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Fostering Professionalism in Medical Education
A Call for Improved Assessment and Meaningful Incentives
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Increasing attention has been focused on developing professionalism in medical school graduates. Unfortunately, the
culture of academic medical centers and the behaviors that
faculty model are often incongruent with our image of professionalism. The need for improved role modeling, better assessment of student behavior, and focused faculty development is
reviewed. We propose that the incentive structure be adjusted
to reward professional behavior in both students and faculty.
The third-year medicine clerkship provides an ideal opportunity for clinician-educators to play a leading role in evaluating,
rewarding, and ultimately fostering professionalism in medical
school graduates.
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M

edical schools have long taught the technical
aspects of medicine, but a focus on teaching the
professional and healing qualities has been more recent.
In 1998, Makoul and Curry discussed the evolution and
future of medical school courses designed to teach professional skills and perspectives, with the goal of stimulating
dialogue about ways to enhance the teaching of professionalism.1,2 In the present essay, our goal is to challenge medical
educators to take a next step in that dialogue. Adjusting
course curricula and improving awareness of professionalism
represent a beginning; the next critical step is the assessment of professionalism and the construction of incentives
that demonstrate that the profession truly values these
qualities. It is our hope that the medical education community will engage in open dialogue about how to reconcile
the gap between our aspirations and our current reality.
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Learning Objectives for Medical Education
The American Board of Internal Medicine (ABIM) has
been a leader among the many professional societies
and organizations that have explicitly addressed the need
to promote professionalism in medicine.3–8 With Project
Professionalism, the ABIM first undertook to define professionalism in the 1990s. Their widely adopted definition is
broad and inclusive, composed of three commitments and
six elements. The three commitments are to the highest
standards of excellence in the practice of medicine, to
sustain the interests and welfare of patients, and to be
responsive to the health needs of society. The elements of
professionalism as defined by the ABIM include altruism,
accountability, excellence, honor, integrity, and respect
for others, and are more fully described in Table 1.9 This
definition of professionalism is appropriately broad to
include most all qualities and skills that are not knowledge
based or technical in nature.
In 1998, the Association of American Medical Colleges
(AAMC) published the Medical School Objectives Project
(MSOP): Part I, a consensus statement formalizing four
key attributes that graduating medical students should
possess: altruism, knowledge, skill, and duty.10 In 1999,
the Accreditation Council on Graduate Medical Education
(ACGME) endorsed six general competencies for residents:
patient care, medical knowledge, practice-based learning
and improvement, interpersonal and communication skills,
professionalism, and systems-based practice.11 As of July
2002, successful development of these competencies became
a requirement for residency programs.12 These organizations not only endorsed the need to foster and recognize
professionalism in medical education, but laid out clear
objectives for doing so.
Increasingly, medical schools have begun to emphasize
the teaching of such qualities. Recent surveys show that
nearly all U.S. medical schools include formal instruction
in professionalism,13 often in a single course or in an integrated sequence of courses.14 While this is good news, it
is only the beginning of a process that must be aimed at
both expecting and requiring that our graduates demonstrate professionalism. Cohen has cautioned us to remember, “The quality of medical education must be evaluated
by what it produces.”15 Thus, next steps must move beyond
process and focus on continuing to develop and refine
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Table 1. The Elements of Professionalism as Defined by the American Board of Internal Medicine
Altruism
Accountability

Excellence
Duty
Honor and integrity
Respect for others

The essence of professionalism, in which the best interest of the patients, not self-interest, is the rule.
To patients—honoring the patient/physician relationship.
To society—addressing the health needs of the public.
To the profession—adhering to medicine’s ethical precepts.
A commitment to life-long learning and to exceed “ordinary expectations.”
Free acceptance of a commitment to service (e.g., enduring unavoidable risks in the care of patients and
advocating best care regardless of ability to pay).
Consistent regard for the highest standards of behavior and the refusal to violate one’s personal or
professional codes.
Including patients, families, other physicians, and health care professionals.

methods to assess outcomes and on compiling evidence
about best practices aimed at achieving desired goals.

The Need for Faculty Role Models
Ludmerer has suggested that both formal teaching and
role modeling are important to the development of professional values.16 In order for faculty to effectively model
attitudes and attributes for students, they must hold these
same characteristics and values for themselves. Here we
face a major obstacle in delivering change: our actions
must be congruent with our rhetoric. Despite institutional
efforts to improve professionalism, medical students often
receive mixed messages. On the one hand, schools are
increasingly teaching about the importance of professionalism. On the other hand, students regularly observe
unprofessional behavior. In a study of students at six
medical schools, 98% of students reported hearing instructing physicians speak in a derogatory manner about their
patients while on the wards and 61% of students reported
seeing team members engage in behavior the students
deemed unethical.17
Hafferty has suggested that the informal and hidden
curricula, which emphasize the importance of informal
interpersonal interactions and the influence of organizational structure and culture on the education process,
greatly influence student learning and often are counter
to the formal curriculum.18,19 Similarly, Stern found that
medical students received a disproportionate amount of
their training in professional values from the informal curriculum and that those values were often in direct conflict
with those espoused by the formal curriculum.20
Faculty development with an eye toward role modeling
is a key component of the effort to promote professionalism.
Preston pointed out that medical education has historically
relied on a community of physicians with shared values.21
In this community, students’ interactions with faculty have
exposed them to these values and, hence, have been crucial
to student learning and adoption of these values. If many
of the values being transmitted to students are inappropriate, the medical education community must work to
clarify, reassert, explicitly state, and model the appropriate
values as standards.
Further, the community must find ways to provide
faculty with information concerning their own performance

relative to the standards. In his work on motivational effects,
Bandura asserted that both knowledge of standards and
knowledge of one’s own performance are required to
change behavior through self-evaluative mechanisms.22
One alternative would be to emphasize student, peer, and
self-evaluation of professionalism of faculty members. By
expanding the evaluation pool, we may encourage more
faculty awareness and concern for professional behavior.
Recognizing the power of informal interactions, explicitly
acknowledging professional values standards, and incorporating the evaluation of performance against these
standards into self and peer review processes are ways of
helping faculty further develop these values in themselves
and model them to others.

Improving Student Assessment
Meaningful, accurate student assessment with feedback
is crucial to fostering professionalism in medical students.
Unfortunately, many current assessment practices are not
optimal. The ABIM has opined that humanism can most
realistically be assessed by direct observation.23 But, with
time-strapped clinicians evaluating students in clinical
clerkships, direct observation of students in the clinical
environment is a rarity.24 When observation does occur, one
study found that faculty were hesitant and, in most cases,
unwilling to confront learners exhibiting what they perceived to be disrespectful, hostile, or uncaring behaviors
toward patients.25 Faculty admitted they were uncomfortable providing negative feedback, were not prepared to do
so, and felt ill at ease imposing what they perceived to be
their own standards and values on others. If our goal is to
foster professionalism in training physicians, faculty must
have time to observe students in clinical scenarios and
must receive training that allows them to accurately assess
student behaviors and provide effective, evaluative feedback. A recent study of associate deans responsible for
medical schools’ curricula found that 97% requested
faculty development materials.14 Skills needed to provide
effective feedback are among those that have been identified as important targets of several faculty development
programs.26,27
When student professionalism is assessed, it is often
assessed inadequately. The most common assessment
method is the global performance rating, in which the
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evaluator retrospectively rates general categories of behavior
using a numerical scale.28 In practice, the global performance rating strategy has been shown to contain significant flaws, including leniency error29 and a paucity of specific written comments.30 Some have argued that the lack
of direct observation and the unreliability of raters’ memories lead to “little more than a popularity contest.”31 The
ACGME has noted that use of focused evaluation, based
on particular encounters or tasks, is needed to improve
assessment.32

Tools for Assessing Professionalism
A number of approaches to more accurate assessment
of professionalism have been suggested. The use of objective
structured clinical exams (OSCEs) and simulated patientbased assessment has been shown to decrease some of
the variability of ratings by providing a more stable and
objective venue for assessment.33 Such methodologies are
increasingly being utilized to assess qualities ranging from
communication skills to cultural sensitivity.34–36 OSCEs
have been shown to provide reliable and valid assessments
of students’ humanism,37 communication,34,38 and empathy.39 In 2005, the United States Medical Licensing
Examination will include a multistation OSCE designed to
assess communication skills. Successful performance on
the OSCE will be required to obtain medical licensure.40
Another method that has been gathering support is
student peer review.41 Peer evaluations have the potential
to add value to the importance of teamwork and help train
students in evaluation and feedback skills. Early studies
have demonstrated evidence of reliability and validity in
peer assessment in medical students.42 Peer evaluations
have been shown to offer useful insight into learners’ interpersonal skills43 and professional behavior.44 While students in one study expressed concern about their ability
to be objective when evaluating peers and about how such
a process could impact personal relationships, the study
also reported that students generally found both sides of
the process useful and that students were enthusiastic
about participating.45
Another approach to evaluating professionalism requires
an expansion of the evaluator pool. The 360-degree evaluation has been suggested by the ACGME as a way of providing feedback from multiple sources in a student’s sphere
of influence in the clinical setting.28 Evaluators may include
patients, nursing staff, and peers, as well as faculty and
house staff, who provide feedback on the learner’s performance. While this assessment method may be cumbersome to administer, it is likely that students would benefit
by becoming more aware of, and taking more pride in, the
quality of interactions with all participants involved in the
care of a patient. Three hundred sixty-degree assessments
have been shown to be effective in a number of organizational environments outside of medicine.46,47 A recent study
of this approach in physical medicine and rehabilitation
residents indicated instrument reliability and reproducibility,
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and concluded that the approach was useful in providing
formative feedback to residents regarding professionalism.48
Other, more creative approaches for assessing professionalism have been proposed. For example, Minsch has
suggested that medical schools develop qualitative measures
utilizing humanism “connoisseurs” who possess expertise
in the interpersonal components of the medical art.49 Other
innovations take advantage of recent technological advances.
For example, the “virtual practicum” was developed to provide a simulation that mirrors the realism and complexity
found in practice and that focuses on difficult ethical
situations and communication dilemmas.50 A number of
medical educators have suggested that reflection can be
another useful method for making professional and
humanistic qualities more clinically salient for students.51–53
While these approaches require further study to determine
their effectiveness, they represent new, creative strategies
for assessing professionalism in medical students.
Unfortunately, as yet, there are no proven best practices for assessing professionalism. In a recent, exhaustive
review of the assessment of professionalism, Arnold concluded that, while there is a rich array of assessment tools
available, no single tool is adequate and multiple sources
ought to be used to assess professionalism.54 The ACGME
and the ABIM both agree that multiple methods and evaluators should be used to increase the reliability and validity
of assessments.55,56 As the field of evaluating professionalism
matures, there is little question that more direct observation and a more concerted effort toward honest assessment
and feedback will move our profession closer to the ultimate
goal of reliably evaluating students’ professional qualities.
More study is needed to test the validity and reliability of
measures to assess professionalism.

Real Incentives to Behave Professionally
If we want professional behavior to increase— on the
part of either students or faculty—we need to provide real
incentives for such change. Currently, medical education
is predominantly geared to reward academic achievement.
Students find that their acceptance into a desirable residency program is dependent, in large part, on their medical
school grades and rankings. Thus, the grading system continues to be the mechanism by which medical students are
rewarded for good work and, as such, “good grades” define
“good work.” In general, performance in the third-year clinical clerkships receives much more emphasis than performance in the preclinical years. Professionalism evaluations
in the third year often are comprised of a general measure
of professional behavior, or a global rating scale,57 without
explicit weights or values. Given the nature of such evaluations, it is likely that students’ perceptions of the
association between their professional behavior and their
overall grade in a clerkship are not always clear.
Some schools are beginning to develop policies and
mechanisms for formally identifying and working with students who display unprofessional behavior. The University
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of California, San Francisco, School of Medicine has developed such a system.58 By including interpersonal skills as
a specific area in which clerkship students are evaluated
and, if found lacking, are remediated and counseled, the
system designers have begun to change the reward structure and, hence, the value system. Another example is
Brown University School of Medicine, which has implemented a competency-based curriculum that defines nine
abilities, including effective communication, in which a
student must be certified in order to graduate.59 By making
competency in this area a program requirement, the curriculum designers have indicated to students the degree
to which they value communication skills, an important
component of professionalism. The impact of such programs
on student attitudes and behavior remains to be seen, but
recognition of the need and implementation of programs
designed to meet the need are important first steps.
It is not enough to evaluate professionalism as a
minimum standard that must be hurdled in order for
promotion. Clear, formal, feedback mechanisms with visible
rewards for excellence in professionalism are needed to significantly impact behavior. The need for positive reinforcement and effective feedback has long been acknowledged
as integral to the learning process.60 Providing incentives
for specific behavior is a very potent way to reinforce that
behavior. Since the seminal research by Skinner, a large
body of evidence has been amassed which demonstrates
that learners preferentially perform behaviors when
rewards are present for them.61,62
We suggest an explicit grade in professionalism in
the clinical clerkships that could reinforce the value of professionalism and provide incentive for students to take pride
in professional behavior. Clerkship directors often break
down the grading system for clerkships and assign weights
to clerkship evaluations and written tests. An explicit weight
for professionalism evaluations, a carved-out portion of the
evaluation, could help foster the behaviors that the profession deems important.
Some might argue that creating an explicit grade for
professionalism seems inherently paradoxical, that assigning external rewards for altruistic behavior diminishes the
level of altruism in the behavior. It would be ideal if the
medical community, left to its own devices, would exhibit
professionalism, and no external rewards would be necessary. But, if the medical community deems that there is a
problem, creating positive feedback for desirable behavior
could lead to the most rapid adoption of desired behaviors.
It is plausible that explicit evaluations of professionalism may also impact faculty behavior, and, as such, formal changes in the curriculum may influence the informal
and hidden curricula. As Maudsley noted, the content and
process of student assessment determine what is perceived
to be of value in the educational process for both students
and faculty.63 One could surmise that explicit evaluations
of medical student behavior may influence evaluators to
be more aware of their own behavior and may contribute to
an environment in which there is more congruence between
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the stated goals for professional behavior and the behaviors
role modeled for medical students. As medical educators
implement and evaluate student assessment strategies to
improve professionalism, it is important to also evaluate
the extent to which variations in the assessment process
may also lead evaluators to be more aware of their own
professionalism and to behave more professionally.
There are at least two tangible ways to reward faculty
who model exemplary professional and humanistic behavior.
One is through awards such as the national humanism in
medicine awards given by the AAMC, the Arnold P. Gold
Foundation, and the Healthcare Foundation of New
Jersey.64–66 On the local level, some medical schools use
awards to recognize faculty members who demonstrate
outstanding professional or humanistic behavior. Another,
more universally accessible reward would be the provision
of some type of educational relative value units (RVUs) that
count toward promotion and are given for excellent rolemodeling behavior. Development of educational RVUs would
require medical schools to make a significant financial
investment in fostering professionalism. A national panel
on medical education appointed by the AAMC recently
developed a “metrics system for measuring medical school
faculty effort and contributions to a school’s education
mission,” including a four-step process to create RVUs for
education activities.67 Additional study is necessary to
develop systems of measuring and rewarding high-quality
professionalism role modeling among educators.
Third-year medical student clerkships in medicine
provide an opportunity for internists and medical subspecialists to continue to pioneer the promotion of professionalism in our medical students. Students experience a great
deal of patient contact during their medicine clerkships,
allowing ample opportunity for observation, evaluation,
and feedback. Whatever the discipline in which students
plan a career, excellent performance in the medicine clerkship is invaluable toward achieving their goals. It is during
the medicine clerkship that internists and medical subspecialists have the opportunity to formally move professionalism into the forefront. By creating a clear link between
professional behavior and rewards, we can encourage
students and faculty to take more pride in the art of communication, empathy, and caring.

Making the Goals of Reform a Reality
The reform goals that have been laid out by MSOP and
others call for major change in the U.S. medical education
system. System-wide success requires the medical education community to engage in dialogue about how to adjust
the formal as well as the informal curricula and to be aware
of the connectedness of both. If we are serious about the
goal, we must move beyond rhetoric. We must find accurate
ways to assess professionalism in both students and
faculty. We must also change the incentive system so that
rewards adequately reflect the characteristics and behaviors that are deemed important. At the same time, we must

JGIM

Volume 19, August 2004

increasingly hold ourselves accountable for modeling the
attitudes and behaviors we desire to instill in our students.
Only then can we move forward intentionally, designing
processes and systems that will create and support the
future we envision.
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