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* What do we mean in medical education
by “professionalism’?

* Can we predict professional behaviour?

» Can we measure professional behaviour?

» Can we teach professional behaviour?
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Objectives

* Be able to describe the various components of the
current definition of medical professionalism.
O DRROEEDSHLERISOVWTIRRTED
* Be able to describe what existing studies show
about predicting professional behaviour in
physicians.
O BTEOFRAICOVTRIKTOMENTET S
CZElconTiRlTES
 Be able to list some ways in which medical
professionalism can be measured and taught.

O QAEEBEDHEEINETED

Definitions of medical

professionalism: 7’0 = = - D E &
- “Official”

> American Board of Internal Medicine Foundation
(ABIM), European Federation of Internal Medicine

AXICFERERHEMESR, RMATESR
e Commonly held:
> Being skilled (medical students)
> Being respectful in your behaviour (nursing)
—IREICITRRR(ERE), WE(FHEPE)
e Historical

> Some kind of business monopoly based on specialized
(scientific) knowledge, and a belief that this is being
used for societal benefit

ﬁﬁlltigi—"?ﬂﬁ HHICE DI EHMEE, £D
HEHFBR~OFALE VS ER
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“Official” - ABIM Foundation
KENHEFESOLRER
¢ 3 Fundamental Principles
° Primacy of patient welfare
° Principle of patient autonomy
° Principle of social justice
3RAI : BEETF, BEEHCREE, #HRER
¢ 10 professional responsibilities
lopFoE LTORE

ABIM Foundation

¢ 10 Professional responsibilities:a commitment to
> Professional competence Y ET VXA
> Honesty with patients F&&~ D B
> Patient confidentiality SFHB
o Appropriate relationships with patients B &%
> Improving quality of care 77 DE
> Improving access to care 77 A~ADT VA
o A just distribution of finite resources &R R
o Scientific knowledge #2458
> Managing conflicts of interest FEHRER
> Commitment to professional responsibilities

TOELTOEB DTV AV

¢ “Professionalism is demonstrated through
a foundation of clinical competence,
communication skills and ethical and legal
understanding, upon which is built the
aspiration to and wise application of the
principles of professionalism: excellence,
humanism, accountability and altruism.”

HiltE, A, HAEE FtEZREV o170
J2zxyviatr Y XLORAADEE, BERADLE
ICHEEIN-EBEREED, 232245 —YavAxXL,
REBOEOEREEZE L TRIZENTES.

Stern, D ed. In “Measuring Professionalism”, Oxford University Press, 2006

Physicianship

* Used by some schools and authors
(McGill, UCSF) to combine the attributes
of a profession such as: EHOHEMEORELEZ

W< OhDRIED
o Competence/skill HEHL LTEES

o Self regulation

* With attributes related to morality/caring

> Compassion RIS 7IZBLT
. BudY, FlibEs
° altruism
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Attributes of Physicianship

BLEEX SHEMK HFMBOBRMAIE
& LTORmE

Competence
Commitment

Caring/ compassion

‘ i Autonom
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Respect for the . R ibilit
Q healing functio Integrity e:gosr;scli;tlyy g’ y
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dignity and Morality / Ethical - ~5
) Responsibility
autonomy Behavior Q
P to the \
resence

professio

From Cruess and Cruess, 2006

» Most of us have been “unprofessional” at
times. Therefore, better to use the terms
“lapses in professionalism”.

I702x92 3+ YAXLORE] EWSAENEKL
M. ELAHRZTOTHRNI LK LIELE.

¢ Professionalism often involves a choice
between two good values.

o E.g.Addressing the issue of an older physician
who is becoming less competent

> collegiality and respect for our mentors vs.
regulating our profession

BREEOBREST S AL, FI) BEAMVET LISl
EMOBE, EEE~OERLEMROER

Outline %

* What do we mean in medical education
by “professionalism™?

» Can we predict professional
behaviour?

» Can we measure professional behaviour?

» Can we teach professional behaviour?
e FO7zvYat Y XLRMAMEREKRT S

« 7071y a3 FINEITEIEFRTEES

o 7071y aFILRITEILRIETREA

o 7071y Y aFILBRITRIXERETRES

Papadakis - 2 studies looking at association
between unprofessional behaviour during medical
school and subsequent state medical board
disciplinary action. EERAOREITRIE ZDHED
BHI<BIY 5 2 oDOWR

» Case-Control Design

* Looked at disciplinary rulings by state
medical boards (cases)

» Controls were classmates from the same
year and specialty.

o First study looked at University of California at
San Francisco (UCSF) graduates and State Board
of California disciplinary actions. (Acad. Med.
2004)

> Second study looked at graduates from 3 schools
and 40 different state medical boards. (NEJM
2005)
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Outcome: Disciplinary rulings, State

of California, 1990 — 2000 (graduates of
UCSF only) & EIDIEE

* Negligence — 38% =&

» Self-use of drugs or alcohol — 13% Z&-j&
e Unprofessional conduct — 12% 1T

o Inappropriate prescribing — 12% L7

« Sexual misconduct — 10% T4/

« Conviction of a crime — 4% JL3E

o Fraud — 4% FE®X

o Unlicensed activity 1% #ESEF

o (Mental illness — 4%) f&fhES

Searched medical school records

for EZERADELR

¢ Undergraduate Grade Point Average (GPA)
* Medical College Aptitude Test (MCAT) score
e Medical school and clerkship grades

* National Board part | results

* Negative comments about professional and
personal attributes from clerkship narratives,
reference letters, interview reports, other
documents.
> Negative comments then classified by category

GPA, MCAT, Fi#&, USMLE Stepl, EF -
ERX - M2 Ea—REDEEIAD

UCSF Study Result

* 68 cases, 196 controls

* No significant association:
° Sex
> MCAT score
o Failing at least one medical school course
> Undergrad GPA
» Significant association:

° Professionalism problem present in school
record
OR 2.15 (95% CI 1.15-4.02)

ZFEBAOTO - ORFEL OHEE

Domains of Unprofessional
Behaviour

* Poor reliability and responsibility OR 2.42
EmE-REOBS

¢ Lack of self-improvement/adaptability OR
2,11 poHE-#@GEORN

* Poor initiative and motivation OR 1.89
A1=SF7FT - HRSHOES

Immaturity

Poor relationships with students/staff/faculty
Poor relationships with patients/families
Does not uphold school honor code

Show off, needs to be the centre of attention
e Anxious, insecure

JERZ, PA-HE-BE-RKEORRE, RO
mEREETEYS, ACET X
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Study with three schools 3EDTHE

e 235 cases, 469 controls

* Unprofessional behaviour in medical school
— OR 3.0 (1.9-4.8)

* Low MCAT score, low undergrad science
GPA, low USMLE step |, low marks in years
| and 2 also associated with disciplinary
action, although weaker association.
EFERROTHEEESH Y. MCAT, HPEH
B®MGPA, USMLE Stepl, |~2fER&EIZDUL\TIE
{EL B EEDH

Study with 3 schools

» Of the unprofessional behaviours, those
significantly associated were:
° Irresponsibility
> Diminished capacity for self
improvement

RRE-HCUERNEELFHEETHOPTHE

° This association was strongest when 3 or
more comments were present, not statistically
significant for | or 2 comments.

a4 MABEAMLEL SEEICEEEL

» Negative professionalism comments were
present in approximately 40% of the
disciplined physicians’ student records,
and in approximately 20% of the control
physicians’ student records.

3 A2 NIRRT -EERD4E], HHEBO
EMD2EcH bt

Outline #Z&

* What do we mean in medical education
by “professionalism’?

» Can we predict professional behaviour?

* Can we measure professional
behaviour?

» Can we teach professional behaviour?
« FO7x vy ar ) XLIFAERRT HH

« A7y aFILERTBIETRTES

« 7021 v aFNBITEIERIE AN
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McGill History

¢ P-MEX, developed by Richard and Sylvia Creuss,
based on the mini-CEX concept.

¢ | small sheet of paper, with 25 items, to be filled
in by the staff physician.
> Doctor patient relationship skills
> Reflective skills
> Time management
° Interprofessional relationship scores

¢ Good content validity

¢ reliability — 8 to 10 required per student

¢ No predictive validity data available
CreussRE A mini-CEXD#EZ & AL F=P-MEX & FFE
2515H. BEEMAEA. EEMEXIOADIEEATOK.
FRIE L (SRR

P-Mex

* Not used “as is” at McGill because

> Not practical to have faculty to fill in this form 8
different times for each student, in addition to
filling in forms about the student’s clinical
performance.

o Separating these attributes out so explicitly from
clinical skills not desirable.

* However, the principles and some of the
categories have been retained and
incorporated into the McGill clerkship
evaluation form.
%Eﬂﬁl:}giéfil:%@_ﬁallifftw

RRAFIL % - G L{ LD T,
IFIKTIEE - Ukht

| form /clerkship rotation (4 to 8 weeks), top of page

Physicianship behaviours Not Not Consistently
observed consistently

Listened attentively to the patient
Demonstrated respect for the patient
Functioned well as a member of the team
Accepted feedback

Maintained an appropriate appearance
Demonstrated awareness of limitations
Demonstrated honesty and integrity
Completed tasks reliably and was on time

Comments:

| form /clerkship rotation (4 to 8 weeks), bottom of page.

___________ |ralu |BEMEEE]S
Knowledge of basic and clinical sciences

Data collection

Physical exam and mental status examination

Generation of hypotheses and differential diagnosis

Clinical judgment

Technical skills

Case presentations

Written skills (medical file)

Responsibility in performing clinical duties

Incorporation of preventive measures into
management strategies

Application of evidence from the literature to clinical
cases

Organizational skills

Comments:

U = unsatisfactory BE= below expectations ME = meets expectations

EE = exceeds expectations, S = Superior

2014/3/27



Follow up of physicianship behaviours:
McGill policy
¢ One “not consistently”

° in general, no consequences

¢ Two “not consistently” in the same category

o Student contacted and asked to meet with assistant
dean for student affairs — goal is to help student
correct the behaviour — in general, no academic
consequences.

e Three “not consistently” in the same category

° Student appears before the promotions committee
and a comment appears on student’s record (Dean’s
letter) used for application to residency.

Bl #5257 L, 2B B E i @ E ),
3ETERPERFICHT N, BHESEEHEIC
At FHES

* Two to three students/year have 3 “not
consistently” in the same category

e One student to date dismissed for

multiple physicianship “not consistently’’s.

* One student repeated a year.
3EIF2~3 AN ETE. LATRETEIC &
YIANERE, I NIZEE

» Concept of symmetry in evaluation

o If students are evaluated for something, are
faculty evaluated for the same thing?
HEOX Y : FENC D& S LEEEE
ZIT5GoHAEL?

o

Students evaluating their clinical supervisors - McGill.

Clinical knowledge and 3. Caring for patients
skills |.  Respected patient dignity and
. Knowledge and skills up to autonomy
date. 2. Actively listened and showed
2. Good clinical judgment interest in patient
3. Respected patient 3. Showed empathy and
confidentiality compassion
4. Aware of his/her limitations. 4. TC;ok time to explain
Teaching skills information to patients
g : 5. Advocates on behalf of
I. Communicates the art and patients
science of medicine Professi |
2. Provided feedback 4 I rOReSSK:fn'ai : P
: i espectful interactions wit
= lableadinproadhblc other health professionals
4. Respectful interactions with

>

Good time management

3. Maintained appropriate
boundaries

4. Avoided derogatory language

students
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Students evaluating their clinical

teachers:

e Done on-line, is anonymous

* Are compiled annually and sent to faculty
members.

» Automatic electronic notifications are sent
to the associate dean for a low score on any
item.

e Compiled evaluations used for annual
performance review/promotions

* Problem cases usually directed by the
associate dean to departmental chairs.

Outline #IE&

e What do we mean in medical education
by “professionalism’?

» Can we predict professional behaviour?
» Can we measure professional behaviour?

» Can we teach professional
behaviour?

FOJxyiaty) XLRKAEEKRT HH
o 77y aFIVEITEIEFRATEED

o 7Oy aFIIVEITEILRAIE ATEED
Z02 1 v aFNBITEIEHRE AN

e Cruess:

> Cognitive base should be taught, and followed with
“situated learning” &N — KN FH
Learning “on the job”, discussing real case scenarios

¢ Extensive 4 year Physicianship curriculum at
McGill, including lectures, small groups with
mentors,White Coat ceremony, ethics teaching,
recall days during clerkship, simulation and
evaluations of both students and teachers.

e Comprehensive 6 year program beginning this
year at Keio University.

7#")[’*’6[;, Eﬁ%, IJ\7~)L_7°) EEK) fﬁﬂ
%E, BiER, YSal—Yay., BEKXTL.

g

Example: A simulation based training session in ethics and
dealing with difficult team member behaviour for clerkship
students at McGill

* Before entering the room, the student reads the
scenario, which states that they have done the physical
exam on Mr. Pelletier, but have not done a rectal exam,
because the patient refused, saying he had already had a
rectal exam done earlier that day.

» The student enters the room. Then a resident comes in
and asks the student if she did a complete physical
exam, including a rectal exam.

e The student explains that she did everything except the
rectal exam because the patient said he didn’t want a
rectal exam.

ERZERNASEE. PEIEEETICLS. &
BT HAMEERFFEICESHBTRE?
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¢ The resident tells the student that she must do the
rectal exam. He tells the patient that this is a teaching
hospital, and it is also for the patient’s benefit.

e The student tries to negotiate with the patient (“it will
be very quick, just a small finger””) and with the resident
— she suggests maybe she come back later and do the
rectal exam.

¢ The resident insists that she has to do it,and that he
has to check off that it is done on the student’s
evaluation.
BHEERZEICLEBETNEGS BV EETF, BF
ICLEERRTHDSC L, BEORRICOGHND
CLEMHA. PEREDHZEPLYBIES LTS

* The patient finally says that all this arguing is making him
tense, and that he agrees to have it done to end the
argument.

* The resident says “Great. So now he agrees to have it
done”.

» The student still feels uncomfortable and finally refuses
to do the exam.

e The resident is angry and leaves the room, saying he is
going to talk to the student’s staff.
%%(i?ﬁ%l:(igﬂé. FELENELHY é%.’:f
TOLHEEEY, HBEICE > LB THE

* NB: Both the patient and resident are actors in
this scenario. The student is real. Shown with
student’s permission.

BE -BEEARET SRERATSaAL—YaYy

Feedback after scenario: goals

¢ Learn to be self aware
E.g.This is making me feel very uncomfortable. This is because
EBRMEAH . BERD---
< Learn to see “both sides” HHEED{TEIDIEMRIL---
E.g. He (the resident) might be acting this way because ...
¢ Learn de-escalating techniques
E.g. agree with some things, accept blame, use
than “you” terms. ERPERIERTNICL D 2E
¢ Learn to look for alternate solutions
E.g. instead of rectal exam “yes” or “no” could it be rectal
exam “later”?  Yes/NoTA [ETIEWLSEE
¢ Think through the ethics of the situation:
E.g.When has a patient refused? Is this patient being coerced?

HIRETTOME. BEKEE?HBESAE?

“«p

terms more

o This is a formative simulation, not a summative
evaluation. #2455 T (73 < B AL EE(M
¢ In our experience, about 75% of the students

refuse to do the rectal exam DL (TEE

> Patient has not truly consented — he was forced into
it by the situation — respecting the patient’s choice is
more important than following the resident’s orders
and the student’s own evaluation.

 About 25% go to do the rectal exam; /4 (X5}

° I'm only a student — the resident knows more than |
do, and maybe it really is the best thing for the patient
— and the patient did, in the end, consent.
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Comments from our students

“l think the situations were pretty realistic. It was great
to have feedback after each situation and how we
handled it

* “Seeing the others react was very informative.”
“The session give me confidence and options for future
events, but what | will actually do remains a mystery”

“l don’t know if | learned how to better deal with these
... there are more politics in real life.”

“| realized that there are no good or bad answers
sometimes. You simply have to be at peace with your
decision”.

Y7 VR, FBIXERA. HOFEDRIEERDDE
&L FERICH T TO K LEERTEAS, ERRIEE S5
BRICE>THRTHRLG L1 HDH L EE-T-.

* No good studies to date on effectiveness of
teaching and/or remediating professionalism by
any method. B IRIEIHAEF+57

* We know that knowing the morally right thing
to do is different from choosing the morally
right thing to do. &A% > THIE LLVER
NTEHERFBSEL

e BUT “Evaluation drives learning”.

* So: our evaluation systems, institutions
and regulations can set expectations, that
may lead to behaviour change.

C OFHESEIC & YITERERHSRAFFRIEE

Challenges in Japanese Medical
Education

e Clerkship rotations that are long enough to allow
for meaningful clinical evaluations of students.

» Developing a culture of narrative clinical evaluation
with consequences for residency applications.
o Clinical competencies and professionalism

competences should be evaluated together.

¢ Is there a culture of accountability once physicians
are in practice? E.g.are disciplinary decisions
publically available?
BRERDRADBDMND &S BREN. BERVHEIZ OGNS
ALDOBRRL. BREENE TR Ty aF Y XLERE

TSR E,

2014/3/27
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In conclusion

Whatever the origin, there is widespread agreement
on many of the attributes of professionalism for
doctors. RIEBEZ/REBHARIATILS
Irresponsibility and resistance to feedback during
medical school predict unprofessional behaviour in
physicians in North America. ZPEREFEICREIRE~D
HIEF+RERER, FEABTHORNFL
Although there are many methods of teaching
professionalism, to date there have been no studies
looking at the effectiveness of education/remediation
in preventing or remediating unprofessional
behaviours. BHRLBEENH SHRETFEHA

Such studies are needed.

In conclusion (cont’d)

4. At a minimum, medical schools should

be measuring irresponsibility and
resistance to feedback, and consider
their response to a student with such

difficulties. FFRFEFHIZME~DOXET
TAGREEREL, HNFHEERTNE

Evaluating professionalism in students
and teachers has the potential to drive
culture change in an institution.
FELZENTOD v aF ) XLFFHER,
MR tnZEIiLE H -5 T AIREELH D

References

ABIM Foundation, ACP Foundation, European Federation of Internal
Medicine, Medical Professionalism in the New Millennium: A physician
charter. 2004. Accessed on line on March 12,2014 at
http://www.afmc.ca/social-professionalism-e.php

Birden H, Glass N,Wilson | et al, Teaching Professionalism in medical
education:A best evidence in medical education (BEME) systematic review.
Medical Teacher 35(7), e1252-e1266.

Cruess R, Cruess §, Teaching Professionalism in Physicianship. Accessed on
line on March 12,2014 at http://www.afmc.ca/social-professionalism-e.php
Cruess R, Cruess S, SteinertY, eds. Teaching Medical Professionalism,
Cambridge University Press, 2009.

Cruess R, Mcllroy J, Cruess S, et. al. The Professionalism Mini-Evaluation
Exercise: A preliminary Investigation. Acad Med. 2006;81(10 Suppl):S74-
S78.

Huddle T, Teaching Professionalism: Is Medical Morality a Competency?
Acad Med. 2005. 80:885-891.

References (cont’d)

Nishigori H, Harrison R, Busari J, et al. Bushido and Medical
Professionalism in Japan. Acad Med. 2014;89

Papadakis M, Hodgson C,Teherani A, et. al. Unprofessional
Behaviour in Medical School Is Associated with Subsequent
Disciplinary Action by a State medical Board. Acad Med. 2004; 79:
244-249.

Papadakis M, Teherani A, Banach M et al. Disciplinary Action by
medial Boards and Prior Behavior in Medical School. N Engl | Med
2005;353:2673-82.

PassiV, Doug M, Peile E, et al, Developing medical professionalism in
future doctors: a systematic review. International Journal of
Medical Education 2010;1:19-29.

Stern, D ed. Measuring Medical Professionalism. Oxford University
Press, 2006.

Teherani A, Hodgson C, Banach M et al Domains of Unprofessional
Behavior During Medical School Associated with Future
Disciplinary Action by a State Medical Board.

2014/3/27

11



Professionalism

* Not included as a requirement in the WFME
standards for basic medical education.

* What is included:

> Need to teach medical ethics and medical
jurisprudence (B2.4.3 and B2.4.4)

o Students must acquire sufficient clinical and
professional skill to assume appropriate
responsibility after graduation (B 2.5.1)

Professional sills include patient management skills, team
work team leadership skills and inter-professional
training

> The medical school mission must include aspects
of social accountability.

LCME standards

» Mention “core professional attributes (e.g.

altruism, social accountability) (IS16)

* As part of their formal training, medical
students should learn the importance of
demonstrating the attributes of a
professional and understand the balance
of privileges and obligations that the
public and the profession expect of a
physician. MS 31A.

2014/3/27
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