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literature concerning measures to address the challenges to professionalism
have converged on the establishment of an education community, on a structured curriculum dealing
with professionalism, on developing programs for role modelling and mentoring, and on attention to the
assessment of professional conduct. The interventions in the field of medical education appear central among
these efforts, since it is during medical school that the template for professional conduct in medicine is
primarily learned. This article attempts to provide a more in-depth discussion of the goals, purposes and
current factors influencing teaching and learning professional behaviour in the medical school curriculum
and the residency programs.

© 2008 European Federation of Internal Medicine. Published by Elsevier B.V. All rights reserved.
1. Introduction

Maintenance of a doctor's professional status depends on the
public's belief and trust that professionals are trustworthy. Such
status is not an inherent right, but must be seen as something granted
by society. The doctor's professionalism can be threatened by self-
interest, peer pressure and commercialism. These can often lead to a
conflict between altruism and self- interest [1], potentially leading
to for example abuse of power, lack of conscientiousness, failure of
self regulation, and inability to adequately address issues important
to society [2]. It is now recognized that unprofessional behaviour is
something that cannot be managed through disciplinary action and
honour codes alone [3]. Instead, pro-active educational programs
promoting professionalism are viewed as equally important [4,5].
Nowadays, professionalism and professional behaviour have become
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core business for the medical educationalist over the last decade, as
evidenced by the enormous rise in the number of articles published on
these topics.

Recommendations in the literature concerning measures to
address the challenges to professionalism have converged on the
establishment of an education community, on a structured curriculum
dealing with professionalism, on developing programs for role
modelling and mentoring, and on attention to the assessment of
professional conduct [6,7]. The interventions in the field of medical
education appear central among these efforts, since it is during
medical school that the template for professional conduct in medicine
is primarily learned [7,8]. Apart from implementing a formal teaching
curriculum addressing professionalism, it is claimed that in order to
sustain a sufficient level of professionalism, medical schools and
teaching hospitals should address at least four other broad areas:

(1) improving selection of future doctors, (2) improving the formal
instructions of their learners and teachers (students and residents
and teaching staff and clinicians), (3) improving the clinical learning
environment (workplace) and (4) remediating their own unprofes-
sional practices [9,10]. The development and maintenance of
ed by Elsevier B.V. All rights reserved.
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professional development thereby becomes a continuum spanning
the years of medical training, residency and further professional
career.

This article attempts to provide a more in-depth discussion of the
goals, purposes and current factors influencing teaching and learning
professional behaviour in the medical school curriculum and the
residency programs.

2. Why would we teach and assess professional behaviour: who is
to benefit?

The reasons for teaching and assessing professional behaviour
during medical school are threefold. First, it should instil and nurture
the development of personal qualities, values, attitudes and beha-
viours that are fundamental to the practice of medicine and health
care. Second, it should ensure that students understand the im-
portance and relevance of these concepts, demonstrate these qualities
at a basic level in their work, and are willing to continue to develop
their professional identity [11]. Third, education in and assessment of
professionalism and professional behaviour should enable students
and faculty to understand the origins of professionalism and the
proper set of responsibilities of the professional.

This way of teaching and assessing professional behaviour serve
a purpose for the trainee, for the curriculum, for the institution, and
for the public. The trainee builds on individual strengths and remediates
weaknesses, develops self-reflection and self-remediation, and
thereby gains access to advanced training. The institution can imple-
ment curricular changes where necessary, thereby creating curricular
cohesion. The institution can identify candidates for specialised training
and promotion, promote faculty development, create and analyze
data for educational research, and can share developed educational
values with other institutions. For the public it serves the purpose of
being certain that only certified and qualified graduates enter health
care. The public is shocked by reports on for example the physicians
Michael Swango (US) [12], and Harold Shipman (UK) [13] who
murdered several of their patients. These reports make the public
wonder whether physicians are fulfilling their professional responsi-
bility to protect the public, and give rise to the question how it was
possible for them to make it through medical school.

3. Does identification of professional lapses provide opportunity
for remediation?

The underlying assumption of teaching and assessing professional
behaviour during medical school is that displayed professional lapses
in medical school or during residency training are predictive of un-
professional behaviour after graduation. Identifying these lapses (and
attempting to remediate identified unprofessional behaviour) sug-
gests that this provides possibilities for future prevention in some
cases. If insufficient attention is paid to development of professional-
ism, problems arising with professional behaviour during medical
training can certainly project into their career as a practicing
physician1 [4–16]. The supposed relationship between unprofessional
behaviour during medical school and subsequent problems as a
physician has recently indeed been demonstrated [15,16]. Those who
were described as irresponsible or as having diminished ability to
improve their unprofessional behaviour during medical training are
those who are most likely to experience disciplinary action during
active practice as a physician [15]. Conscientious behaviour (as for
example measured by reports on immunisation compliance) in pre-
clinical years was found to be predictive of outcomes in profession-
alism as found by the review board in clinical setting in year 3 [14].
Similar findings were recently reported for residents in internal
medicine [16]. Poor performance on behavioural and cognitive
measures during internal residency programs were associated with
greater risk for state licensing board actions against practicing
physicians in a very recent study [16]. So far, the licensing boards can-
not demand remediation of poorly performing graduates, but in many
countries medical schools and residency programs can.Moreover, since
a strong positive relationship exists between doctor's interpersonal
skills and patient compliance, attention to professional behaviour
of medical students and residents could potentially improve health
care outcomes [17,18]. Whether extreme examples of unprofessional
behaviour as mentioned can be prevented by these measures has not
been studied, and it is unlikely that such studieswill ever be performed.

An important approach to identify professional lapses is to es-
tablish training and assessment programs for professional behaviour
and professionalism. The students' view is important when develop-
ing a training program regarding professionalism, and their ‘view
from the trenches’ should therefore not be ignored [10]. For example,
the demonstrated lack of awareness and knowledge regarding
professionalism issues among students, their abundant practical
experiences with professional lapses (e.g. mistreatment and abuse),
and identification of learning points from contemporary teaching and
assessment practices (e.g. the unprofessional clinical learning envir-
onment with poor role modelling) are all aspects of the explicit
medical school professionalism curriculum that require attention, and
will successively be discussed.

4. Are medical students sufficiently aware of professionalism?

A recent paper reporting what medical students know about
professionalism, answered this question basically with: “Not a great
deal” [19]. Mostmedical students have no fundamental understanding
of what it means to be a physician and what constitute the core
professional values [19]. Medical school applicants frequently have
given little thought to what it means to be a physician in terms of
professional values [19]. Outside medical school training and at the
undergraduate level it seems that medicine is not “getting the word
around” properly [19]. “Speaking to the choir” (in highly valued
medical journals, where the volume of articles on the topic explodes)
may thus not be the same as informing the public (including future
medical school applicants) [19]. A recent study by Wagner et al.
investigated the meaning of medical professionalism to medical
students [20]. Students considered knowledge and technical skills
important as underscored by the use of words like “lifelong learning”
and “developing a knowledge base” [20]. In the past, despite efforts of
organisations in medicine to promote professionalism, trainees
tended to view professional values as peripheral and/or non-essential
[19]. This view may have changed over recent years. Wagner recently
reported that students also emphasize communication skills in their
relationship with patients and colleagues, and character virtues like
compassion. This aspect of professionalism, which involves the
patient relationship and communicationwith patients and colleagues,
is essential to them. The majority of the conversation during the focus
group interviews in this study dealt with the developing awareness of
the reciprocity of the patient–doctor relationship and the need for
colleagues to respect students [20]. Once in medical school most
students thus express great enthusiasm for “doing good” and being
service-oriented [10], but are not necessarily receptive of the notion
that they are obliged to act accordingly in these respects [19]. In
summary: increasing the awareness and knowledge regarding
professionalism issues among medical students should be an integral
part of a training program in the medical curriculum.

5. Which dilemmas do students face?

Opinions vary and evolve about how students and professionals
should behave1 [21,22]. Medical students are nonetheless expected
to demonstrate the currently professionally appropriate and ethical
behaviour. Knowing what constitutes this specific behaviour however,
appears to be extremely challenging for students [23] as well as
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teachers, since context (e.g. time, place and culture) all influence
the expected behaviour. Furthermore, evaluation of professionalism,
when practiced in a clinical learning environment where teachers fre-
quently display unprofessional behaviour invites conflict, and may
leave students confused [10]. In attempts to optimize strategies it is
critically important to combine current theories on professionalism
with practical experiences of medical students. The sparse literature
on this topic relies largely on the recollection of frequency and
severity of professional and ethical dilemmas faced by students [24],
and has focused more on prevalence than on the nature of the
dilemmas [3]. The most salient dilemmas are:

5.1. Mistreatment and abuse, and resulting cynicism

Baldwin et al. studied students' experiences of perceived mistreat-
ment and abuse, first at one [25], later at 10 medical schools [26],
and still later using a national sample of residents [27] and reported a
high prevalence of perceived unprofessional behaviour. Other authors
confirmed the high prevalence of such unprofessional behaviours in
undergraduate and graduate medical education [28–31]. Second
year medical students reported to have experienced one or more
problematic interactions in their first year related to issues of role
transition [32]. A pilot survey among third year medical students
showed that these students also commonly witnessed or were victim
to mistreatment (verbal abuse, unfair tactics), resulting in a more
cynical attitude towards academic life in three fourths of students
[28]. This is not a new finding, since similar results were already
reported previously in the 1950s [33]. Probably such increasing
cynicism as students further progress in medical school gives rise to
“ethical erosion” [28,33,34]. It is therefore widely suggested that
medical education should add reality preparation for the ‘complex,
power driven competition in the medical marketplace’ [35]. A later
study in pre-clerkship medical students revealed many faults in the
same areas, also committed by fellow students and to other students
[36]. Some authors therefore suggest that the chief barrier to medical
professionalism education is unprofessional conduct by medical
educators (i.e. poor role modelling), which is protected by an es-
tablished hierarchy of academic authority [10].

5.2. Unprofessional learning environments inviting conflicts

This is evidenced by the result from several studies. A survey of 108
clinical students who where one year away from completing medical
school reported that during medical training 47% had been placed in a
clinical situation inwhich they had felt pressure to act unethically, and
that 61% hadwitnessed a clinical teacher acting unethically [37]. Three
categories of ethically problematic situations were revealed:

– conflict between the priorities of medical education and patient
care; for example performing a femoral puncture in a patient not in
need of the procedure

– responsibility exceeding a student's capacities; for example having a
student close a wound, without the student knowing to close it
properly, and

– involvement in patient care perceived to be substandard: for
example patients requested narcotic free vaginal delivery but was
given intravenous narcotics without her knowledge [37].

The ethical problems were seldom discussed with the clinical teacher.
In focus group interviews final year medical students report to

havewitnessed critical issues in professionalism in the clinical setting,
and these issues could be classified as communicative violations to or
about patients or other health care professionals, role resistance (torn
between the learner's contract with the teacher and the caregiver's
contract with the patient, the student is confused, chafing against
role constraints, and her professional dilemma manifests itself as an
oscillation between alternative actions), objectification of patients
(ignoring patients or treating them as vehicles for learning), account-
ability (for example avoiding patients, failing to disclose information),
physical harm and crossfire (being put in the middle of struggle
between supervisors) [24]. A study by Roberts et al. comparing
medical students' and residents' perspectives revealed that ethical
conflicts are seen as common, especially by women and advanced
trainees. 58% of respondents (200 medical students and 136 residents)
indicated high frequency of encounters with ethical conflicts [38].

5.3. The distinction between newly observed versus unprofessional
behaviour is troublesome

The transition from lay people to medical student, being in an
“betwixt and between” stage of professional development, not knowing
what is simply new, not previously observed behaviour and what is
morally questionable, can be troublesome [23], even for students by
students that would otherwise tend naturally toward avowed profes-
sional virtues [10]. Whether this means that the abovementioned, iden-
tified ethical conflicts represent only the tip of the ice-berg, is not clear.

5.4. Personal learning benefit versus potential patient harm

Another professional dilemma occurs when trainees take part in
daily patient care as part of their training. Patients may not benefit
from doctors in training and medical students participating in their
care, and even be harmed by it [37]. Although educating doctors is
critical to society, and society as a whole benefits, this is not
necessarily the case for the individual patient. Professional behaviour
in practical training therefore implies balancing the good for society
and potential benefit to individual participants against potential harm
to those participants, avoid unfair distribution of risks and benefits,
and maintain respect for patient autonomy [39]. Respect for
individuals is essential. It is known that patient satisfaction does not
decrease when students participate in their medical care, and that
patients are willing allow students to participate in invasive
procedures and pelvic examinations based on the belief that the
balance of potential benefits to themselves and society outweighs the
risks. Altruism, rather than perceived benefit to self, seems to be the
primary motivation for participation in medical education [40]. As
long as this does not conflict with the principle of beneficence, the
decision of doctors whether the balance of risks and benefits justifies
requesting participating in patient care. Whether provider experience
is linked to outcome remains inconclusive however [41]. Furthermore,
the “burdens” of medical education are not distributed fairly.
Disadvantaged patients may not feel empowered towithhold consent,
whereas children of doctors are less likely seen by trainees [42]. Thus
the concepts of respect for individuals, beneficence, and distributive
justice coming from research ethics, can also be applied to medical
education [39].

6. (Dis)satisfaction with teaching professionalism in the medical
school curriculum

In summary, the exposure to ethically problematic behaviours
does begin as early as the first years in medical school, is common,
and persists over the years in medical school [43]. These data are in
support of the view that teaching and assessment of professional
behaviour should begin early in the curriculum. Few studies however
address the question of satisfaction with contemporary training in
professionalism. The available evidence on this topic is discussed in
the remaining paragraphs of this article.

In a study using a survey instrument consisting of brief scenarios
challenging professionalism issues, among students, house officers, and
practicing physicians, 40% expressed dissatisfactionwith their education
and training in professionalism (52% of medical students, 24% of house
officers, 41% of practicing physicians). There was a significant relation
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between hours of formal course work in professionalism issues
and overall satisfaction with training regarding professionalism.
Most respondents had less than 10 h of course work in professionalism.
However, teaching rounds were regarded the most effective setting to
learn professionalism issues (81%), but informal discussions had major
impact (65%) as well.

Thus, although didactic course work alone is generally regarded
as insufficient for teaching and learning issues related to profession-
alism, the satisfaction of the respondents with their training related
significantly to their amount of course work taken. On the other
hand, informal discussions indeed also contributed a great deal to
learning of professionalism issues [44]. Increasing level of working
experience was associated with a modest, but significant increase of
the adequacy of response to scenarios that challenged professional-
ism (medical students 42%, house officers 49%, physicians 53%).
Higher levels of training within the groups resulted in a higher
percentage of adequate responses as well. In a survey among 200
medical students (all years) and 136 psychiatry residents (years 1–
3), respondents (women more than men) strongly endorsed
professionalism topics, although only 18% found current profession-
alism preparation sufficient [38]. Respondents, residents more than
medical students, were most enthusiastic about clinically oriented
and multidisciplinary expertise-oriented learning approaches (role
modeling, ethics discussions during clinical rounds, incorporation of
ethics topics in formal lectures, consultation with ethics experts)
[38,45]. Regarding assessment, a similar pattern emerged, with
clinically oriented approaches being preferred over techniques re-
mote from everyday patient care [38].

7. Conclusions

Teaching and assessing professionalism serves a purpose for the
trainee, for the curriculum, for the institution, and for the public.
Teaching professionalism should involve a formal, structured curricu-
lum regarding professionalism. Currently, more than half of students
are dissatisfied with current training practices relating to profession-
alism. Increasing time spent in formal courses in professionalism is
associated with increasing satisfaction with training regarding profes-
sionalism, although (clinically oriented) teaching rounds and informal
discussions were considered to be important and highly valued as well.
Improving selection of future doctors, improving the formal instruc-
tions of their learners and teachers and improving the learning
environments and workplace based learning practices have been
mentioned as additional measures to improve teaching regarding
professionalism [9,10]. These formal programs should be constructed
and further improved by hearing the students' voice on this topic.
Medical school applicants frequently have not given much thought to
what it means to be a physician in terms of professional values. Critical
dilemmas relating to professionalism and professional behaviour
however start to occur early in the medical curriculum, and partly
originate from the finding that differentiation between not previously
observed and morally questionable behaviour can initially be trouble-
some for beginning medical students. Apart from adequate guidance of
medical students, more attention should thus be given role modelling
and the unprofessional learning environment. Since development of
problems with professional behaviour arising during medical training
can project into their career as a practicing physician, it is essential
that the development and maintenance of professional behaviour not
only starts early in the curriculum, but also forms a continuumwith the
later years of medical training, the subsequent residency training and
following professional career as a medical staff member.

8. Learning points

– Professional behaviour cannot be managed through disciplinary
action and honour codes alone, pro-active educational programs
promoting professionalism are currently viewed as at least equally
important.

– The teaching and assessment of professionalism serves a purpose for
the trainee, for the curriculum, for the institution, and for the public.

– Teaching professionalism should involve a formal, structured
curriculum in combination with informal discussions and clini-
cally oriented teaching rounds. One without the other is less
effective.

– In the informal curriculum students are often exposed to un-
professional environments. This creates a conflict betweenwhat is
taught and what is preached. Attention to role modelling and the
unprofessional learning environment need to be part of the edu-
cational situation.
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