting a thorough literature review, thematic analysis, and validity check in 2004. Since then, there has been important work in developing consensus statements on professionalism-for example, from the Royal Colleges of Physicians,11,13 the Charter on Medical Professionalism arising from the Medical Professionalism Project,14 and the British General Medical Council statements on good medical practice.15

Measuring or assessing professionalism is hampered by two major problems. Although there are many definitions of professionalism, these are often so broad that they do not lend themselves to aspects that are easily assessable. Furthermore, there is no agreed consensus, and views on professionalism may change over time.3 The existing definitions also lack a clear breakdown of the elements of professionalism into aspects that could be measured. The second problem is that there have been a number of attempts to develop tools to measure professionalism, and much progress has been made. Yet, we know from other lessons learned in assessment that single tools are rarely able to assess complex areas adequately. A combination of tools will be required; however, the critical question is what that combination might entail.

A programmatic approach is likely to be needed16,17 whereby multiple snapshots of an individual’s professionalism can be taken and then collated into a whole to develop a clear picture of that person’s strengths and weaknesses and to provide a body of evidence on which to base summative decisions.18

This study had four aims:



[image: ]  To synthesize the various definitions and interpretations of professionalism

[image: ]  To describe a toolbox of possible assessment methods

[image: ]  To produce a blueprint that matches assessment tools to the identified elements of professionalism

[image: ]  To identify gaps where professionalism elements are not well matched by assessment tools
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Method

We carried out this study during 2007–2008 in five stages: (1) a literature review of definitions of professionalism, (2) a thematic analysis of the definitions of professionalism, (3) a literature review of tools to assess elements of professionalism, (4) creation of a blueprint whereby the elements of professionalism are matched to relevant assessment tools, and (5) identification of assessment gaps.

In undertaking the literature review to identify definitions of professionalism, we were particularly interested in building on the work of van de Camp et al,10 who undertook a similar literature review and thematic analysis in 2004, but we also concentrated on studies that used a systematic process to develop consensus statements or to reach a shared understanding of a definition. The initial search was conducted within the Medline (1996–2007) database and was significantly supplemented by checking references for additional publications, enabling us to incorporate seminal work such as the Medical Professionalism Charter,14 Royal College statements,11 and the General Medical Council’s statement of good medical practice.15 In excess of 50 articles were identified, although more than 20 were rejected through their duplication of existing concepts or definitions.

Each of us undertook a thematic analysis of the definitions of professionalism by identifying the key elements from each definition. We then discussed any areas of difference and agreed on consensus elements and themes. We clustered those elements by taking account of two aims: to cluster them into similar attributes and to cluster them into themes that might use similar assessment techniques. From this, we aimed to develop a working definition of professionalism that captured all the relevant aspects. Alongside this was the need to clarify the behavioral manifestations of some key elements if the definitions were unclear.

We used those elements as the foundation for an expanded literature review to identify examples of relevant assessment tools. We searched for terms including the elements themselves (e.g., “teamwork,” “reliability”) combined with variations describing the tool, such as “instrument” and “examination” as well as terms including “assess,” “evaluate,” “measure”, and their derivatives (e.g., “assessment,” “evaluation,” and “measurement”). The search was originally conducted within Medline and was expanded through manually checking bibliographical references for further publications. We concentrated particularly on articles published since 2002 to build on the work undertaken by Lynch et al.19 We were especially interested in identifying tools that could be used as part of a summative process—that is, tools that, when combined with other tools, might be sufficiently robust to inform summative decisions. This meant discarding many interesting but less relevant ideas on how professionalism could be taught or learned. We undertook a similar, but simpler, thematic analysis of these identified assessment tools and thereby clustered each tool into those of a similar nature that seemed to assess similar attributes.

We then created a blueprint whereby we matched the attributes of professionalism to the assessment tools.

Finally, we identified the gaps where activities did not have an existing assessment tool or where a single tool may not fully assess an attribute adequately.

Back to Top

Results
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Defining professionalism

A classification of the themes arising from definitions or interpretations of professionalism, mapped against the relevant references, is offered in Table 1.
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Some terms arose that required clarification. The first was “self-regulation,” which is widely accepted as an integral component of a profession. Self-regulation of a profession has implications beyond self-regulation at an individual level. At the level of the individual, which is the focus of this report, we believe the term “self-regulation” to be insufficiently explicit because it could be interpreted as meaning preserving the status quo. Instead, we have chosen the term “commitment to autonomous maintenance and continuous improvement of competence.” We have further expanded this concept to include oneself, others, and the systems in which one works.

The second term was “altruism,” which was sometimes inferred as meaning subjugating oneself for others, yet this contrasted with maintaining a healthy work-life balance. We have therefore adopted the concept, “Balance availability to others with care for oneself.” This concept arose in relation to patients but also in relation to colleagues, so we have placed it within each of the two themes that focus on patients and on colleagues, respectively. The third term was “maturity,” which was mentioned in two articles.7,10 We found this difficult to define and were not convinced it could be classified into a separate, assessable entity on its own. Fourth, professionalism has its own underpinning base of knowledge that can be assessed with traditional knowledge tests, such as multiple-choice questions. Predominantly, however, professionalism is about what someone does, rather than what he or she knows. In developing a blueprint, we did not wish to ignore the underpinning knowledge base20,21 but, instead, wished to place our emphasis higher on Miller’s22 pyramid; that is, toward “doing” and away from just “knowing.” Finally, some definitions include ensuring that a patient’s family are well informed. The concept of family has different meanings for different people, so we preferred the phrase “people who are important to the patient.”

Nearly all definitions of professionalism included some element of reflectiveness and/or self-monitoring. The purpose of this is to improve one’s competence. We therefore decided that these elements should be placed within the theme of improving competence in oneself.
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Identification of assessment tools

These clustered into groupings according to their use. Table 2 shows examples of tools within each grouping. We explain the groupings below.
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Assessment of an observed clinical encounter.

The mini-CEX is an example of this type of assessment tool.23–26 This tool is used to assess a 15- to 30-minute observed snapshot of a doctor/patient interaction that is conducted within actual patient-care settings using real patients and that has a structured marking sheet that covers predefined generic areas. Validity derives from using authentic interactions, and reliability is achieved by ensuring aggregation of multiple assessments and multiple assessors. Standardization between sites can be achieved with examiner training and by collating scores from several encounters. The original mini-CEX asks for assessment of professionalism as a single global entity. Modifications to this have been made to look at specific aspects of professionalism through the development of the Professionalism Mini-Evaluation Exercise (P-MEX),27 which can assess four discrete areas: doctor-patient relationship skills, reflective skills, time management, and interprofessional relationship skills.

Back to Top

Collated views of coworkers.

This is usually achieved through multisource feedback (MSF), which is the systematic collection and feedback of data on an individual’s performance, acquired from a number of stakeholders. In the past, this has sometimes been referred to as 360-degree assessment.24,28–34 Typically, the person being assessed nominates 10 to 20 assessors who collectively can comment on the specified range of that person’s abilities. The assessors may include supervising consultants, registrars, nurses, allied health professionals, and clerical staff. MSF can be used to assess actual behaviors within the workplace that are difficult to assess within formal assessment conditions. It can be used to assess skills and behaviors that can sometimes be concealed within a formal assessment.
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Record of incidents of unprofessionalism.

This is used on an “as-required” basis whereby an observed incident of unprofessional behavior can be reported and collated centrally. An overview group would look at the reports to determine whether a pattern of behavior is apparent and/or whether further action is needed.35,36

Back to Top

Critical incident report.

This method asks the doctor to reflect on a critical incident he or she has experienced or witnessed.37–39 Because the incident is self-identified, it contrasts with a record of an incident of unprofessionalism described above. It can encourage reflection and attention to elements of professionalism, but it is dependent on the type of incident to determine which aspect of professionalism is being assessed.
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Simulation.

Simulations are contrived scenarios that resemble real-life situations but that usually use models or simulated patients.33,40 Sometimes, these can be incorporated within an objective structured clinical examination (OSCE).33 Simulations can be used to assess rare or unpredictable situations or to standardize assessment of higher-order communication skills. Because they are conducted within an artificial context, this can reduce validity, although many “high-fidelity” simulations can be very realistic. They can be useful in assessing how well someone works under pressure. Single simulations, like single OSCE stations,41 can be unreliable.
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Paper-based test.

This requires provision of a scenario, such as an ethical dilemma or video encounter, and a series of questions to be answered.42 It can test underlying knowledge of some principles of professionalism, moral reasoning or decision making, and what should be done, but it cannot assess what a candidate actually might do in practice.
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Patients’ opinions.

This is usually obtained by collating questionnaire-based opinions of patients about the nominated person’s abilities in specified areas.33,43–46 It can be used to assess actual behaviors within the workplace that are difficult to assess within formal assessment conditions. It is a direct survey of the key stakeholders of a health service. However, as discussed later, some patient populations can be more critical than others, so interpretation of results should be in conjunction with other assessments and with an understanding of the population that has been surveyed.
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Global view of supervisor.

This is a summary view, usually by a supervisor, reported on a form with predefined criteria. The criteria help to define the areas of importance, but the tendency for them to be used as views of single observers at single points in time can make them unreliable and difficult to defend,47 despite demonstrations of internal consistency. However, such a summary can be useful if it is used repeatedly over time and if it draws on the evidence derived from other assessments. If multiple raters are used and the results are collated, then it functions like multisource feedback. We have therefore taken the view that it is not an assessment instrument in itself but more a means to report a summary of assessments. For these reasons, we have not included this in our blueprint as an assessment tool, but we acknowledge that it can have an important role in a programmatic assessment process.
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Self-administered rating scale.

This is a questionnaire-based tool that an individual uses to assess his or her personal attributes or attitudes. It can aid reflection, but it has limited use in summative assessments, because it cannot assess what a person actually does.
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Assessment blueprint

The overall blueprint is shown in Table 3. Note that critical incident report is not on the blueprint, because the areas it maps against would be individual and idiosyncratic. If we take the view that the best assessments are ones of direct observation of the behaviors of interest, then the mini-CEX,23–26 and particularly the P-MEX,27 would be core components of an assessment program. Some behaviors can be concealed if a person knows that he or she is being directly observed, so the collated views of coworkers (MSF) and of patients (patient opinion surveys) become complementary sources of information. Moral reasoning could be assessed by a simulation or, more efficiently, by a paper-based scenario. The gaps, or remaining attributes that would not be well assessed using these methods alone, are
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Discussion

In this study, we attempted to clarify the elements of professionalism and to cluster them into assessable components. This process has confirmed that professionalism is multifaceted, and therefore a person could be excellent in one aspect and deficient in another. Furthermore, the assessment blueprint demonstrates how no single tool is able to measure effectively a person’s professionalism as a whole and that several tools will be required.

The themes of professionalism that we have chosen are not the only way the cake could be cut, but we have attempted to synthesize the range of definitions and themes used by others into a unified whole. Over time, we anticipate that this classification could be challenged or refined. However, in the meantime, there is a pressing need to align these themes with assessment instruments.11,48

The blueprint demonstrates that direct observations (through the mini-CEX23–26 and P-MEX27) and collated views (through MSF and patients’ opinions) are crucial elements because they capture many aspects in reliable, valid, and feasible ways. Medicine has, at times, been rather defensive about using patients’ opinions as a measure of anything, arguing that external factors might have a significant impact on how a patient views his or her doctor. Doctors, for example, do not and should not always acquiesce to patients’ demands, yet failure to do so could result in unfavorable ratings from that patient. The message and the messenger can sometimes be confused so that doctors might receive poor ratings if the messages they bring are unpalatable. In contrast, patients are the reason for our profession to exist, are the most important stakeholders, and appreciate having their views heard. Just as any instrument in isolation cannot measure a doctor’s professionalism, so too can patients’ opinions be misleading if taken on their own. However, patients’ opinions do complement other sources of information, and the blueprint shows they fill an important gap.

Portfolios have often been suggested as a means to assess professionalism.49 The function of a portfolio is to collate data from a variety of sources to form a body of evidence.50 Its value is therefore dependent on the contributing data. If the data are restricted to only a few elements of professionalism, then an incomplete picture will be formed. Furthermore, it acknowledges that the evidence will require a combination of global judgments alongside more structured instruments. Both approaches are reliable, provided data from sufficient numbers of observations and observers are aggregated.51,52 This reinforces the need for a systematic collection of evidence based on a blueprint, such as we have produced. Nevertheless, the whole of professionalism is more than the sum of the parts,3 and there is a need to be able to take an overview of all elements. We therefore see the portfolio as having an important role in collating evidence, but not as the source of that evidence. In itself, however, it is not an assessment tool of self-assessment or reflection. It therefore has a second important role in a person’s professional development by providing an opportunity to self-assess, reflect on the contents of the portfolio, and improve.

This leaves some important elements that are not easily assessed using mini-CEX, P-MEX, MSF, patients’ opinions, paper-based tests, or simulations (listed at the end of the previous section). However, insight could be assessed by asking a person to complete a mini-CEX, P-MEX, or MSF form about himself or herself and by comparing that score with the scores of others. Used in this way, a measure of insight could be gained by noting any areas of discrepancy. Reflection is an element within the P-MEX, but this is only around isolated events, so there may be a need to adapt existing tools53 or develop additional measures of reflection. A person’s ability to advance knowledge could be assessed by documenting publications, presentations, research, or teaching activities.
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The remaining attributes are less amenable to assessment with existing discrete tools but could be assessed with new tools or through appropriate assessment processes. For example, reflectiveness, advocacy, lifelong learning, dealing with uncertainty, balancing availability to others with care for oneself, and seeking and responding to results of an audit could be the foci of discussions with a supervisor or colleague. As such, the commitment to looking at these areas could be assessed, but it is less clear whether the attributes themselves could be accurately assessed. Although these processes would gather useful information on these attributes, these areas should also be high priorities for the development of novel assessment methods.

The strength of the blueprint that we developed is the multifaceted approach taken to this problem, by drawing together the varying definitions and measures of professionalism. The main limitation, however, is related to this, as the classifications we have chosen could be refined or debated. We acknowledge that a variety of classifications could be used, but we would argue that the mix of tools that should be used and developed is unlikely to be altered by such reclassifications.

We conclude that professionalism can be assessed using a combination of mini-CEX, P-MEX, MSF, patients’ opinions, paper-based tests, simulations, measures of research and/or teaching activities, and scrutiny of self-assessments compared with assessments by others. A portfolio is a useful means to support such a program of assessment. Attributes that require more development in their measurement are reflectiveness, advocacy, lifelong learning, dealing with uncertainty, balancing availability to others with care for oneself, and seeking and responding to results of an audit. These attributes should be the focus of development of tools and/or processes. The few tools that do exist need to be adapted.
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ABSTRACT

Organized medicine’s modern-day professionalism movement has reached the quarter-century mark. In this article, the authors travel to an earlier time to examine the concept of profession within the work of Abraham Flexner. Although Flexner used the concept sparingly, it is clear that much of his writing on reforming medical education is grounded in his views on physicians as professionals and medicine as a profession.

In the first half, the authors explore Flexner’s views of profession, which were (1) empirically (as opposed to philosophically) grounded, (2) case based and comparatively framed, (3) sociological in orientation, and (4) systems based, with professionalism conceptualized as dynamic, evolving, and multidimensional.

In the second half, the authors build on Flexner’s systems perspective to introduce a complexity science understanding of professionalism. They define professionalism as a complex system, introduce a seven-part typology of professionalism, and explore how the organization of physician work and various flash points within medicine today reveal not one but several competing forms of professionalism at work. The authors then develop a tripartite model of professionalism with analysis at the micro, meso, and macro levels. They conclude with observations on how best to frame professionalism as a force for change in 21st-century medical education.

Flexner’s reforms were grounded in his vision of two particular types of professional—the physician clinician and the full-time academic physician–scientist. The authors propose reform grounded in professionalism as a complex system composed of competing types.



Medicine in the United States today is awash in a sea of complexities. Millions lack access to basic medical services.1,2 Health disparities abound.3,4 Efforts to improve patient safety are labyrinthine.5 Quality in patient care remains elusive, and quality initiatives are often contradictory.6–8 Health expenditures have surged into the trillion-dollar stratosphere.9 Medical school graduates court lifestyle specialties and are abandoning primary care in record numbers.10–13 Mandated limits on resident duty hours have upended traditional teaching practices, and questions about the commitments of newer physicians to traditional professional values have become part of the national educational dialogue.14–17 Reports of economic opportunism and conflicts-of-interest (COIs) within researcher, educator, and clinician ranks have become a media staple.18–21

Within this maelstrom of work and identity, organized medicine has called for change along a number of fronts, including quality of care, patient safety, evidence-based medicine, physician workforce, and, in the face of a self-perceived loss of public trust, a call for physicians to recommit themselves to the principles of medical professionalism. In sum, medicine currently struggles with what it means to practice high-quality scientifically grounded medicine, how one best trains physicians for an ever-changing work environment, and what it means to be a professional.

One hundred years ago, medicine and medical education faced a similar crisis of identity and identification. An emerging science of clinical medicine was being held hostage by the practice patterns of clinicians trained in another era and under a different value system—much like today’s controversies over evidence-based medicine, the nature of scientific evidence, and the “necessary” restructuring of physician practice patterns.7,22,23 Commercialism, which at that time was emblematized by a gaggle of proprietary medical schools, cast a very long and stifling shadow. Meanwhile, a rapidly expanding (numbers and geographic) population lacked access to well-trained physicians. Into this vortex stepped a number of change agents, including Abraham Flexner, Frederick T. Gates, Franklin Mall, Henry Pritchett, and William H. Welch. They represented a new vision of medical education and medical practice and the emerging power of philanthropic organizations. Flexner’s Bulletin No. 4 (the “Flexner Report”)24 was one important blueprint in that reform.

As visionaries conceived and philanthropies conspired, change began to bubble. In this article, we focus on one particular percolate—professionalism. Flexner’s efforts to reform medical education and medical practice were very much grounded in his views of physicians as professionals (or at least “potential professionals”) and of medicine as a profession. See footnote Flexner’s approach to professionalism is notable in several respects.



[image: ]  His approach was empirically (as opposed to philosophically) grounded.

[image: ]  His approach was case based and comparative. Flexner drew on other occupations and other educational systems in crafting his analysis.

[image: ]  Flexner’s orientation was philosophical, with society and social forces playing a determining role in the evolution of professionalism.

[image: ]  Flexner took a systems approach, treating professionalism as an evolving and dynamic force.

[image: ]  Flexner’s view of professionalism was multidimensional: He conceptualized professionalism at both the individual and organizational levels.

[image: ]  Flexner saw professionalism embodied in two somewhat countervailing types: the full-time academic physician–scientist versus the practicing clinician.



Of additional interest is the similarity of Flexner’s approach to current educational reform and the new science of complexity, an approach being adopted by a growing network of faculty within academic medicine. Like Flexner, these scholars conceptualize many of the challenges facing medicine today in systems terms, ranging from disease etiology25,26 to community health,27 primary care,28 and medical professionalism.29–31 Key to these initiatives is the promise of improved health policy27—which leads to yet another way these complexity science scholars are similar to Flexner. Although Flexner did not write extensively about professionalism, it is clear that his methodological approach to change cast professionalism as an engine of reform. More specifically, he grounded his reform of medical education in a particular type of professional, the full-time academic physician–scientist. In sum, the success of Flexner’s reforms was, in part, a function of the method he adopted, which often is the case with results seeped in complexity analysis as well.

We believe that these previously unexplored linkages between Flexner’s systems-like view of professionalism and his visions for medical education reform have considerable import for more contemporary calls for change. We also believe that further insights can be gained by revisiting Flexner’s original vision for change, his underlying methodological approach, and the role of professionalism in that change, and, in turn, placing all three within a more formal complex systems framework. We wrote this article to demonstrate why we hold these beliefs.
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Overview

We organized this article into two major sections. In the first section, “Flexner and Professionalism,” we review what Flexner had to say about the nature of professions and professionalism, paying particular attention to Flexner’s view of professionalism as a dynamic and fundamentally social process and the transformative role Flexner envisioned for altruism in the growth of medicine as a true profession. Also core to Flexner’s visions of educational reform was his view that commercialism is antithetical to professionalism and his identification of a new type of medical educator—the full-time academic physician–scientist. We highlight Flexner’s relatively sophisticated systems view of professionalism, his sensitivity to context, his views of how different models of medical education have evolved out of different social and cultural environments, and his penchant for using comparative case studies to develop an ideal, yet nuanced, model of medical education in the United States.

The second section, “A Theoretical Model for Researching Professionalism,” outlines an agenda for investigating professionalism as a complex system. This section is divided into three parts. First, we begin with a basic definition of professionalism as a complex system. From this standpoint, we argue that the current conception of professionalism being advanced within organized medicine, something we label nostalgic professionalism29 (a label tied to organized medicine’s explicit and repeated calls for physicians to rediscover and recommit themselves to traditional professional principles), is an overly restricted and ultimately unproductive way to leverage professionalism as a tool in the transformation of 21st-century medicine. In contrast, we present a systems-based approach to medical professionalism. We trace the evolution of medicine’s modern-day (mid-1980s to present) professionalism movement, and in doing so we explore how sociohistorical data reveal not one, but rather multiple, forms of professionalism (e.g., entrepreneurial, lifestyle, nostalgic, activist) at work. Second, we explore the web of relations among these types, and we propose a multipronged and complexity-driven research agenda to both study and understand the structure and dynamics of medical professionalism. Third, we explore how best to frame professionalism as a force for change in the evolution of 21st-century medical education, and we seek to do so in a spirit similar to Flexner’s. Flexner proposed educational reform based on his vision of the physician educator. We propose educational reform based on our understanding of professionalism as a complex system composed of competing types.
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Flexner and Professionalism

Despite his wealth of writings on medical education and its reform, it is important to note from the outset that Flexner did not often use the concept of profession as a core element in his analytical armament. This should not be surprising, given that concept’s relatively undeveloped presence in the early decades of the 20th century both within sociology and medicine. Nonetheless, what Flexner had to say about medicine as a profession, both directly and indirectly, is essential to understanding his overarching agenda of educational reform.
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Flexner’s six-part definition and case-based comparative approach to profession

Flexner’s most detailed statement about professions did not appear in Bulletin No. 4, nor in any of his other writings on medical education, but rather in an invited 1915 address (“Is social work a profession?”) to the National Conference of Charities and Correction.32 In his presentation, Flexner advanced a six-part definition of profession, along with a host of other comments that reflected a highly contextual, dynamic, relational, and systems-oriented view of professions.

For Flexner,


professions involve essentially intellectual operations with large individual responsibility; they derive their raw material from science and learning; this material they work up to a practical and definite end; they possess an educationally communicable technique; they tend to self-organization; they are becoming increasingly altruistic in motivation.32(p156)



Fundamental to understanding Flexner’s approach to professions is how he employed each of his six definitional elements within a case-based, comparative analysis. In his 1915 address, Flexner used each criterion to assess the professional prospects of several occupational groups, social work being only one of many occupations he reviewed. In doing so, Flexner underscored what would become a signature element in his approach to policy and reform initiatives—the use of data from multiple sources (be they nation-states, occupational groups, or a universe of medical schools) to drive an analysis constantly grounded in a comparative method. His address also reflected another signature proclivity, his tendency to be disconcertingly candid in his assessments—which included, in this instance, the unapologetic conclusion that social work fell short in its claim to be a profession.

Using his definitional template, Flexner walked his audience through a step-by-step analysis of pharmacy, banking, plumbing, journalism, and social work—rejecting each, in turn, as a profession. In other comments, Flexner repeatedly identified medicine and engineering as professions, closely followed (in frequency of mention) by the clergy, law, and architecture. He also repeatedly characterized business as a nonprofession. In one isolated burst, but without any further explanation, Flexner identified literature, painting, and music as professions.32(p158) Finally, and in a fascinating and uncharacteristically equivocal aside, Flexner labeled the professional prospects of nursing as a “live wire” and nursing itself a “twilight [i.e., betwixt and between] case.”32(p158)
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Flexner’s sociological approach to professions

Along with being empirically grounded, Flexner’s approach was resolutely sociological—in that he sought to depict professionalism in its wider social context. For example, although Flexner consistently referred to professionalism as “a calling,” he also recognized professionalism as a social status and one that is tied to public recognition. Flexner identified professionalism as a shared occupational identity tied to a “strong class consciousness,” something he viewed as both “aristocratic in form” yet “highly democratic,” with the training process based on individual achievements rather than an ascribed social status.32(p153) Moreover, Flexner was cognizant that even by 1915, the label professional had been culturally hijacked/expropriated by a large number of occupational groups, thus undercutting at least some of its cultural capital. Finally, and anticipating a key issue in the contemporary professionalism debate, Flexner addressed the balance between family and work, concluding that “the social and personal lives of professional men and their families thus tend to organize around a professional nucleus.”32(p156)
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Flexner’s systems approach to professions

The third distinction of Flexner’s approach is its systems orientation. Simply put, Flexner believed professionalism to be a dynamic and evolutionary force. Nonetheless, when discussing medicine, he did limit his focus exclusively to physicians’ attainment of professionalism and did not explore the possibility that medicine itself might lose its status as a profession at some point in the future.

Flexner also recognized (shades of the 1980s) that occupational groups may strategically embark on their own professionalism initiatives and that any deliberate striving for professional status could spark “battles” and “trench warfare.”32(p164) Here, Flexner’s concerns foreshadow Abbott’s33 famous 1980s work (at least within sociology) on professions as a system of countervailing interests.

Key to understanding Flexner’s vision of professions as dynamic and evolving are his views on the role of altruism in the evolution of professionalism as a transformative social force (see the last of Flexner’s six criteria in the quote above). Flexner was unequivocal in insisting that this “professional spirit” had yet to be realized across professional groups in general and within medicine in particular. For Flexner, altruism was something that “may… come to be a mark of professional character” and is something where the “pecuniary interest of the individual practitioner … [is] apt to yield gradually before an increasing realization of responsibility to a larger end” (italics ours).32(p156) For Flexner, medicine and other professions were not yet “fully socialized” and currently “fall short” in this regard.32(p161) Ever sociological in his framing, Flexner was convinced that any move to a service orientation would be as much (or more) driven by the “pressures of public opinion”32(p156) than by internal motivations.

Flexner was not alone in this vision of an evolving and altruistically driven professionalism. In his introduction to the Carnegie Foundation’s Bulletin No. 6, foundation president Henry S. Pritchett noted,


As the commercial medical school disappears, and the profession comes to be composed of educated men alive to the ideal of service to their communities and to humanity, the opportunity to exploit medicine for gain will disappear. The youth who is looking for a fortune, or the parent who seeks for his son a remunerative occupation, should look elsewhere.34(p xvii)



Another element in Flexner’s views on professionalism as a dynamic and transformative force is his vision of the full-time academic physician–scientist as a key element in engineering organizational change. In his 1924 JAMA appraisal of historical changes in U.S. and European medical education between 1909 and 1924, Flexner explicitly labeled the move to full-time clinical faculty as “professional” in nature.35(p834) He also characterized schools that had moved only somewhat in this direction as being “partly professionalized.”35(p836) Flexner’s main biographer, Thomas Neville Bonner,36(p1068) concurs, noting that Flexner’s drive to “create institutions that were as free as possible from the commercial spirit that had dominated so much of America’s experience in medical education” was, in fact, “taking a strong stand for professionalism and against greed in the teaching of medicine.”
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Micro-level versus macro-level types of professionalism

Fourth, and a key element in Flexner’s systems thinking, was his tendency to differentiate between the professionalism manifested by individual practitioners and the professionalism exhibited by organizations. The latter, for Flexner, had separate and distinctive public service responsibilities and could just as easily lose sight of those responsibilities as could individual clinicians.
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Professionalism versus commercialism

Finally, in his 1915 talk on social work as a profession, and throughout his writings as a whole, Flexner maintained that there was a sharp cleavage between commercialism and professionalism. In terms of his systems thinking, commercialism functions as an environmental force, having a negative impact on the system of professionalism.

For Flexner, an emphasis on “financial profit” is antithetical to the spirit of professionalism (“professions may not be cultivated for mere profit”).32(p163) Moreover, the motive of service (in terms of professional status) is a “spiritual striving from within,” where the rewards of work are devoted to “impersonal ends.”32(p162) Professions strive to minimize “selfish and mercenary motives” and to “minimize personal profit” as a motive.32(p159) For Flexner, the two occupations best reflecting an ethos of altruism were teaching and social work. Medicine, interestingly, was not mentioned in this context, nor was the clergy. Flexner perceived altruism (“unselfish devotion”/“a genuine regard for the public interest as against its own”)32(p159) as core to professional status—even as he concluded, based on a constellation of other criteria, that social work was not a profession. For Flexner (this time quoting from his book Universities: American, English, German37), “professions have primarily objective, intellectual, and altruistic purposes,” and while they are “not always in fact free from selfish purposes,” they do hold the “ideal” of being “devoted to the promotion of larger and nobler ends than the satisfaction of individual ambitions.”37(p30) Professions have “a code of honour.”37(p30) Flexner’s denouncements of commercialism and its corruptive influences had a frequent presence both in his writings on proprietary medical education (see, for example, Bulletin No. 4 or his later “Medical education 1909–1924”35) and within the context of his views on the need to establish clinical teaching as a full-time academic enterprise, a theme that began to appear more fully in his follow-up Bulletin No. 6 for the Carnegie Foundation, Medical Education in Europe.34

Flexner’s conclusion that neither physicians nor organized medicine had become fully professional (as of the 1920s) brings us to an interesting conundrum. Today, the consensus, within both sociology and organized medicine, is that medicine has lost its service ethos and/or violated its social contract with society and therefore needs to make explicit efforts to regain that trust and related social status.38–42 If Flexner was correct in identifying medicine’s professionalism as nascent and as a force driven by incipient altruism, then the more contemporary observation of loss requires a corollary conclusion that medicine did, in fact, attain such an ethos of selfless service somewhere between Flexner’s time and today. If this indeed is the case, then we should be able to locate this “golden age” somewhere between the 1920s and 1980s. Alternatively, we would have to conclude that any such attainment of altruistic grace (thus allowing for a fall) has been more hyperbole than historical fact—with both sociology and medicine guilty of attributing more to medicine’s past (in terms of some overall service ethic) than is historically warranted.
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Flexner, medical education, and the rise of a new type of professional

As stated in our introduction, a key element in Flexner’s plans to reform medical education was his vision to have medical schools adopt a new type of clinical faculty position, the full-time academic physician–scientist. Flexner considered this type of physician to be distinct from the practicing physician—primarily because this type of physician would not have to generate an “outside” income by seeing private patients and would play out the role of altruism in his or her daily work.

Flexner’s primary connection between professionalism and medical education was through his vision of medicine as a social good and his fundamental belief in what we refer to today as medicine’s “social contract” with society.43 For Flexner, physicians were “social instruments,”42(p154) and medical schools were “public service corporations.”24(p ix; 154),44(p49) Given this status, neither had the right, according to Flexner, to “exploit” the public for personal/organizational gain.24(p127),42(p49) Correspondingly, and once again because of medical education’s “social function,”24(p127) Flexner saw society as being obliged to underwrite the cost of educating new physicians. Flexner took this position, in part, to minimize the possibility that schools would become dependent on tuition and thus subject to further corruption. Flexner also saw tuition as an insufficient source of revenue to support a university-based educational mission. Furthermore, and because medicine was “an organ differentiated by society for its own highest purposes,”24(p19) Flexner believed that society had the right and obligation to set standards for who should become physicians. In turn, Flexner believed that no one had the preordained right to become a physician, nor was this limitation to be viewed as an infringement on individual liberties.24(p155)
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Flexner’s professional ideal

A related cornerstone in Flexner’s overall vision of medical education reform was his belief that the clinical faculty member must become a full-time academic position. Once again, while this theme is mentioned in Bulletin No. 4, it is more fully developed in Flexner’s later writing. He envisioned this shift in faculty status more as a third wave of reform—after the closing of proprietary medical schools (wave one) and the geographic and administrative relocation of those remaining schools to a university setting (wave two). Thus, it would not be until Flexner joined the Rockefeller Foundation’s General Education Board that he would begin to push for funding specific to such positions, first at Johns Hopkins, then at Washington University in St. Louis, and then at Yale.45 Once again, commercialism was the main culprit, with then-current clinical educators needing to be freed from the “handicap” of having to “make their living by practice”45(p176) and of having to “snatch what time they could to devote to clinical research and teaching.”45(p176) (For further details, see chapters 12 and 17 in Flexner’s autobiography, I Remember45). Although Flexner rarely used the term profession in this context, the full-time clinical faculty member was Flexner’s epitome of the professional educator. This was the educator–researcher Flexner envisioned when he differentiated between graduate/professional education and undergraduate (college) education, the latter, for Flexner, having a fractured focus (trying to be too many things for too many people) and being awash with what Flexner saw as strong commercial (e.g., correspondence schools) pressures.37 In addition to pouring millions of foundation dollars into encouraging medical schools to adopt this model, Flexner eventually would build an educational monument to house this ideal—the Institute for Advanced Study at Princeton, where Flexner would be the first president and where initial faculty were paid the same salary as the president of Princeton University.46
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Medical education as a system

Finally, it is important to note that Flexner was, at root, a systems thinker whose work and writings emblemize his commitment to analysis that was data driven, contextually grounded, and comparatively framed. Although Bulletin No.4 may have been his legacy, its voluminous state-by-state listing of school-specific data renders it more a report card than an analytic inquiry. A more complete, comparatively focused, and contextually nuanced presentation of his views on medical education thus had to wait until his underappreciated 1912 examination of medical education in Europe,34 his 1925 work on medical education (Medical Education: A Comparative Study),47 which he considered to be his magnum opus, and his highly reflective yet analytically detailed 1940 autobiography, I Remember.45 In all three of those works, and in a bevy of related publications, Flexner was explicit in recognizing the importance of both context (e.g., the important role of environmental forces) and comparison (e.g., linking reforms in the United States to models derived from other countries). In his 60-plus-year career as an educator, Flexner not only crisscrossed the United States and Canada but also made multiple visits to medical schools across Germany, France, England, Austria, Switzerland, Belgium, Holland, Denmark, Norway, and Sweden—all in search of a better (i.e., more comparative) understanding of the relative strengths and weaknesses of different culturally bound approaches to medical education. Flexner may have had his favorites (e.g., Germany), but he was never a sycophant, and rarely would he ever sing praises without enumerating countervailing weaknesses.

An additional window into Flexner’s systems-based thinking about medical education is reflected in his emphasis on connectedness and his understanding that changes in one part of medical education would generate (sometimes for the better and sometimes for the worse) changes in other parts of that system. For Flexner, a medical school was much like the human body: “an organic whole [where] to comprehend or remove a disturbance in any part of which requires, first of all, a comprehension of its entire structure and function: for no part is, strictly speaking, separable from the whole.”34(p11) Flexner held a similar “organic whole” and interconnected view of the university. Universities, for Flexner, were dynamic entities, influenced by “the social evolution of which they are part,”34(p4) and thus very much a part of the “social fabric of a given era.”34(p3) Thus, while Flexner sought to create a university system that would be more focused than what he viewed as a more chaotic college environment, Flexner was not an enemy of internal differentiation (on a structural level). Complexity was to be embraced so long as this diversity of function was unified/connected around some common vision or “unity of purpose.”37(p178–179) Nonetheless, Flexner’s obvious distaste of the polymorphous undergraduate campus rendered him vulnerable to criticisms by later educational leaders, such as Clark Kerr,48 for not seeing “the creative tensions of divergent forces.”

Flexner’s overall strategy of educational reform also was relational and decisively interactive in nature. Although he would eventually direct several hundred million dollars toward his reform efforts,46 he was decisively strategic in disbursing these funds. In network terms, Flexner sought to create “hubs,” or centers of influence, from which successive waves of reform would, in his view, spontaneously spread. Thus, when Flexner, working with the Rockefeller Foundation’s General Education Board, sought to transform the culture of clinical teaching by funding full-time clinical faculty positions, he targeted specific schools, beginning with Johns Hopkins, before eventually extending support to 25 of the nation’s then 66 four-year schools. Furthermore, and in search of leveraging his dollars, Flexner was quite attentive to other relational variables such as geographic location and the necessity to fund public as well as private institutions. Finally, even though Flexner was a proponent of strategic planning and order, he was no determinist. Flexner’s tripartite typology of medical schools (clinical—France and England, university—Germany, and proprietary—America) was underscored by his belief that each national type was the product of “circumstances,” whose starting point was a “matter of chance.”47(p14) Flexner saw no “evidence of initial planning” across his major types of medical education and no “proof that national genius originally selected one type rather than another.”47(p14)
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A Theoretical Model for Researching Professionalism

As we have noted, Flexner offered a unique approach to professionalism. He saw it as a complex system comprising competing types, taking place at multiple levels, and threatened by the environmental forces of commercialism, particularly within the organization and practice of medical education. Drawing on the uniqueness of this approach and its importance for the reforms he suggested, we seek here to outline an agenda for studying professionalism in complex systems terms. We begin with a definition of professionalism as a complex system.
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Professionalism as a complex system

Those familiar with complexity science have encountered the almost stereotypical litany of characteristics sometimes used when scholars define or redefine a topic as a complex system. This litany includes terms such as emergent, self-organizing, agent-based, operating-far-from-equilibrium, chaotic, dynamic, nonlinear, sensitive to initial conditions, stochastic, autopoietic, network-based, and so forth.49,50 This proliferation of descriptors, however, often results from the quick or uncritical application of complexity science to a topic, as if the mere evocation of these terms automatically made that topic applicable to a complex systems analysis.51 As Cilliers50 and others (e.g., Byrne52; Capra49,53) explain, science is still struggling to articulate what makes something a complex system, the general argument being that the only real answer will come slowly and methodologically as researchers roll up their sleeves and engage in the nose-to-the-grindstone labor of real empirical inquiry.

Our definition of professionalism as a complex system comes from several years of empirical sleeve-rolling-up. As such, it seeks to avoid a normative, or a this-is-what-it-should-be, approach to a definition. Instead, our definition is grounded in the examination of two primary sets of data: (1) the fact that physicians carry out their work based on how physicians as a group define what they do as professionals, and (2) the evolution of modern-day medicine’s own professionalism movement and how organized medicine has sought to advance a certain normative framework within that movement, along with an analysis of consequential system reactions to that framing.

For us, there are several major ways in which professionalism acts like a complex system.



[image: ]  Medical professionalism comprises several competing types.

[image: ]  As we will explain below, professionalism seems to have splintered into a system of several competing types. Understanding these types requires a case-based, comparative approach to the analysis of professionalism.

[image: ]  The differing types of professionalism seem to form an emergent system. Without any external guidance or internal oversight, the different types of professionalism have been self-organized, without the organizers’ awareness, into an emergent system. What is particularly interesting about this system is that those individuals who organize specific types of professionalism often are constrained by local knowledge, an example being a limited awareness of the other types or the conflicting aspects of those types.

[image: ]  The emergent system of professionalism is best conceptualized in network terms. As depicted in Figure 1, the system of professionalism comprises a series of networks within networks. At each level (micro, meso, macro), the structure and dynamics of those networks explain how professionalism today is taking place as a system of interlocking types with interdependent meanings.

[image: ]  The system of medical professionalism seems to be taking place at multiple levels. Although the different types of professionalism physicians practice are ultimately micro-level and agent-based, these types form a system that is more than the sum of its parts, going all the way to the macro level to form a major social movement. Equally important, these different levels are interdependent. What happens at one level (e.g., macro) plays out at the other levels.

[image: ]  The system of professionalism has an inside and an outside. Following Flexner, it seems that the best way to understand the challenges facing professionalism today, such as commercialism, is to think of these challenges as environmental forces that, although external to the system of professionalism, nevertheless, like any environmental force, have an impact, primarily in terms of how the system adapts to these forces. In our concept of the various forms of professionalism, for example, entrepreneurial professionalism embraces commercialism, whereas activist professionalism rejects it.30

[image: ]  The system of professionalism is internally conflicted and dynamic. Following an earlier point, while the different types of professionalism at work today often are constrained by local knowledge and the invisibility of other types at work, these types are, nonetheless, in competition with one another. For example, one of the biggest challenges facing nostalgic professionalism today (see below) is its adherents’ almost complete ignorance that there are other types of professionalism at work—some of which are diametrically opposed to the reforms these true believers are trying to ensure.

[image: ]  Finally, the system of professionalism is situated within a larger series of systems. Medical professionalism does not take place in a vacuum. Following Flexner, it is situated within a wider social context, which can be conceptualized as a series of larger systems. Such systems include medical education, clinical practice, the health care system, Wall Street and the U.S. economy, the federal government, and various other sociopolitical institutions.
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Figure 1 Medical professionalism as a complex system. The figure shows professionalism divided into three separate albeit interconnected levels of analysis. At the micro level (bottom oval), seven types of professionalism are conceptualized at the level of the individual and his or her work. At the meso level (middle oval), professionalism is viewed within the context of social interactions and relationships, using as an example a data-based network map of the relationships within a particular group of first-year medical students. At the macro level (top oval), professionalism is framed as a social movement; the diagram indicates the interplay among four types of professionalism. Arrow size and direction capture influence, and circle size shows the relative importance of each type of professionalism to system dynamics, with factors scores representing another indication of relative impact. Thus, nostalgic professionalism is represented as being under siege by both entrepreneurial and lifestyle professionalism—with the former being more important. See the text and Table 1 for details.
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A tripartite model for studying the complexities of professionalism

Given this complexity-grounded view of professionalism, how does one study it? As shown in Figure 1, we have found that the best approach is to conceptualize professionalism as a complex system divided into three separate albeit interconnected levels of analysis.

At the micro level, we conceptualize professionalism at the level of the individual and his or her work. At the meso level, we view professionalism within the context of social interactions and relationships. At the macro level, we frame professionalism as a social movement. In turn, different methodological tools are employed within each of these levels: historical analysis being one such possibility at the macro level, the new science of networks at the meso level, and cluster and factor analysis at the micro level. Whereas investigators may focus on elements particular to a given level, these elements ultimately function within an overall, interdependent, and dynamic “field of relations.”54 At the same time, and as shown in Figure 1, factors and forces taking place at one level have implications for factors and forces at other levels. In short, an overall system of professionalism exists across all three levels. This system, in turn, functions as a sub- or corollary system within still broader complexes such as medical education or the health care delivery system.

In the following subsections, we briefly review some of these interrelationships, first by examining issues of physician work at the individual (micro) level and, second, by scrutinizing the dynamics of organized medicine’s modern-day professionalism movement at the societal (macro) level. At the micro/individual level, we explore how variations in the way physicians organize their work provide us with insights into a framing of professionalism far more complex than Flexner’s dual interplay of altruistic and commercial forces. Similarly, an examination of organized medicine’s now 25-year professionalism movement31 yields similar complexities. Across these two levels, we highlight how the emergence of a particular type of professionalism (“nostalgic”),30 along with the rise of two flash points (COIs18–21,55 and duty hours14–17), capture the host of pressures facing the traditional rendering of professionalism. Although we will not fully develop any of these three dynamics, we do lay out how their intersections capture the complexities underscoring professionalism as a modern social force. Finally, and to round out our micro, meso, and macro schema, we offer a brief rationale for how professionalism might be explored at the meso level using network analysis.

We end our article with recommendations showing why professionalism must be treated as a complex system if professionalism is to function as a positive force for change in 21st-century medicine.
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Micro-level professionalism

When contemporary physicians organize their work, they do so within an array of forces far more tangled than the simple altruism–commercialism dichotomy so often embedded within contemporary discussions of medical professionalism and its discontents. So what does this more complex dynamic look like? In one exercise,30 we identified 10 key aspects of medical work (altruism, autonomy, commercialism, personal morality, interpersonal competence, lifestyle, professional dominance, social justice, social contract, and technical competence) and then arranged these approaches to work within different clusters to identify seven types of professionalism (entrepreneurial, empirical, lifestyle, unreflective, academic, activist, and nostalgic—see Table 1 for more details about these types). We make no claim that these key aspects of medical work are the only ones worth examining. Nor do we insist that these seven types of professionalism (or their labels) are similarly sacrosanct. Indeed, since our original inquiries into the nature of professionalism,30 we have found three of these types (nostalgic, entrepreneurial, lifestyle) to be far more socially active and visible than the remaining four. At the same time, and since delving into Flexner’s writings, we also have discovered parallels between Flexner’s conceptualization of the full-time academic physician–scientist and two (academic and empirical) of our remaining four types of professionalism. Likewise, it has been affirming to study medicine’s modern-day professionalism movement at the macro level and find types of professionalism at work similar to those uncovered during micro-level analysis.

Finally, it has been gratifying to observe how a particular type of professionalism at the macro level—for example, the embedding of nostalgic professionalism within institutionalized statements of professional ideals—can also be found within coursework or accreditation standards at the meso level and/or within student identities at the micro level. And then, reversing direction and starting at the micro level, it is fascinating to explore how concepts of nostalgic professionalism at that level can combine with countervailing concepts of professionalism such as lifestyle professionalism and thus begin to evolve into new forms of professionalism within student interactions (meso), ultimately to appear at the macro level within a given flash point such as duty hours.14–17 In short, we have a two-way street, with various types of professionalism trickling down and bubbling up at the same time (dual influence), and we see similar concepts (e.g., of nostalgic or lifestyle professionalism) behaving very dynamically at each of the levels.

It also has been fascinating to see how notions of balance, lifestyle, and responsibilities to self and family are being reframed within the context of provider fatigue, patient safety, quality of care, and better models of medical education (see below). Taken as a whole, professionalism is a fluid and evolving picture, and the presence of these alternative dynamics sometimes is lost when a dominant stakeholder, such as organized medicine, seeks to advance a particular and privileged representation of professionalism (e.g., nostalgic) that limits alternative framings. As we will illustrate below, some of the best evidence of competing types can be found at the margins of medicine’s modern-day professionalism movement when flash points such as COIs or duty hours appear on the scene.
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In Table 1, we depict how different ways of organizing work lead to different types of professionalism at the micro (individual) level. The underlying methodology and data sources are detailed elsewhere.30

In this table, we summarize seven types of professionalism (academic, activist, empirical, entrepreneurial, lifestyle, nostalgic, unreflective) along with how they prioritize their respective work arrangements. For example, nostalgic professionals highly value autonomy and altruism in their work, with lifestyle and commercialism viewed as less important. Conversely, activist professionals highly value social justice and the social contract, with commercialism and professional dominance occupying less important positions. Parenthetically, it was only after developing all seven types that we discovered how the relative rankings of activist professionals seemed more faithful to the overall ideals of professionalism than what actually was being promulgated under the guise of nostalgic professionalism. For example, note the difference in rankings for nostalgic versus activist professionalism around the issues of professional dominance versus social justice. Meanwhile, the kind of professionalism often reflected in the career decisions of trainees and younger physicians (e.g., lifestyle) represents a different configuration from that of nostalgic professionalism, even though both share a ranking of autonomy (something we see as changing with a diminishment in the value of autonomy for lifestyle professionals). Finally, we include empirical professionalism (our nomenclature for the physician–scientist researcher) in Table 1 to highlight the place of commercialism in this particular constellation of work orientations. Flexner would not be pleased to see commercialism ranked so highly.

Figure 1 presents these seven types at the micro level. Although we did not reproduce the relationships that exist across these types, it is important to note that these seven types do not exist as isolated domains of influence. Rather, they interact in a flurry of competing interests as different configurations of professionalism jockey for the hearts, minds, and professional identities of physicians.30 We provide examples of these interactions when we move to our analysis of medicine’s professionalism movement at the macro level.
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Macro-level professionalism

Although there was no “crisis of professionalism” during Flexner’s lifetime, there were organized efforts by medicine to secure its boundaries against competing occupations via restrictive licensing laws and medical practice acts within the hallways of state legislatures and the conference rooms of state medical boards.38 For Larson,56 this was medicine’s early-20th-century “professionalism project.” Medicine’s modern-day professionalism movement differs from those earlier efforts in that the motive-of-record then (“protect the public”), although possibly self-serving, was something quite different from the “recapturing of public trust” motives/language defining medicine’s more recent and ongoing professionalism efforts. Furthermore, the initiatives of Flexner’s era sought to establish the profession’s autonomy (e.g., by limiting the influence of “outsiders”) and to secure dominance over other health occupations—all quite different from the current rhetoric of having medicine become more “patient-centered,” “team-based,” and “interprofessional.”57–59

Aside from an occasional journal reference to the threat of commercial corruption, medicine’s own sense of its status as a profession during the middle half of the 20th century was more assumed than questioned. Physicians were professional by virtue of their training. There were no professionalism courses, nor were there any formally labeled professionalism initiatives. None were needed. That was a different time and a different professionalism.

All that began to change in the late 1980s as journal editors and other opinion leaders such as George Lundberg,60,61 Arnold Relman,62,63 and Jerome Kassirer64 began to publish a phalanx of editorials and commentaries concluding that medicine had violated its social contract with society, lost public trust, and jettisoned its professional moorings, and that therefore it was necessary for physicians to rediscover and recommit themselves to the traditional principles of medical professionalism.31,65 These cries of concern were followed, in successive waves, by calls to define and assess professionalism, to develop and implement professionalism curricula within medical schools, and to institutionalize core principles within codes, charters, and accreditation standards. Scholarly journals, particularly Academic Medicine, and medical organizations such as the American Board of Internal Medicine and the Association of American Medical Colleges took the lead in organizing special conferences and other initiatives.

A key element in this movement was the emergence of a particular and highly privileged type of professionalism, a type we have labeled elsewhere as “nostalgic professionalism.”30 As mentioned earlier, the call for providers to “rediscover” and “reconnect” themselves to “traditional medical values” was very Flexnerian in that all of these calls identified altruism as core to professionalism while tagging “commercialism” as the single overriding threat to that call. Key players in this rise include Herbert Swick’s66 highly influential definitions of professionalism, along with the emergence of various professionalism codes, the most widely cited being the physician charter, a product of an organizational consortium led by the American Board of Internal Medicine.67 Altruism was the first of Swick’s “nine behaviors of professionalism,” and Swick’s definition (“physicians subordinate their own interests to the interest of others”) proved as popular with the medical establishment (Swick’s definitions were key in the wordings of many codes and statements of professionalism principles, including the charter) as it was unpopular with students (who did not like the notion of subordinating their own interests).68 Similarly, the charter led with its own altruism statement (“primacy of patient welfare”) as well as warnings about “market forces” in both its preface and summary. These nostalgically oriented depictions of professionalism also began to appear in medical schools and residency coursework, professionalism assessment tools,69–71 core competencies at the residency level,72 and accreditation standards (e.g., MS-31-A) for undergraduate training.73

All these traditionally focused professionalism activities were viewed as quite rational and necessary—to insiders. After all, the very identification of the problem (a loss of professionalism), the cause of this threat (commercialism and market forces), and the necessary solution (having physicians rediscover and recommit) practically demanded that organized medicine perceive professionalism as something grounded in the practices and principles of an earlier (and structurally less chaotic) era. In turn, when problems or schisms appeared, this logic also required that “causes” be located on the micro level within individuals and their practices, such as those in the rank and file who lacked nostalgic professionalism’s core values; not-yet-fully socialized students; inadequate teaching tools; incomplete assessment practices; and/or inadequate enforcement of “professional standards.” That there might be other ways of thinking about professionalism did not fit into this overall mindset. Instead, a rather narrow and almost trenchant conception of professionalism battled on.

Within a decade of its launching, undeniable schisms began to appear, particularly as these tradition-laden conceptions of what it meant to be a professional began to clash with alternative renderings. Medical students, for example, were uncomfortable with the emphasis on altruism or with professionalism codes that applied to trainees but not to faculty. Students did not like the idea that they might have to subordinate themselves to the needs of others. They viewed calls to “selfless service” as a prescription for burnout, as just another way for higher-ups to get them to work harder or for manipulative patients to take advantage of them.68

As coursework about professionalism became more formalized, students found themselves trapped within a hidden curriculum, as lessons taught in the “classroom” proved to be inconsistent or contradictory to the more tacit lessons they were learning in clinic and on the wards.74–76 Cynicism oozed and anger bubbled.77–79 Students began to push back, treat their professionalism curriculum as “just another course” (i.e., “just pass the test”), evince strategies of evasion or duplicity, and/or adopt the facade of chameleon socialization.80 Students accused faculty of hiding behind the power of hierarchy and (rightly in some instances) of generating student codes while they refused to apply the same standards and principles to themselves. Faculty, feeling bewildered, defensive, and angered, began to label students as self-centered slackers.81–83 Generational rifts widened.82

Meanwhile, and somewhat outside the medical school gates, additional points of tension began to erupt. The first was COIs.18–21 Although COIs have always been a sentinel issue within medicine—after all, Flexner’s concerns about proprietary medical schools and the general issue of commercialism were, at heart, COI issues—it was not until the beginning of the 21st century that issues moved beyond the particulars of physician referrals and ownership of medical facilities to a broader call by medical leaders for academic health centers and other organizational entities to divest themselves from a litany of industry gifts and inducements that had begun to engulf medical work.19 A firestorm ensued. Some insiders urged a ban.84,85 Others argued that relations with industry should be “managed.”86 Of particular interest within this ongoing debate was the infusion of an organized student presence when the American Medical Student Association decided to issue a “report card” to grade (A through F) medical schools on the basis of their COI policies.55 There has been considerable organizational squirming (driven by press coverage) since many schools received an initial grade of F.

Although COI is not the only professionalism issue, it is a signature one, given the altruism-infused issue of who is being served, provider or patient. In turn, the debate between calls to ban versus to manage COIs is, at root, a debate about the meaning of professionalism and how medicine’s professionalism movement should continue to evolve. A similar debate (although one we will not explore here) focuses on continuing medical education (CME) and its long-standing reliance on industry funding. Here, too, calls to ban versus to manage industry funding of CME are, in fact, a debate over the meaning of professionalism. Within all of these conflicts, Flexner’s warnings about “proprietary” medical education seem well founded and prophetic.

A second flash point is resident duty hours.14–17,87 Once again, the history and particulars will not be reviewed here, but where COI captures the tension between commercial and nostalgic professionalism, duty hours reflects the tension between nostalgic and lifestyle professionalism—the former built around the issue of physician autonomy and the “right to make a living” and the latter around the issues of patient safety, student supervision, and the “appropriate” pace and structure of medical work.88 Both duty hours and COIs continue to receive extensive media coverage, with COI reports highlighting physician “greed,”89 while duty hours coverage depicts sleep-addled and unsupervised residents who placed patients at risk.90 Across all, medicine’s insistence that it is a profession in the service of others is placed under a disbelieving lens.

In Figure 1, we provide a brief rendering of the interplay among four types of professionalism (activist, entrepreneurial, lifestyle, and nostalgic) at the macro level. Arrow size and direction capture influence, and circle size shows the relative importance of each type of professionalism to system dynamics, with factor scores representing another indication of relative impact. Thus, nostalgic professionalism is represented as being under siege by both entrepreneurial and lifestyle professionalism—with entrepreneurial professionalism more important than lifestyle professionalism. After all, the variety of work/lifestyle options available to physicians is facilitated, in part, by the increase in the types of employment structures (e.g., part-time, job sharing, locum tenens) generated by entrepreneurial forces. Meanwhile, the role of activist professionalism is more peripheral (at least to date) to the clashes between nostalgic professionalism, entrepreneurial professionalism, and lifestyle professionalism. Furthermore, and when exerted, we see it occurring more in entrepreneurial professionalism than in lifestyle professionalism.
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Meso-level professionalism

Although the oral culture of medical education is rife with stories about students who managed to “sail through” their training without attending class and/or were able to “game” their way by manipulating faculty during their clerkship and residency experiences, becoming a physician is a highly social activity marked by considerable interaction among and between trainees, faculty, and patients. Efforts to create a formal curriculum of professionalism may be a pedagogical initiative-de-jour, but students have always “augmented” these faculty-centric efforts with a host of informal, tacit, and often idiosyncratic learning experiences (the informal, hidden, null, etc., curricula), which form the cultural backbone of medical practice and of the medical school as a social system.91

To date, efforts to untangle the structure, process, context, and impact of these informal/hidden types of learning and, in turn, how they interact with the formal curriculum, have been hampered by the lack of conceptual and methodological tools that would allow researchers to analyze the various components of student learning and their interactions. Part of the problem has been the tendency within medical education research to frame problems and their analysis in terms of individuals and their characteristics. Thus, although any number of social factors (e.g., age, race, sex, social status, popularity) may function as key explanatory variables in some investigations of medical education, they remain “attached” to individuals. As a consequence, we may learn something about factors that predict career choice, the delivery of quality of care, or even professionalism—but with the underlying model treating students as discrete, and fundamentally isolated, entities.

The new science of social networks92–94 challenges this particular depiction and asks that we consider models that are not only dynamic but also grounded in relationships/interactions. Thus, although we might want to learn what types of students trigger professionalism warning flags during training or in practice, we also want to know where these students “fit” within the social networks of their peers. After all, we will have completely different sociological pictures depending on whether these “unprofessional few” (e.g., studies of student “lapses” almost always identify such students as a “small minority”) function as key nodes, or hubs, within their webs of relations or whether, instead, they are peripheral (e.g., fringe) members of their communities. Similarly, we could map how national medical organizations (specialty groups, associations, etc.) work together (or not) to influence the overall direction of medicine’s modern-day professionalism movement. To do so, however, would require that we locate our explanations within the interactions of system elements rather than within the characteristics of system pieces. Another example focuses on students and their role models. Although it would be wrong to minimize the importance of role models and mentors as a key element in professional development, the fact remains that neither students nor role models function within isolated dyads. A more robust understanding of professionalism requires that we move beyond these couplets of influence and into the networks of influence that engulf them.

Another example of how network analysis can be employed to better understand the overall learning environment of medical students is the move within medical schools to form learning communities and academic societies.95 Learning communities are formal structures designed to link students, usually across years of training, and to facilitate the education and socialization processes. That Student X has been assigned to Learning Community Y, and that this cohort is formally brought together in certain ways, are all structural conditions of the situation. But to what import? Do students “stay” within these groups? Perhaps these formal communities exist on paper but have very little functional presence otherwise? Perhaps students form “outside” and more informal networks of peers for the purposes of study and/or social interactions? Social network analysis can begin to address these issues and, in turn, build bridges of understanding between what takes place at the interface between the formal and the informal/hidden curricula.96 As noted by Haidet and Stein, “there is little empirical work in the medical literature that explores the development and meaning of relationships in medical education.” For those authors, and for us, “relationships are a critical mediating factor in the hidden curriculum.”97(pS16)

To date, network analysis has not been employed to examine medical education. Nonetheless, this conceptual framework and related empirical tools are being used to understand a variety of clinical and basic science research questions including colorectal cancer screening,98 health inequalities,99 obesity,100 and smoking.101

The network map superimposed in Figure 1 at the meso level is data based and depicts the relationships that exist within a particular group of first-year medical students. Although the scale used here makes particulars difficult to discern and renders impossible the inclusion of underlying statistics of connectedness and node centrality, there are certain obvious patterns worth noting. Some students, for example, are more linked than others (either through their actions or the actions initiated by classmates), with a few being highly linked “hubs” whose absence—if removed from the network—would threaten the structural integrity of the group. How this network changes over time as students continue their training would make for a fascinating study and a more textured understanding of medical education and its effects.

In sum, social networks matter, and medical students operate within webs of interrelationships whether the issue at hand is learning pathophysiology, clinical skills, or professionalism.102 The structure and dynamics of these networks need to be better understood.
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Conclusions

Flexner’s universe contained two types of professionals. The first, incomplete and evolving, was his physician clinician. The second was his full-time academic physician–scientist. Flexner viewed this first type as the product of changing social forces. He viewed the second as a force for social change, as core to the restructuring of medical education, and therefore something that needed to be inserted—with financial inducements if necessary—into the structure of the medical school.

Since Flexner’s heyday, the practice of clinical medicine, the content and organization of medical education, and even how we conceptualize professionalism have become more nuanced and complex. For Flexner and his contemporaries, professionalism was something that emerged within the rollback of commercial influences. Although there were other elements in Flexner’s six-part definition of profession (see his statement quoted earlier), the professionalism–commercialism conundrum was his crucible. Issues of lifestyle, or professional dominance (in the way we think about these now), were not a part of his conceptual equation.

Today, medical practice, medical professionalism, and medicine’s relationship with society are more complex. Conceptions that served Flexner well have lost their robustness. What remains relevant, however, is Flexner’s systems-oriented approach to the interplay of social forces and social change, including professionalism. The tension between professionalism and commercialism continues, but it is not the same (structural) tension as it was in Flexner’s era (after all, medicine has yet to adequately define what is and what is not “unprofessional commercialism”).65 Nor is this the only tension. We have reviewed issues of lifestyle and entrepreneurial professionalism (in the context of duty hours and COIs), and in closing we offer readers yet one more type for their reflection—professional dominance. Although not yet at the level of a flash point (like duty hours and COIs), calls to bridge relations among health professions, to create a true team-based practice (no “captain of the ship” here), and to construct interdisciplinary training across the health occupations have surged in recent years.57,103 Nonetheless, these calls, particularly for a team-based approach to patient care, have been around for decades. So what is different today? Complexity. The health care workforce has become more highly differentiated. Physicians truly are “one of many.” Traditional definitions of professionalism, within both medicine and sociology, have identified professional dominance as key to medicine’s professional status (although medicine’s definitions have been more normative, with sociology’s being more descriptive). Nonetheless, a top-down hierarchical model of work (as reflected in the professional dominance model) no longer seems to capture these complexities—even as the underlying complexity of medical work, the uncertainties of knowledge and its application to patient care, and the tremendous variabilities that exist with the patient population continue to demand some measure of individual expertise and discretionary decision making. What remains an underlying truism within all this is that the debates over workforce issues, like those of patient safety, COIs, duty hours, and others are debates about the nature and meaning of medical professionalism. How organized medicine responds to the problems of internal integration (e.g., increasing subspecialization) and to the challenges of external adaptation (e.g., the buyer’s revolt) will have a great deal to say about the nature and sustainability of medical professionalism in the future. Traditional conceptions of what it means to be a professional—as a stand-alone entity—are neither systematically realistic nor ultimately sustainable. Like it or not, we remain awash in a sea of complexities.
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ABSTRACT

Enhancing professionalism is an important goal of all physicians, both as individuals and as members of educational and institutional communities of practice. Despite a great deal of dialogue and discourse, the medical profession struggles to ensure that all physicians are able to embrace and live the values of professionalism, notwithstanding the myriad stressors present in today’s evolving health care environment. The authors suggest a move beyond the traditional educational paradigms focused on reinforcing rules, providing role models, rewarding right behavior, and removing those who falter, and that we instead view the problem of professionalism as a complex adaptive challenge requiring new learning. Approaching lapses in professionalism as a form of medical error may provide a fresh outlook and may lead to the development of successful strategies to help physicians realize their commitment to the values of professionalism, despite the inevitable challenges that arise throughout their careers.



Over the past two decades, the topic of professionalism has occupied the time and intellect of many thoughtful scholars.1–6 Such interest reflects a passionate desire to reconnect with the core values, practices, and behaviors that physicians and patients see as exemplifying the very best of what medicine should be in the face of the increasing commercialization of medicine. Scholarly publications delineate the norms and behaviors of professionalism,7 document shortcomings in the practice and pedagogy of professionalism,8 and discuss the moral and ethical underpinnings of the concept of professionalism.5,9 Specific targeted interventions have been designed with the overarching goal of promoting professional behavior and reducing unprofessional conduct. These include new covenants,10 curricula,11,12 assessment strategies,13,14 and intervention programs15 and programs for redesigning institutional culture.16

Despite these efforts, breaches of professionalism occur at every medical center every day. Some of these incidents make their way into the public arena, but many go unreported. They range from a physician speaking disrespectfully to a patient or colleague to conflicts of interest with the pharmaceutical industry to outright fraud. Indeed, medicine seems to have a professionalism problem that is widespread and concerning, to say the least, and we struggle mightily with how to deal with it.

What are we going to do about our professionalism problem? How do we restore, reinforce, and sustain medical professionalism and regain the public trust in a time of rapid societal change and marked turbulence in the health care industry? Despite the explosion of articles on these topics, the path to take is unclear.

In this article, we propose a different approach to understanding and tackling the professionalism problem. Although we commend the solutions that have been implemented to date—and have ourselves incorporated several of them—we believe that a fresh approach is needed. To start, we must reframe the problem. Professionalism, as we see it, has to date been tackled largely as a technical or simple problem. As a consequence, most of the solutions that have been implemented have been technical and mechanical—an approach that, we believe, is a limited and insufficient line of attack. We believe that medicine’s problems with professionalism are far more complicated and convoluted than previously recognized and that they are best approached as what has been described as an adaptive challenge or complex learning problem.17,18

Back to Top

Contrasting Simple Problems and Complex Problems

Problems are problems because they represent a gap between a current reality and a desired future. Whether personal or professional, problems can be arbitrarily categorized as simple (technical) or complex (adaptive). Simple problems are relatively easy to recognize, and those involved in solving the problem have a common understanding of the issues. Solutions are technical: They are logistically straightforward, and they come from existing knowledge that is applied within a conventional framework. Success can be achieved relatively quickly. Once the problem is fixed, it tends to stay fixed without further intervention. An almost absurd example of a simple problem would be a faucet that leaks because of a defective or worn-out rubber washer. The problem can be described and made sense of in the same way by almost anyone. Changing the rubber washer closes the gap between the current reality (the faucet is constantly dripping when it is turned off) and the desired future (the faucet no longer leaks when it is shut off). The problem stays fixed until the washer wears out, and then the same solution can again be successfully employed. No controversy exists; no new knowledge must be generated to solve the problem; no strategies must be reconfigured.

Complex, adaptive challenges exist when there is disagreement about the nature of the problem, the desired future state, and the steps required to narrow the gap between the present and the future. They can be viewed as complex learning problems, because they are difficult to understand and manage. Strategies for solving complex, adaptive challenges are outside the standard repertoire of the organization or the individual, and, as such, they require the generation of new knowledge. The execution of each strategy is subject to unpredictable variables, strong emotions, and external forces and thus necessitates continuous learning and adaptation. Required changes in processes, behaviors, and attitudes may be painful. The work involved in solving adaptive changes is arduous and almost never completely finished.17,19

Consider the faculty member who consistently speaks disrespectfully to his subordinates. His department chair will most likely attempt to solve this problem by using standard interventions, such as reminders about institutional policies, or sanctions, such as the loss of privileges. These technical solutions may be necessary. But only when the faculty member in question makes the necessary life changes—confronting the issues that lead to his demeaning behavior—will his problem be solved. His problem is a complex one; it is an adaptive challenge, and technical solutions are inadequate.

This faculty member has to learn to be respectful, and this process is not simply a matter of adhering to rules. Rather, it is a matter of learning a new identity, of seeing himself differently—first, as a person who needs to be in control of his outbursts and, then, as a person who can relate to others without being disrespectful. For faculty members who exhibit deeply ingrained unprofessional behaviors, making this change can be quite a complex learning problem.

Many of the challenges that confront our academic medical centers today are adaptive challenges.20 The solutions that many academic medical centers apply to many of these challenges tend to be technical, such as developing rules and regulations or demanding more resources. But enforcing rules and throwing resources at an adaptive challenge won’t solve the underlying problem, although those steps might temporarily mitigate the symptoms. The solution generally requires changes in the individual and in the shared mental models, values, and beliefs of the institution. Learning that leads to a new way of thinking and a subsequent change in behavior almost invariably requires a period of uncomfortable adjustment for all involved.

Back to Top

Tackling Medicine’s Problem of Professionalism
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Clarifying and closing the gap between aspirations and reality

Tackling the problem of professionalism as a complex adaptive challenge begins with developing a shared vision (the desired future state) and a shared understanding of the problem (the current reality). The solution to the problem begins there because, as with all adaptive challenges, there is considerable disagreement about what a culture of professionalism should look like and how much of a professionalism problem exists today.

Medical professionalism is a set of core beliefs and values that guide the daily work of physicians who are serving patients. At critical junctures throughout history, medical leaders have set forth treatises on the topic of professionalism with the intent of creating a shared vision for the profession. The Hippocratic Oath attempted to distance true physicians from the charlatans in ancient Greece. Thomas Percival, reacting to self-serving behavior on the part of physicians during a Manchester, England, epidemic in the late 1700s, wrote the first modern code of medical ethics.21 More recently, the American Board of Internal Medicine Foundation joined with the American College of Physicians–American Society of Internal Medicine and the European Federation of Internal Medicine in responding to widespread concerns that changes in health care delivery and practice were threatening the nature of professionalism by publishing a charter on professionalism,10 designed to unite the profession around a specific set of idealized principles and commitments (List 1). Several other organizations have weighed in on the expected values and virtues of physicians, each viewing the problem from a different vantage point.7,22,23
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The nature of the current reality of medical professionalism is also in need of clarification. Controversy exists about whether the problem with professionalism represents the aberrant behavior of a few bad physicians or a more insidious and pervasive shift in the attitudes of many. The lay press have disseminated multiple detailed reports of egregious examples of unprofessional behavior on the part of practicing physicians. Highly publicized examples of both research- and practice-based conflicts of interest on the part of physicians, tolerance of clearly incompetent physicians, resistance to adopting evidence-based measures to prevent errors and improve care, and acceptance of escalating health care expenditures without a parallel increase in quality or decrease in health disparities have left the public with a view of medical professionalism as representing a set of guild-protected privileges rather than a lofty moral covenant. Whereas professional organizations representing physicians believe that medical professionalism is in need of improvement, the views of individual physicians are less clear. The study of practicing physicians by Campbell and colleagues24 documents that, although practicing physicians accept the “rules” of professionalism, their behaviors may differ. Physicians believe that they themselves consistently embrace and live values of professionalism, but they are more than willing to acknowledge the shortcomings of their peers.25 Mizrahi26 observed three “collectively acquired maladaptive defense mechanisms” common to physicians confronted with shortcomings in their performance: denial (it wasn’t really a lapse, just a different style), discounting (he did yell at that nurse, but she had it coming), and distancing (it was a mistake, but we are all human).

In summary, there continue to be disagreements about how serious and widespread medicine’s problem with professionalism is and about what we are willing to do to solve the problem. Further dialogue is essential: If we are to develop a collective understanding of the challenges, we must confront those challenges and be able to craft a shared vision of the kind of future we wish to create.
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Challenging deeply ingrained assumptions and values

One of the most wrenching aspects of tackling all adaptive challenges is the need to question our long-standing entrenched beliefs and assumptions. As noted by Heifetz and Linsky,17 adaptive work is required when our deeply held beliefs are challenged, when the values that made us successful become less relevant, and when legitimate, yet competing, perspectives emerge. The losses often involve learning to modify loyalties and develop new competencies. Part of the learning will require distinguishing, among all that is valued, what must be carried forward and what is expendable. Accepting these changes will involve loss and fear.17

Renewing our commitment to professionalism will require that people change. When we ask people to change, we are asking them to suffer the loss of long-standing worldviews and habitual ways of doing things. This type of change is far from easy. The internist who has learned to yell at housestaff who call in the middle of the night has to retrain herself to be calm; this is a painful process that involves unlearning (letting go). The faculty member who has to terminate his relationship with the drug company that, for years, has reimbursed him handsomely will experience loss. He may worry about making ends meet when this relationship ends. As noted by Peter Senge, “Learning that changes mental models is immensely challenging. It is disorienting. It can be frightening as we confront cherished beliefs and assumptions. It cannot be done alone. It can occur only within a community of learners.”19

The most deeply seated assumption about professionalism is that it is an attitudinal competency, based predominantly on immutable character traits present at the time of entrance into medical school. Like other moral characteristics, professionalism is often believed to be a dichotomous competency, presumed to be fully present until it is proven, by the observation of a lapse, to be absent. This mental model has constrained our discussion about the nature of professionalism, our ability to affect the development of professionalism in our trainees, and our approach to lapses in professionalism.

The assumption that the capacity to be professional is fixed in an individual’s character at the time of entrance into medical school has led investigators to search for the perfect process for selecting the ideal medical students.27,28 Unfortunately, no selection strategy has had more than a minor impact on our ability to predict performance in the clinical arena. As noted by Leach,29 whereas adult learners may enter medical school with the desire to exhibit the values of professionalism, they have no experience in maintaining professional behavior under the challenging circumstances that confront practicing physicians. Behaving professionally often requires individuals to ignore the powerful deficit needs (for shelter, food, sleep, and safety) that generally dictate personal decision making.30 It is impossible to predict whether someone will be capable of behaving in a way that defies human instinct until that person has been observed in stressful situations in which this counterintuitive response can be practiced. Context in decisions about professional behavior is increasingly recognized as critically important.31–34

As a consequence of our assumption that professionalism is a largely attitudinal competency, we have restricted our teaching methods to providing rules and role models.3 Unfortunately, studies have shown that practicing physicians do not agree on the rules governing behavior in different professionally challenging situations; nor are they internally consistent in the application of rules they espouse.35 The difference between the rules and values articulated in the classroom and the behaviors modeled in the clinical setting has been termed the “hidden curriculum.”36,37 This disconnect is, in itself, antithetical to the concept of integrity, and it has been blamed for the increasing cynicism seen in medical students as they move through medical school.38 Huddle39 relates this difference between values and actions to the Greek concept of akrasia, or weakness of will; however, the situation may be even more complex than acknowledging the frailties of the human spirit.

Uncertainty about whether professionalism can be taught has led to an overemphasis on the process of evaluation of professionalism. We are, in essence, saying, “If I can’t teach them to be professional, at least I can find those who aren’t professional, and deal with them.” Because there are no universally accepted tools other than counseling to help those about whom reports of unprofessional behavior surface, this focus on evaluation breeds fear in students who are concerned that honest mistakes in managing complex situations may lead to a label of “unprofessional.”40,41 Concern that the authorities who receive reports of a lapse will either underreact (do nothing) or overreact (punish severely) may contribute to the reluctance of faculty to accurately report lapses.42
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The people with the problem are the problem … and the solution

Despite the fact that the most widely disseminated anecdotes about unprofessional behavior have practicing physicians as their subjects, most physicians and physicians’ organizations have chosen to look upstream, to the educational process, to fix the problems with professionalism. There are rational, emotional, and pragmatic reasons for assigning the responsibility for solving the problem to the current generation of trainees and their teachers. Evidence suggests that problems with professionalism may start in medical school.43,44 Physicians who were the subjects of more than one complaint about their professional behavior during medical school have been found more likely to be sanctioned by state medical boards at some point during their career.45 It is emotionally difficult to reconcile our view of ourselves as members of an honored profession with the concerns that have been raised. It is more comfortable to assume that something is different about the current generation of people entering into the profession. The strongest stimulus for focusing on the educational system may be pragmatism. It seems easier to change the controlled environment of 129 medical schools than to change the behavior of one million independent physicians. It may be easier and safer to target students or their teachers, but the problem with professionalism cannot be solved until all who create the social culture in which we practice share responsibility for tackling the problem.
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Future Needs
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The need for new learning

Learning from an adaptive challenge requires that we look at the problem through a new lens. Reframing our goal from identifying the perfect physician candidate to developing physicians who remain professional despite stressors and competing professional priorities changes the discussion and opens our minds to new possibilities.

The new learning challenge is to understand the nature of the challenges of professionalism and of the skills exhibited by those physicians who remain professional despite challenges. Similarities exist between lapses in professionalism and medical errors. Key concepts about errors in medicine also are intuitively true about lapses in professionalism.46 Like medical errors, lapses in professionalism are likely to be more common than we suspect, because only those that are egregious come to the attention of authorities.24,47 Their impact on patients ranges from negligible (an attending physician’s request to receive continuing medical education credit for grand rounds she didn’t attend) to potentially life-threatening (a resident physician’s decision to leave the hospital before he checks the postprocedure chest radiograph). Lapses in professionalism can be committed by good physicians who are temporarily unable to handle the situation at hand but who are, over the course of a career, still considered to act professionally. Finally, systems decisions such as staffing, duty hours restrictions, bureaucratic procedures, and reimbursement strategies may precipitate a lapse.

Tools used to understand the causes of medical errors can also help us understand lapses in professionalism. A blame-free environment, in which people are encouraged to report lapses and near misses, may help us understand the spectrum of challenges to professionalism and the maladaptive responses to these challenges. Root cause analysis can then be used to systematically answer the “why” of lapses in professionalism. The concepts of active errors (those that are the direct result of deficiencies in knowledge, judgment, or skill on the part of physicians) and latent errors (lapses resulting from systems policies and procedures that either fail to prevent a lapse or fail to mitigate its impact on a patient) are also useful in developing targeted strategies for education and prevention.46

Root cause analysis of lapses in professionalism at our institution and in the literature reveals common themes. Challenges to professionalism can result from values conflicts (e.g., upholding one professional value requires the subjugation of another),31 patient conflicts (upholding commitments to one patient means delaying or denying a similar commitment to another), Maslow conflicts (upholding a professional value is difficult because of unmet deficit needs),30 or systems conflicts (adhering to laws, rules, policies, and procedures may be contrary to professional values).4,48,49 Examples are shown in Table 1.

Indeed, most lapses in professionalism are not the result of a deficiency in knowledge; the rules and values are clear. Instead, most lapses represent deficiencies in judgment and skill. They occur when the physician in question fails to recognize the presence of a challenge to professionalism or lacks the skills to handle a challenge at the time it occurs. Professional action in these circumstances does not require rule-based action but requires thoughtful analysis and judgment.33 This observation support’s Leach’s29 construct, drawn from the earlier work of Dreyfus and Dreyfus,30 that professional behavior is a skill set that follows the same developmental curve, from beginning through competent to expert, an idea that the earlier authors articulated for other competencies. It is thus logical to assume that professionalism can be enhanced by coaching and deliberate practice, rather than by the technical solutions of enforcement and reminders.50
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The need for experimentation and resilience

How do we train physicians who are “habitually faithful to professional values in highly complex situations”?29 When lapses in professionalism are viewed as deficiencies in judgment or skills, rather than as an attitudinal deficiency or a character flaw, educational solutions become readily available and emotionally acceptable. We propose that educational and institutional leaders join together to experiment with a new mental model of professionalism, based on a set of six assumptions (Table 2).
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Assumption 1.

Professionalism is a multidimensional competency with attitudinal and knowledge- and skill-based components. The commitment to understanding and accepting the rules of professionalism that often is evident in the incoming medical student should be considered the novice stage of professionalism. Progression from novice to expert requires that the individual develop a sophisticated set of skills that enable him or her to instantly recognize and intuitively meet increasingly complex professional challenges. This development will require experiential learning, structured reflection, and coaching by faculty and trusted colleagues.
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Assumption 2.

Education about professionalism should begin with the assumptions that remaining true to professional values is difficult at times and that lapses are common. Physicians obtain certification in advanced cardiac life support so that they can respond quickly and appropriately to predictable medical crises. We must identify educational strategies that help physicians build a similar repertoire of responses to deal with predictable challenges to professionalism. Principles of emotional intelligence, reflective practice, and mindfulness can be applied to enhance professionalism skills, as outlined in Table 3.51–53
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Assumption 3.

The appropriate response to a lapse in professionalism is to engage the individual in a structured root cause analysis of the lapse. This objective approach can identify solutions that target the true cause of the lapse.32,54,55 The appropriate response to a student who misjudges a complex situation while under great emotional stress should be to coach the student to competence rather than to label him or her as unprofessional. In contrast, disciplinary action may still be appropriate for novices who cannot meet even simple challenges to professionalism and for physicians who, despite a supportive environment, show a consistent disregard for established standards.
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Assumption 4.

The system plays a role in the extent to which physicians remain true to professional values. Poor decisions about staffing models and reimbursement strategies may pose unnecessary challenges to professional behavior. Physician leaders should work to reshape the health care system to facilitate professional behavior. Locally and nationally, the profession must proactively work with administrators in health systems to ensure that policies and procedures governing reimbursement and reward are supportive of professional values.48 We need to recognize the human element of professional behavior and find opportunities to reconfigure health care systems to support reflection, personal well-being, and professional renewal. Improving clinical role modeling by championing positive examples of professionalism can result in significant culture change.16
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Assumption 5.

Professionalism is a dynamic competency. Although the values of professionalism remain true over time, the challenges to professional behavior may change as a result of trends in the biomedical, social, political, and economic environments of health care. Physicians should understand the need for continuous education in professionalism as a core component of continuing medical education and maintenance of certification.
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Assumption 6.

The educational system begins the process of professional development for physicians, but it is the community of practicing physicians, health care leaders, and educators who must accept responsibility for maintaining professionalism. Everyone in the medical profession should be willing and able to initiate and participate in conversations about professionalism. We should assume that our peers want to be professional and that they will welcome interventions from a trusted colleague when circumstances suggest that a lapse is imminent. We need to prepare physicians in leadership roles to lead ongoing discussions with their community of professionals about how to deal compassionately but firmly and consistently with those physicians who, despite our best efforts, continue to behave in ways that are antithetical to our values. As in the patient safety movement, the right balance between physician accountability and systems emphasis must be sought.56


[image: Table 3]
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Final Thoughts

To quote William Osler,57 “You are in this profession as a calling, not as a business; as a calling which extracts from you at every turn self-sacrifice, devotion, love and tenderness to your fellow man. We must work in the missionary spirit with a breadth of charity that raises you far above the petty jealousies of life.”

Enhancing medical professionalism will require approaching the need for its improvement as a complex adaptive challenge rather than as a technical problem. As such, new learning and sustained, arduous work will be required to propose and enact successful solutions. Progress can be made with discussions that emphasize the fallibility of humans, the individual and collective responsibility of all physicians to accept the work required to sustain the values we espouse, and the importance of supportive cultures monitored for their impact on professionalism, as well as by continuous learning and improvement by all.
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Table 2
Examples of Tools That Assess Elements of Professionalism, Found in the
References Indicated and Grouped According to the Tools’ Uses™

Tool use Examples of tools
Assessment of an observed ini-Clinical Evaluation Bxercise (min-CEX)*
dinical encounter + Professionalism Mini-Evaluation Exercise” )

et
e
+ Standardised Direct Obsenation assessment Tool*”

ultisource feedback? 323440°62"

4 Incident réporting formeS

« Ciiticalincident report®”

« Defining issues test®®
+ Objectve Structured Video Examinations®”
« Critca incident report™*

o Multiple-choice test?'
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Table 1

The Authors’ Classification of Themes and Subthemes, Arising From Definitions.
or Interpretations of Professionalism Found in the References Indicated"

Adherence to ethical practice principles, including but 56,8-10,14,15,54
not restricted to:

* Honestyintegiity 611,14,15,35,85,56

& Confidentaity 4,7,10,14,15,35,55,57

< Wioral reasoning Wone

' Hespect pivileges and codes of condiict 7,10,14,15,35,54.55
Effective interactions with patients and with people. 2,7-10,13,15,35,57
who are important to those patients, including but not
resticted (0

‘@ Respect for diversiy / uniqueness 58,10,155

ol teness / ourtesy / patience 810,15

‘s Empathy / caring / compassion / rapport 461115355657

 arier / demeanir 67,3557

 inclide patients i decision making 710,155

& hainiain professional boundaries i555

& Balance availabilfy 1o others with care for oneself 61135
Effective interactions with other people working 457710153557
within the health system, indluding but not resricted to:

o Teamwork 68111535

& Respect o diversiy / uniaueness 58,1015

‘s Polteness / ourtesy / patience. 15,85

& Wanier / dermeanor 67,3557

' Maintain professional boundaries i858

‘@ Balance availabilty 10 others with care for oneself 1135
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List 1

Physician Charter: Responsibilities of
Individual Physicians*

A physician should

« Maintain professional competence
throughout one’s career

« Deal honestly with patients
» Respect patient confidentiality

« Avoid inappropriate relations with
patients

« Avow scientific knowledge
« Fulfill professional responsibiltes
o Improve the quality of health care

« Advocate improved and equitable access
to care

« Support the just distribution of scarce
resources, and

» Maintain trust by managing conflicts of
interest.

*The Physician Charter was created by a
professionalism working group sponsored by the
American Board of Internal Medicine Foundation,
the American College of Physicians Foundation, and
the European Federation of Intemal Medicine. For
more information, see the Annals of nternal
Medicine 2002, pp 243-246, and The Lancet 2002,
op 520-522.
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List 2
Needs Assistance Criteria for Referring Students for Interviews via the Personal
and professional Development Progress at University of Queensiand (UQ)

1. Honesty/Integrity
« Earns the respect of peers, colleagues, and teachers

 Puts truth before personal advantage (e.g., does not cheat or plagiarize)
« Records and reports accurately

2. Responsibility/Reliability
« Fulfls commitments (e.g., completes agreed duties, meets deadiines)
« s punctual

« s ot ate or absent regularly without justification

3. Compassion

» Demonstrates a caring attitude (directly or as evidenced by feedback from patients’ relatives,
staff, and peers)

« Strives to understand the needs of others and attempts to meet the physical and emotional
needs of patients, when appropriate

4. self-Appraisal

« Recognizes own abilties and limitations

 Admits and handles errors and criicsm appropriately

 Recognizes and declares conflicts of interest

« Balances personal and professionallfe, and recogizes the need to work safe hours

« Demonstrates physical and mental slf-care, seeking help where necessary, including for alcohol
or drug dependence
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List 1

Ethics and Professional Practice / Personal and Professional Development
Curriculum Topics’

Year 1"

+ Introduction to Philosophy of Medicine, Ethics, and Bioethics

« Celebrating Life and Confronting Death

« Changing Ethics in Medicine

« Duty of Care

+ Medical Practice and the Law

« Professionalism, Accountability, and
Self-Regulation

« Intellectual Disability and Consent
« History of Disease Concepts and Classfications

« Autonomy, Paternalism, Intervention, Regulation

» Concepts of Disease, Health, and liness

« Fatalliness, Treatment Futiity, Quality of Life

+ Ethical Interactions with Colleagues and Others

« Assisted Reproductive Technology, Ethics, and Policy

« Abortion: Ethics and Law: Ethical Issues in the Antenatal Period
« Ethics of Genetic Screening

 Role and Rights of Parents and Children

« Certificates: Legal and Ethical Responsibilities

o Consent for Minors
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Table 1

Bachelor of Medicine and Bachelor of Surgery” (MBBS) Cohorts at the University
of Queensland (UQ) (Australia) School of Medicine, Academic Years 2000-2006

Cohort by
year of Number of

enrollment students 2000 2001 2002 2003 2004 2005 2006
1997 198 Ya*t

o

1999 I 7 |

3000 26V

2001 252 Vi

2002 254 Y4
e — g
2004 3 2

2005 305 Vi

2006 317

g

" MBBS is the tile of the medical degree conferred by UQ.
' Y4, fourth-year medical students.

* Y3, third-year medical students.

¢ Y2, second-year medical students.

%Y1, first-vear medical students.
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Table 1

Elements of Content Definition Used to Develop Instruments in 134 Studies

Related to the Measurement of Professionalism, 1982-2002

Definition
Specific attributes of a professional
thics, decision making moralreasoning’
Humanism
Multcuituraism
Empathy
Values.
Deception in patient elationships, aitudes toward
indigent, care for
Trust
‘Attitudes and communication
Confidentiality of patient data
Contact with patients, appropriate/nappropiate
Emotional intelligence
Mental heaith
Self-assessment
Mied attributes

No. of studies

Professionalism as one facet of competence

Professionalism as a comprehensive construct

Other phenomena
‘Abuse and harassment of students, housestaff
Patient saisfaction
Cheating
Uncertainty, atitudes toward
Cynicism
Turfing

Total

134

+The s of atlnbutesof a professonal  empircal, having been derved fom e o the atcle, abstacts,
purpose, ot key terms provded by he reviewers. Ech artice was assigned 0 one category. However,the
atnuts in this st ar not ecessanly mutualy excsive, and the st 5 not intended © be eXhausie.

 The heterageneous caegory ~ethics includes ethics, ethicaldecsion-making sk, mralreasoning abites,

ki w1 o sy
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Table 1

Examples of Conflicts and Challenges
to Professionalism

Challeng
Conflict _ professionalism

Maslow  Should I sign up for more shifts

confict (.., mooniighting) to support
my family (safety, belonging), or
should I study longer to learn
more (excellence)?

Values " Should l eave at 12 noon after

conflict  being up all ight, thus avoiding
fatique-related errors (excelence),
o should  stay and continue to
care for my patient at this ritical
juncturein hiscase (altruism)?

interpatient ~Should | demonstrate

confict  compassion by spending extra
time with this patient who just
received bad news, or should |
demonstrate respect for the
next patient by staying on
schedule?

Systems Dol refer my patient to

conflict someone on herinsurer's
covered lst, or do| send her to
the provider | believe s
superior?
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Table 2

Target of Assessment and Source of Data in 134 Studies on the Measurement of
Professionalism, 1982-2002

Target of assessment
Individual Group.
Student Housestaff Physician Students Housestaff Physicians Combinations Environment Total
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Table 2

New Assumptions About Professionalism to Guide Future Problem Solving

Professonaism s a competency  Prfessonalism s an attudinal competency  Professionalismis a mltdimensional competency with elements of

Profesionaism i an individual

Profesionaism chalenges

Response 10 lapse n
professionaism

Role of the helth caresystem

Responsibityfor stewardsp of
professionaism

ased on charactr aispresent a the start:
of medcal schoo.

Physicns who lpse are unprofessional
The competency f professionalismis
dichotomous and fxed at the ime of
completion offormal educaton

Challnges to pofessonalsm are infrequent
and unpredictable.

The response 1 a apse in professionalsm s
commonly punitve eling on negatve
labels,sanctons, and the thveatofremoval
fromihe pofession.

The health cae ystem s simply the stting
nwhih lapses i professionaism occur.

The educatonal system owns the primary
responsivityforensuring that physcians
remain professiona by slectng the right
RS s Sei Wit vl

knowledge, aitudes, judgmen, and skl

Lapses i professonalsm can occur in physicians who re 90od
professionals. The competency of pofessonalsm folows a
Gevelopmentalcurve from beginner {0 expert, and s continvously
5haped ove th ifetime of 2 career.

‘Challenges t prfessionalism are commn and can be anicpated.

The response 1 alapse in professionalsm should b pedaggical,
using actve,trgeted coaching basd o r0ot-cause analyss of the
Iapse. Sanctons shoud be reserved fo those who fail o respond fo
the pedagogical approach.

‘The organization and operatons of  heath care system con
increas th ikelood that a apse wil occur. Changes n the heath
caresystem can support physicans s hey stive o e out ther
professonal valves

‘The commntyof practicing pysicians,inclusie of educational and
ealh system leaders, mustassume esponsbilty for supporting,
reinforcing, and quiding physicans to emain profesional
b e it o
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Table 3
Frequency and Types of Reliability

and Validity Evidence Reported in 134

Studies of Professionalism,
1982-2002*
Reliability
Internal consistency 33
Inter-rater 24
Test-retest 16
Other n
None 72
Validity
Content 86
Construct 61
Concurrent 3
Predictive 16
None 19
* Other approaches to reliability estimation include

‘generalizabilty studies, other analyss of variance
studies and citations to relabilty studies wathout

specifications. Frequencies of each type of reliabilty

and validity do not sum to 134 because multiple
types were reported within some studies.
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Table 1
Rotated Factor Matrix Solution for Factor Analysis of 24 Items

Doctor-patient relationship skil
1. Listened actively 1o patient
2 Showed interest in patient as 3 person
3. Showed respect for patient
4 Recogrized and met patient niceds

5. Accepted inconvenience to meet patient needs
6. Ensured continuiy of patient care
7. Advocated on behalf of a patient and/or famiy member

12, Maintained appropriate boundaries with patientscolleagues

Reflective skills
8 Bemonstrated awareness of imitations 459" 344 632 019
9. Adritted errorsiomissions. 257 249 783 084
10, Solited feedback 248335 783 31
11, Accepted feedback 199 247 825 245
13, Maintained composure in a iffcut ituation 448 419”598 204

Time management
15, Was on time 248228327 804
16, Completed tasks in a rliable fashion 321447 063 632
18, Was avaiable to patients or colleagues. 459278183 746

Interprofessional relationship skills
12. Maintained appropriate boundaries with patients/colleagues 528 562 393 189

14, Maintained approprate appearance 648 270 515 304
17, Addressed own gaps in knowledge and Skl 523 377 33 317
19, Demonstrated respect for colieagues 726 249 g6 381
20, Avoided derogatory language R T
21 Assisted a colleague a5 needed 722428 261258
23 Maintained patient confidentiaity 7973147349287
23, Used health resources appropriately 7238830523
24 Respected rules and procedures of the system 709 340 365 3%

Extacton method: unweighted least squares. Rotaton method: varimax with Kaser normalzation.
Rotation converaed in 7 iterations.
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Table 2
Decision Study for Calculated Mean Score on Professionalism Mi
Exercise (P-MEX)

i Evaluation

38710368
.96 10 354
310110 3.49
t0'3.47
30510345
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Table 3

Teachable Skills That Enhance
Professional Resiliency

Sample questions for
kil structured reflection

Self-awareness  What are my emotions
and self-control  now? How can | ensure
that I will remain in control
of my emotions throughout
this encounter?
Situational What values are at risk
awareness here? Where might
different values conflict?
Who is most in need of my
help?
Alternative What options, other than
strategy my firstinstincts, exist for
development  managing this situation?

Ciisis positive attibution: Why

communication  might a reasonable person
act this way?
Empathy and active
listening: What might
others be thinking and
feeling?
Confict resolution and
negotiation: How can this
be'a win:win sitvation?

Peer coaching  What s the best way to
prevent my colleague from
committing a lapse of
professionalism?
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List 1

Principles and Values of
Professionalism*

Principles
» Primacy of patient welfare
» Patient autonomy
® Social justice

Professional responsibilities
» Professional competence
® Honesty
 Patient confidentiality

® Maintaining appropriate relationships
with patients

» Improving quality of care
® Improving access to care

® Just distribution of finte resources
® Scentific knowledge

© Maintaining trust by managing conflicts
of interest

* Matera fo ths st was adapted from ABIMI
Foundation; American Board of Internal Medicine;
ACP-ASIM Foundation; American College of
Physicians-American Society of Interal Medicine;
European Federation of nternal Medicine. Medical
professionalsm in the new millennium: A physician
charter. Ann Intern Med. 2002:136:243-246.
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lable 2

Distribution of Specialties for All University of California, San Francisco School of Medicine
Graduates, Those Disciplined by the Medical Board of California, 1990-2000, and a Matched Control
Group

UGS, School of Medicine Graduales Nos ) inpecily

Specialy in This Specialy Cases Controls

Emergency medicine 2% 2() 6(3)
Family practice 8% 10(14) 2(13)
Intemal medicine 2% 13(19) 39(19)
Obsterics-gynecology % 10(14)" 31(15)
Opfthaimology 3% 2() 6(3)
Pediatrcs 8% 405 12(6)
Psychialty 9% 1217 28(14)
Surgery 1% 8(11) 2(12)
Othert 2% 7(10) 2(12)
Nol available 8%

*p < .05 when comparing the frequency of all UCSF, School of Medicine graduates in the specialty to the frequency of UCSF,
‘School of Medicine graduate i the specialty who have been discipined by the state medical board.

1Specialty with only one case per group or specialty not specifed.
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lable 3

Index Violation Leading to Disciplinary Action by the Medical Board of

California for 68 Graduates of the University of California, San

Francisco, School of Medicine, 19902000

Violation No. (%) of Cases

Professionalism 65 (95)
Negligence 26(38)
Self-use of drugs or alcohol 9(13)
Unprofessional conduct 8(12)
Inappropriate prescribing 8(12)
Sexual misconduct 7(10)
Conviction of a crime 3(4)
Fraud 3(4)
Unlicensed activity 1(1)

Mental illness 3(4)

Total 68
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lable 1

Comparison of Characteristics of Cases and Controls in a Study of University of California, San
Francisco, School of Medicine Graduates Disciplined by the Medical Board of California, 19902000
Group
Characterisic Case(%)n=68  Contiol (%) n =196  pValue

Gradualion year (range) 1944-88 1943-89
Graduaion year (fequencies)

194349 6 18

1950-59 12 3

1960-69 16 2

1970-79 17 48

1980-89 17 5
Gender (%)

Men 60(88) 159.(81) 18
Age at disciplne (years)

Mean = SD (range) 54+ 12(25-71) —
Mezn undergraduate GPA 33 34 ]
Undergraduale GPA < 30 11(16) 2(13) 55
MCAT lowest quartile 18(26) 41(20) 3
Not passing = 1 medical school course 13(19) 2(12) 16
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S. Doctor-Patient relationship
 Respects the patients’ privacy, dignity, and confidentiality

« Protects the patients' rights, and avoids emotional, sexual, physica, or financial exploitation
6. Discrimination

» Behaves equitably towards a, irrespective of gender, age, culture, social and econornic status,
sexual preferences, beliefs, contribution to society, iiness-related behaviors, or the iiness itself

7. Respect
« Respects the beliefs, rights, roles, responsibiites, ablities, and cultural values of peers, pati
staff, and members of the community

» Shows sensitivity in al interactions with patients, and is not aggr
demeaning

 Respects the personal and professional integrity and roles of other health professionals
8. Relating to others
 Resolves conflct constructively

+ Observes agreed behavior in electronic communication; see UQ Internet Code of Practice at
(http/Awww.uq.edu.awhupp/index html?page=25322)

« Uses appropriate language i al written and verbal communication
9. Participation

« Participates and contributes willngly in group and community activities
« Facltates the learning of others and does not inhibit their efforts

« Teaches others who are at earlier stages of learning

s,

ive, hostile, derogatory, or

* Instructors refer medical students when they fail to meet one or some of these ariteria,





OEBPS/images/Original.00001888-200403000-00011.TT4.jpg
lable 4

Comparison of Specialty-Specific Frequency of Students’ Records
Noting Unprofessional Behavior for University of California, San
Francisco, School of Medicine Graduates Disciplined by the Medical
Board of California, 1990-2000, with Controls

No. of Students’ Records with
Comments Citing Unprofessionalism
(% of Total in Sample)

Specialty Case Control
Emergency medicing 1(50) 2(33)
Family practice 2(0) 3(M)
Internal medicine 3(3) 3007
Obstetrics/gynecology 2(20) 5(16)
Ophthalmology 1(50) 2(33)
Pediatrics 2(50) 2(16)
Psychiatry 5(41) 10(35)
Surgery 5(62) 4(16)
Other 5(83) 7(29)

Total 26(38) 38(19)
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Year 2"
« Inappropriate Practice and Medical Oversarvicing
« The Challenge of Euthanasia

« Consent to Medical Treatment: Ethics
and Law

« Informed Decision-Making and Negligence
 Refusal of Treatment; Treatment Without Consent

+ Counter-Transference and Stereotyping

« Second Opinions

« Selfinduced Disease: Concepts and Issues

« Looking After Yourself: Doctor’s Health Risks

 Pychiatric Diagnosis: Nature and Ethics

« Brain and Mind

« Ethical Issues in Treatment of Psychiatric Disorder

 Defensive Medicine and Legal Liabilty: The Standard of Care and Actions in Negligence
« Notification: Clinicalfthicali.egal Dimensions

 Decision-Making in Serious Adolescent liness

« Confidentiality and Privacy

» Aspects of Brain Death and Organ Donation

« Substitute Decision-Making and Advance Care Planning

 Defining Death: History and Ethics: Medical Approaches to Death and Dying

«+ Commercialisation of Medicine
+ Boundary Violations in Clinical Relationships

« Patient Concepts of liness, Causes and Meaning
« Immunisation: Ethical Issues

Years 3 and 4"

« Relations with the Pharmaceutical Industry
» Human Research Ethics in Australia

« Career Choices in Medicine

* Topicsare "generated from weekly probler-based learing cases and, thus, do not conform to a textbook-like
sequence.

“The majoity of topis occurin years 1 and 2 because lectures and tutorials are deliverable o the whole cohorts
uring these years, whereas formal defveryis unmanageable during years 3 and 4, when the cohorts are widely
il Wil g Ol
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lable 5

Logistic Regression Analysis of Factors Used to Differentiate between 260 Disciplined and
Nondisciplined Physician-Graduates of the University of California, San Francisco, School of
Medicine, 1990-2000*

Confidence

Predictor 0dds Ratlo  Intenval (95%) p Value
Men 151 065-351 3
Undergraduale GPA 57 025128 17
MCAT lowest quartile 101 050-205 %8
Did not pass = 1 medical school course 130 059-287 5
Protessionalism severlty ranking of Concern, Problem, or Exteme ~ 2.15 115402 0

*Predictor variables were coded as follows: male = 0, female = 1; did not pass = 1 course = 0, did pass all course
MCAT lowest quartle = 0, MCAT not lowest quartie = 1; professionalism rank Concern/Problem/Extreme = 0, Trace/Good =
1. Undergraduate GPA was entered 2s a continuous variable from 040,
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Pass / Fail

Board of
Examiners (Bo€)
Final decision

BE Subcommittee
Provisionaldecision: pass/fai

1

Head of School of Medicine
Decision 0 convene subcommitee
(discretonary but usgaly follows PPD advice)

Referral fo assessment of students judged
10 have inadequatel responded to feedback

PPD Comittee.
‘Supportfeedback/remediation

t

Tutor needs assistance’reports

t

€PP/PPD curicuim ————* Pass/Fail

t

‘Orientation program year 1 including Commitment to Professionalism






OEBPS/images/Original.00001888-201002000-00031.FF1.jpg





OEBPS/images/29-1.jpg
Taste 1. When and Where Values Are Taught in Internal Medicine Training,
University of Michigan Medical School, 1995

Rate of Values Chi-square
Time No.of Events _Teaching (per hour) (p-value)
Morning 102 09
Afternoon a7 075 1421 (007)
Evening 23 136
Long call 53 127
Post call 62 112 18.82 (.004)
Short call 30 057
Off call 7 0.85
Formal 83 070 18.38 (<.001)
Informal 9 131
Atending present 81 115 1130 (004)
Attending absent 101 0.82

“Event = a five-minute period during which atleast one values excerpt occurred.





