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Introduction

Medicine has been regarded as a “profession” for cen-
turies. Indeed, over millennia and a wide variety of cul-
tures and locales, oaths and codes of ethics have de-
scribed physicians’ professional and ethical values and 
duties. Until recently, it was assumed trainees in medi-
cine would assimilate and physicians in practice would 
maintain these values and duties. In recent decades, how-

ever, the medical profession has been criticized for per-
ceived and real breaches of professionalism and ethics 
(e.g., promoting self-interests rather than the interests of 
patients). In response to this criticism, interest in pre-
serving, promoting, teaching, assessing and researching 
medical professionalism has increased.

The objectives of this article are to: (a) define “profes-
sionalism”; (b) describe the rationale for teaching and 
assessing professionalism in medical students, physi-
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Abstract
Professionalism is a core competency of physicians. In this article, the statements of profes-
sional societies (e.g., the Charter on Medical Professionalism), the expectations of patients and 
society regarding professionalism, and a framework for defining medical professionalism are 
described. The framework’s foundation consists of clinical competence, communication skills, 
and a sound understanding of the ethical and legal aspects of medicine. Rising from this foun-
dation are attributes of professionalism: accountability, altruism, excellence, and humanism. 
The capstone of the framework is professionalism, or the complete physician. Reasons for 
teaching professionalism to and assessing professionalism among medical students, physicians 
in training, and physicians in practice are also described. These reasons include patient expec-
tations; the association between professionalism and improved clinical outcomes (and the as-
sociation between unprofessional behavior and adverse outcomes); accreditation organization 
requirements; and observations that professionalism can be taught, learned, and assessed. In 
addition, methods for teaching professionalism are described (e.g., didactic lectures, discussion 
groups, simulation, and role-modeling). To ensure that medical students, physicians in training, 
and physicians in practice are competent in professionalism, they should be assessed for pro-
fessionalism. Thus, approaches to assessing professionalism are also described (e.g., multiple 
tools and observers). Professionalism assessments can be used for formative and summative 
feedback, evaluation of professionalism education programs, and generating hypotheses for 
professionalism research. Finally, the rich history and culture of clinical excellence and profes-
sionalism and specific programs for teaching and assessing professionalism at Mayo Clinic are 
described throughout this article. Indeed, the Mayo Clinic experience validates professionalism 
as a core physician competency.   (Keio J Med 58 (3) : 133－143, September 2009)
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cians in training (e.g., residents and fellows), and physi-
cians in practice; (c) describe methods for teaching and 
assessing professionalism in the healthcare setting; and 
(d) describe professionalism education programs at 
Mayo Clinic (Rochester, Minnesota, U.S.A.). Notably, 
the ethics and professionalism principles and practices 
described in this article derive largely from a Western 
perspective. In addition, this article will focus on medi-
cal students, physicians in training, and physicians in 
practice.

What is “Professionalism”?

The word “professionalism” is derived from the Latin 
professio, or public declaration.1 One definition of pro-
fession is “a calling requiring specialized knowledge and 
often long and intensive preparation including instruc-
tion in skills and methods as well as in the scientific, his-
torical, or scholarly principles underlying such skills and 
methods, maintaining by force of organization or con-
certed opinion high standards of achievement and con-
duct, and committing its members to continued study 
and a kind of work which has for its prime purpose the 
rendering of a public service”.1 The goals, behaviors, 
and attributes that characterize a profession constitute 
“professionalism”.

Nevertheless, professionalism is an abstract concept. 
When asked, “What is professionalism?” individuals are 
likely to respond, “I know it when I see it” or list attri-
butes of professionalism rather than recite a specific def-
inition. Notably, professional societies have used similar 
approaches to defining professionalism (i.e., these defi-
nitions typically include lists of attributes of profession-
alism). For example, the Association of American Medi-
cal Colleges (AAMC), in its “Learning Objectives for 
Medical Student Education,”2 states that physicians must 

be altruistic, knowledgeable, skillful and dutiful—attri-
butes of professionalism. The Accreditation Council for 
Graduate Medical Education (ACGME)3 lists 6 general 
competencies that physicians-in-training must possess 
before graduating from residency and fellowship training 
programs, one of which is “professionalism.” In defining 
professionalism, the ACGME lists attributes of profes-
sionalism including respect, compassion, integrity, re-
sponsiveness, altruism, accountability, commitment to 
excellence, sound ethics, and sensitivity to diversity.4 
The American Board of Internal Medicine (ABIM), the 
American College of Physicians, and the European Fed-
eration of Internal Medicine, in the “Physician Charter,”5 
describe professionalism as “a foundation of the social 
contract for medicine” and lists 3 ethics principles and 
10 “commitments,” or attributes of professionalism 
(Table 1). Other groups have taken similar approaches 
and one approach is not necessarily superior to another. 
Rather, what is remarkable is that the various approaches 
generally list similar sets of attributes of professional-
ism.6

Articulating Professionalism at Mayo Clinic

In a speech given at the 1910 Rush Medical College 
commencement, Dr. William Mayo stated, “As we grow 
in learning, we more justly appreciate our dependence 
upon each other...The best interest of the patient is the 
only interest to be considered, and in order that the sick 
may benefit of advancing knowledge, union of forces is 
necessary.”7 Attributes of professionalism can be found 
in Dr. Mayo’s statement including the primacy of patient 
welfare, altruism, competence, and teamwork. Indeed, 
from this quote are derived Mayo Clinic’s primary value, 
“The needs of the patient come first” and Mayo Clinic’s 
mission, “Mayo will provide the best care to every pa-
tient every day through integrated clinical practice, edu-
cation, and research.”8 Reflecting the institution’s histo-
ry, primary value, and mission, Mayo Clinic leaders de-
veloped the Mayo Clinic Model of Care,9 which is de-
fined by high quality and compassionate care delivered 
in an integrated multispecialty academic setting. The pri-
mary value, “The needs of the patient come first” is 
achieved by embracing 7 patient care- and 7 practice en-
vironment-related attributes of professionalism (Table 2).

The Relationships between Patients, Society and 
the Medical Profession

In order to be a member in good standing of the medi-
cal profession (i.e., licensed), a physician must manifest 
professionalism. Using the Physician Charter as a guide, 
a physician should acknowledge specific ethics princi-
ples and commitments (e.g., competence) (Table 1).5 
These principles and commitments highlight physicians’ 
“fiduciary” duties to patients. Fiduciary duties recognize 

Table 1  The Physician Charter on medical professionalism5

Fundamental Principles

1.
2.
3.

Principle of primacy of patient welfare
Principle of patient autonomy
Principle of  social justice

Professional Responsibilities

1.
2.
3.
4.

5.
6.
7.
8.
9.

10.

Commitment to professional competence
Commitment to honesty with patients
Commitment to patient confidentiality
Commitment to maintaining appropriate relations with 
patients
Commitment to improving quality of care
Commitment to improving access to care
Commitment to a just distribution of finite resources
Commitment to scientific knowledge
Commitment to maintaining trust by managing conflicts of 
interests
Commitment to professional responsibilities
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the power differential between physicians and patients. 
Physician-patient interactions are not akin to transactions 
between buyers and sellers of goods. While the seller is 
expected to represent his or her product fairly, the buyer 
is expected to be knowledgeable of the product before 
buying it. In contrast, physicians possess specialized and 
highly complex knowledge and skills, prescribing rights, 
and other powers that patients do not have. Patients who 
are ill or injured (and, hence, vulnerable) must therefore 
trust that the physician is acting on the patient’s behalf.

With the attributes of professionalism and physicians’ 
fiduciary duties in mind, society’s expectations of the 
medical profession can be listed: competence, the servic-
es of the healer, altruism, integrity, transparency, and ac-
countability, and promotion of the public good. One can 
also list the profession’s expectations of society: autono-
my (i.e., to train, admit, monitor, discipline, and expel its 
members), a functioning healthcare system, and suffi-
cient resources to meet its responsibilities.5,10,11 The re-
lationship between society and the medical profession is 
formally established and reinforced through licensure. 
These expectations necessarily require that medical stu-
dents, physicians in training, and physicians in practice 
be taught and assessed for professionalism.

A Framework for Defining Medical Professionalism

Using the statements and positions of professional so-
cieties, and patient and societal expectations, a robust 
framework for defining professionalism emerges; Arnold 
and Stern12 propose such a framework that in turn can be 
used to develop curricula for teaching and tools for as-
sessing professionalism (Fig. 1). This framework can 
also be used to conduct research related to professional-
ism. The foundation of this framework is comprised of 

clinical competence, communication skills, and sound 
understanding of the ethical and legal aspects of medi-
cine. Rising from this foundation are accountability (in-
dividual physicians and the profession taking responsi-
bility for physician behaviors), altruism (the interests of 
patients guide physician behavior), excellence (commit-
ments to competence, life-long learning, continuous im-
provement, and the advancement of knowledge), and hu-
manism (respect, compassion, empathy, honor, and in-
tegrity). The capstone of the framework is professional-
ism, or the complete physician.

Why Teach and Assess Professionalism?

Teaching and assessing professionalism does not occur 
by chance alone

There are multiple reasons for teaching professional-
ism to and assessing it in medical students, physicians in 
training, and practicing physicians (Table 3). One reason 
is that teaching and assessing professionalism does not 
occur by chance alone. In order for medical students and 
physicians in training to become professionals and phy-
sicians in practice to remain professionals, the elements 
of the framework of professionalism －clinical knowl-
edge and skills, communication skills, ethics, account-
ability, altruism, excellence, and humanism－ should be 
intentionally taught. This intentionality requires formal 
curricula and authentic fostering of a culture of profes-
sionalism in learning environments. Likewise, profes-
sionalism should be intentionally assessed. Clear expec-
tations and rich experiences alone will not guarantee that 
professionalism is learned. Assessment motivates indi-
viduals to learn what is important (i.e., professionalism) 
and helps determine whether competency in profession-

Table 2  The Mayo Clinic Model of Care9

Patient Care

1.

2.
3.

4.
5.
6.
7.

Collegial, cooperative, staff teamwork with multispecialty integration. A team of specialists is available 
and appropriately used.
An unhurried examination with time to listen to the patient.
A physician takes personal responsibility for directing patient care over time in a partnership with the 
local physician.
Highest quality patient care provided with compassion and trust.
Respect for the patient, family, and the patient’s local physician.
Comprehensive evaluation with timely and efficient assessment and treatment.
Availability of the most advanced, innovative diagnostic and therapeutic technology and techniques.

The Mayo Clinic Environment

1.
2.
3.
4.
5.
6.
7.

Highest quality staff, mentored in the culture of Mayo and valued for their contributions.
Valued professional allied health staff with a strong work ethic, special expertise, and devotion to Mayo.
A scholarly environment of research and education.
Physician leadership.
Integrated medical record with common support services for all outpatients and inpatients.
Professional compensation that allows a focus on quality, not quantity.
Unique professional dress, decorum, and facilities.
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alism has been achieved.13

Patients expect physicians to be professional 

A compelling reason to teach and assess professional-
ism is that patients expect physicians to be professional. 
In one study,14 192 patients were asked to describe ideal 
physician behaviors. Seven behaviors were identified: 
being confident, empathetic (“understands my feelings”), 
humane (compassionate and kind), personal (i.e., view-
ing the patient as a person rather than a disease), forth-
right (“tells me what I need to know”), respectful, and 
thorough. Indeed, in another study,15 compassionate care 
was the factor that most predicted patient willingness to 
return for or recommend (to others) care in the outpatient 
setting, whereas delivery of care (especially that which 
encouraged patients to ask questions) and compassionate 
care were the factors that most predicted willingness to 
return for or recommend care in the inpatient setting. 
Notably, internal surveys conducted at Mayo Clinic (the 
author’s institution) have had similar results: high patient 
satisfaction and rating of quality of care are associated 
with physician caring, efficiency, listening, adequate ex-
planations, thoroughness and staff courtesy and team-
work.

Medical professional societies expect professionalism to 
be taught and assessed

Another reason to teach and assess professionalism is 
that medical professional societies expect or require it. 

As members of a profession, physicians have specialized 
competencies (including professionalism), duties and re-
sponsibilities, and the autonomy to train, monitor, and 
discipline its members. As noted previously, the AAMC 
states that physicians must be altruistic, knowledgeable, 
skillful and dutiful.2 Among the 6 general competencies 
listed by the ACGME are “interpersonal and communi-
cation skills that result in effective information exchange 
and teaming with patients, their families, and other 
health professionals” and “professionalism, as manifest-
ed through a commitment to carrying out professional 
responsibilities, adherence to ethical principles, and sen-
sitivity to a diverse patient population.”3 Requiring com-
petence in these domains not only requires that training 
programs teach professionalism, but also that they assess 
learner professionalism. Notably, within 15 months after 
its release, the Physician Charter5 was endorsed by 90 
specialty societies.16 Furthermore, the ABIM certifica-
tion program has content related to ethics and profes-
sionalism.17 These efforts underscore the importance of 
teaching and assessing professionalism.

Professionalism is associated with improved medical 
outcomes

An important reason for teaching and assessing profes-
sionalism is that professionalism is associated with im-
proved medical outcomes including increased patient 
satisfaction and trust, increased patient adherence with 
treatments, increased likelihood patients will stay with a 
physician, fewer patient complaints, and less patient liti-

Fig. 1  A framework for defining medical professionalism.32
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gation. In addition, professionalism is associated with 
overall physician excellence including medical knowl-
edge, skills and conscientious behaviors.4,18

Unprofessional behavior is associated with adverse 
medical outcomes

The results of several studies highlight concerns about 
professionalism among physicians and therefore rein-
force the need for teaching and assessing professional-
ism. In a survey19 of 1,627 physician executives, more 
than 95% reported that they regularly encountered un-
professional physician behaviors including disrespect, 
yelling, insults, abuse, and refusal to complete duties. 
These behaviors involved nurses, other physicians, ad-
ministrators, and patients. Other surveys20-23 have re-
vealed that a majority of nurses and many physicians 
have witnessed or experienced unprofessional physician 
behaviors. Furthermore, physician abuse of pharmacists 
and trainees is not uncommon.24, 25 Respondents to one 
survey23 believed disruptive physician behaviors were 
linked to adverse events (e.g., medical errors).

What are the consequences of unprofessional physi-
cian behaviors? Evidence suggests that unprofessional 
behaviors result in reduced employee morale and pro-
ductivity, high employee turnover, reduced nurse satis-
faction, reduced communication, teamwork and efficien-
cy, higher costs and decreased learner satisfaction, burn-
out, and depression. Notably, if unprofessional behaviors 
are not addressed, learners may come to regard such be-
haviors as acceptable and incorporate the behaviors 
themselves.26,27 

Evidence also suggests that unprofessional behavior 
among practicing physicians can be predicted during 
medical school. One study28 found that physicians disci-
plined by the California state medical board had signifi-
cantly higher odds of having manifested unprofessional 
behavior (e.g., poor reliability and responsibility, lack of 
self-improvement and adaptability, and poor initiative 
and motivation) during medical school than non-disci-
plined physicians. A larger study29 involving 40 U.S. 

state medical boards had similar findings. These findings 
suggest a need to monitor closely for and address unpro-
fessional behavior during medical training and make ef-
forts to remediate such behavior and expel the learner if 
necessary; doing so fulfills the profession’s responsibili-
ty of self-regulation.

Accreditation organizations require that professionalism 
be taught and assessed

The Joint Commission, an independent, non-profit or-
ganization that accredits and certified healthcare organi-
zations in the United States, has issued new and revised 
standards that address unprofessional healthcare worker 
behavior.30 These standards require healthcare institu-
tions to have codes of conduct defining acceptable be-
havior and create and implement processes for managing 
unprofessional behavior. Failure to meet these standards 
risks accreditation and certification. In addition, The 
Joint Commission recommends that institutions teach 
and assess professionalism (e.g., teaching etiquette, hold-
ing healthcare team members accountable for role-mod-
eling professionalism, developing a system for surveil-
lance and reporting, etc.). Needless to say, these accredi-
tation standards require that healthcare institutions teach 
and assess professionalism.

Professionalism can be taught and learned

Another reason for teaching and assessing profession-
alism is that professionalism can be taught and learned. 
Formal and informal curricula influence learner attitudes 
and beliefs regarding professionalism, moral and ethical 
reasoning, and behaviors. Evidence also suggests that 
trainees learn most about professionalism from role 
models.4 Role models can greatly influence attitudes and 
behaviors. The “hidden curriculum,” the teaching and 
learning that occurs outside of the formal curriculum －
in clinic and hospital hallways, call rooms, and especial-
ly in patient rooms－ is a powerful influence on learners 
and is largely delivered by role models.11,13,31

Professionalism can be assessed

A growing body of evidence indicates that profession-
alism can be assessed.4, 32, 33 As with any clinical topic, 
the main reason for assessing professionalism is to deter-
mine if trainees learn and physicians in practice meet 
this core competency. Furthermore, assessing profession-
alism conveys the message that professionalism is im-
portant and valued. Learners will attempt to master a 
clinical topic’s content if they know they must undergo 
an assessment of their competence related to the topic. 
Likewise, medical students and physicians will respond 
similarly to efforts at teaching and assessing profession-
alism: “They don’t respect what you expect; they respect 

Table 3  Reasons for teaching and assessing professionalism

1.

2.
3.

4.

5.

6.

7.
8.

Teaching and assessing professionalism does not occur by 
chance alone.
Patients expect physicians to be professional.
Medical professional societies expect professionalism to be 
taught and assessed.
Professionalism is associated with improved medical 
outcomes.
Unprofessional behavior is associated with adverse medical 
outcomes.
Accreditation organizations require that professionalism be 
taught and assessed.
Professionalism can be taught and learned.
Professionalism can be assessed.
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what you inspect.”34

Professionalism assessments can be used for formative 
feedback (i.e., to improve a learner’s competence) or 
summative feedback (e.g., a “grade”). Overall, assess-
ments should be used to enhance professionalism in all 
learners and practicing physicians, reward exemplars, 
identify those with lapses in professionalism, and dis-
miss those who cannot achieve this core competency.13 
In addition, professionalism assessments should be done 
in order to evaluate professionalism education programs 
and generate hypothesis for research related to medical 
professionalism. Finally, teaching professionalism with-
out assessing it sends a conflicting message to learners, 
practicing physicians, and patients.

How Does One Teach Professionalism?

How does one teach professionalism? One can start by 
teaching the foundational elements of professionalism: 
clinical competence, communication skills, and an un-
derstanding of the legal and ethical aspects of medicine 
(Fig. 1). Being a professional requires specific knowl-
edge and skills and generally all training programs strive 
for clinical competence in their learners. Training pro-
grams should also teach communication skills (e.g., phy-
sician-patient, physician-allied healthcare staff, physi-
cian-physician, and so on) and ethics. Teaching commu-
nication skills and ethics makes sense for a number of 
reasons. First, in order to assess patients properly, physi-
cians must be able to communicate adequately and effec-
tively with patients and, when appropriate, their surro-
gates (e.g., to discern patients’ healthcare goals and pref-
erences, etc.). Indeed, the medical interview is one of the 
most common “procedures” performed by physicians. 
Thus, being an effective communicator is essential for 
being an effective physician. Second, physicians typical-
ly work in multi-disciplinary teams comprised of not 
only other physicians and learners, but also nurses, phar-
macists, therapists, social workers and others. Effective 
communication with these colleagues ensures proper pa-
tient care. Third, effective communication with patients 
is associated with improved patient outcomes including 
satisfaction, emotional health, symptom resolution and 
control, physiologic measures (e.g., blood pressure), and 
adherence with management plans.35 Fourth, physicians 
invariably encounter clinical situations that raise ethical 
dilemmas (e.g., withholding life-sustaining treatments 
from patients who do not want them, etc.). Physicians 
should be familiar with the ethical and legal aspects of 
these dilemmas and approaches for resolving them. Fifth, 
ethics curricula can improve the moral reasoning of phy-
sicians.4 Indeed, for these reasons, many U.S. academic 
healthcare centers have communication curricula and 
most have ethics curricula.36

In addition to teaching foundational elements of pro-
fessionalism, the attributes of professionalism －excel-

lence, humanism, accountability and altruism－ should 
also be taught in order to foster the development of the 
complete and professional physician (Fig. 1). Yet, how 
does one teach abstract concepts such as these? Fortu-
nately, a variety of methods can be employed (Table 4). 
Didactic lectures and web-based learning modules are 
convenient and popular methods of teaching. Using au-
dio and video examples of professional and unprofes-
sional behaviors during didactic lectures or embedding 
them into web-based modules can be effective teaching 
tools. Notably, although the didactic lecture can be an ef-
ficient means of summarizing large amounts of informa-
tion and improve knowledge and attitudes, didactic lec-
tures do not necessarily improve patient outcomes. How-
ever, using interactive teaching methods such as case 
discussions and hands-on practice sessions can improve 
learner performance and patient outcomes.37, 38 There-
fore, teaching and learning professionalism may be bet-
ter achieved by using interactive methods such as discus-
sion groups (e.g., the “challenging case”), role play, sim-
ulation using actor-patients, and team learning. Finally, 
professionalism is perhaps best taught by role-modeling.4 
Learners observe and adopt the attitudes and behaviors 
of their role models. Medical teachers should use inter-
actions with patients, colleagues, other members of the 
healthcare team as opportunities to role model and there-
fore teach professionalism, especially excellence, hu-
manism, accountability and altruism. Yet, role modeling 
alone is insufficient for teaching professionalism; it 
should be coupled with discussion and reflection. For 
example, a teacher who demonstrates to learners how to 
deliver bad, sad, or unexpected news to a patient should 
follow-up the role-modeled behavior by discussing and 
reflecting on the behavior.13

A number of strategies exist that enhance teaching pro-
fessionalism.39 First, a culture of humanism should be 
established; doing so conveys a message that the desire 
to teach professionalism is authentic. Second, the curric-
ulum should be practical and relevant; learners will be 
most engaged in learning professionalism when it is 
taught in the context of their field of study (e.g., surgery 
trainees should learn about professionalism issues related 
to surgical practice). Third, learners should be engaged 
in tasks that challenge and grow communication skills 
(e.g., breaking bad, sad, or unexpected news to patients). 
Professionalism lapses, communication failures, and 
similar events should be recognized and used for forma-
tive feedback and teaching. As noted previously, role-
modeling is essential. Fourth, self-reflection should be 
encouraged (e.g., journal writing, discussion groups, 
etc.). Indeed, “critical incident reports,” short narratives 
written by medical students and physicians that describe 
meaningful moments in clinical practice, can be an ef-
fective tool for teaching professionalism, especially if 
coupled with group discussion and reflection.40 Fifth, the 
“hidden curriculum” should be intentionally addressed, 
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particularly if it is at odds with the formal curriculum re-
lated to professionalism.11 Not addressing the “hidden 
curriculum” conveys the message that what is taught is 
not necessarily what is practiced (i.e., the professional-
ism curriculum is inauthentic). Finally, negative role-
models and “disruptive” physician educators (e.g., those 
who abuse learners) should be identified, provided feed-
back regarding their behaviors, offered remediation, and, 
if necessary, dismissed from teaching.4,27

How Does One Assess Professionalism?

How does one assess professionalism? Not only “how,” 
but also “what?”, “when?”, “where?”, and “by whom?” 
Using Arnold and Stern’s model (Fig. 1), foundational 
elements of professionalism －knowledge and skills in a 
given content area or specialty, learners knowledge in 
ethics, moral reasoning and communication skills－ 
should be assessed. In addition, attributes of profession-
alism －excellence, humanism, accountability and altru-
ism－ should also be assessed. Assessing these attributes 
involves cognitive, behavioral and affective outcomes. 
The observations should be relevant to, and based on the 
expectations of, the specialty setting and the learner’s 
developmental level.4

Multiple approaches to assessing professionalism 
should be employed (Table 4). Professionalism assess-
ments should commence at the start of, and periodically 
throughout, a physician’s career. Learners should know 
that they are being assessed and, ideally, all levels of the 
hierarchy －from medical students to faculty physicians
－ should be assessed for professionalism. However, no 

universal tool for assessing professionalism exists.33 In-
stead, multiple tools should be used including tests of 
knowledge and skills, 360-degree reviews (e.g., by fac-
ulty attendings, peers, allied healthcare staff, patients, 
and others), objective structured clinical examination 
(OSCE), review of patient complaints, and other meth-
ods can be used to assess professionalism.4,13,18,33 “Crit-
ical incident reports” can also be used for assessment of 
professionalism, especially for learners at the extremes 
of performance.41 Using multiple reliable tools ensures 
that professionalism assessments are valid.

Notably, physicians typically have few opportunities 
for observing learner and colleague professionalism. 
“Most practicing physicians observe each others’ behav-
iors only in the hallways and conference rooms －rarely 
with patients.”32 In addition, faculty physicians may only 
infrequently observe learners when learner professional-
ism is most challenged: during difficult clinical situa-
tions. In these situations, the best observers may be peers 
(e.g., fellow students, residents and fellows), allied 
healthcare staff (e.g., nurses), patients, and patients’ 
loved ones. One can increase the number and variety of 
observers by involving these individuals in the assess-
ment process. In addition, a variety of realistic settings 
(e.g., inpatient unit, outpatient clinic, research laboratory, 
etc.) should be used for observations. Using multiple ob-
servers in a variety of settings ensures the observations 
are valid.4,32

What do you do with the professionalism assessments? 
First, the information should be gathered and collated as 
part of a “professionalism portfolio” from which a clear-
er picture of learner professionalism is derived.42 Sec-

Table 4  Methods of teaching and approached to assessing professionalism

Methods of teaching professionalism

1.
2.
3.
4.
5.
6.
7.

Didactic lectures.
Web-based curriculum.
Discussion groups.
Role-play.
Simulation using patient-actors.
Team learning.
Role-modeling with discussion and reflection.

Approaches to assessing professionalism

1.
2.

3.
4.

Commence at the start, and continue throughout, the learner’s career.
All levels of the hierarchy (i.e., medical students, physicians in training and physicians in practice) 
should be assessed.
Individuals should know they are being assessed.
Use multiple assessment tools and observers.

a.
b.
c.
d.
e.

Tests of knowledge, skills (e.g., communication skills), and reasoning (e.g., ethical dilemmas).
360-degree reviews by faculty attendings, peers, allied healthcare staff (e.g., nurses), and others.
Objective structured clinical examination.
Patient assessments.
Critical incident reports.

5.
6.

Use for formative and summative feedback; professionalism “portfolio.”
Use for assessing professionalism education programs and conducting professionalism research.
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ond, the assessment data can be used for formative feed-
back. Third, it can be used for summative feedback. 
Fourth, it can be used to reward exemplars and discipline 
those with unacceptable lapses in professionalism.4, 32 
Finally, the data can be used to evaluate and improve 
professionalism education programs and generate hy-
potheses for research on professionalism.4,33

Teaching and Assessing Professionalism at Mayo Clinic

The most widely used means of teaching and fostering 
professionalism at Mayo Clinic is its culture. This cul-
ture has been promoted since the Clinic’s founding and 
throughout its history and is encapsulated in Dr. William 
Mayo’s 1910 statement, “The best interest of the patient 
is the only interest to be considered”7 and more recently 
in the Mayo Model of Care (Table 2).9 Essential ele-
ments of the Mayo Clinic culture are its unsurpassed ex-
pertise in all aspects of clinical medicine and its commit-
ment to excellence. Patient care is efficient and cost-ef-
fective. Continuous professional development, quality, 
teamwork, service, patient safety, and respect for diver-
sity are viewed as professional obligations. Education 
and research efforts are similarly pursued. Decision-
making is typically multi-disciplinary and by consensus. 
Professional dress, decorum, and etiquette are expected. 
Recognizing that many patients and their loved ones visit 
the Clinic under stressful circumstances, Mayo Clinic fa-
cilities are beautiful and well-appointed; rest areas, cafes, 
meditation rooms, chapels, libraries, artwork, and plant 
life are abundant. Regardless of their faith tradition, pa-
tients have access to spiritual care 24 hours a day. In-
deed, in 1930, Dr. William Mayo stated, “The mainte-
nance of the present spiritual status of the Mayo Clinic is 
of the greatest importance. We must not permit the mate-
rial side to encroach upon our ideals…I believe the heart 
of the Clinic has been more responsible for its extraordi-
nary usefulness to the people and the confidence that the 
people have in it than any other factor.”43 Likewise, eth-
ics consultation is available 24 hours a day. All new 
Mayo Clinic employees and physicians learn about the 
Clinic’s rich culture and history of professionalism at 
their orientations and, more importantly, from their col-
leagues and mentors throughout their careers. Further-
more, this rich culture is codified in Mayo Clinic policies 
and procedures. Notably, external reviewers have con-
firmed the presence of the rich, vibrant, and living cul-
ture of professionalism at Mayo Clinic.44

In order to preserve and promote further this culture, 
professionalism teaching and assessment programs have 
been implemented at Mayo Clinic. These programs in-
volve learners at all levels (including faculty physicians). 
Mayo Medical School has multiple required profession-
alism and ethics elements for students including two 
1-week-long intensive bioethics courses (one on the first 
year and one in the third year) and a leadership and pro-

fessionalism curriculum in the first year gross anatomy 
course.45 During the second year, students participate in 
the “Advance Doctoring” professionalism reflective 
writing program, which is similar to “critical incident re-
ports” narrative writing programs described elsewhere.40 
In the third year, students participate in the “Safe Har-
bor” professionalism program, which involves facilitated 
small group discussions of clinical cases, personal reflec-
tions, and material drawn from the literature and arts. 
Faculty, residents and fellows, and peers complete elec-
tronic professionalism assessments of medical students 
during their clinical rotations.18 Finally, professionalism 
and ethics teaching is woven into courses and clinical ro-
tations throughout the four-year curriculum. For exam-
ple, during the pre-clinical nephrology block, students 
learn about a variety of professionalism and ethics issues 
faced by patients with kidney failure and nephrologists 
(e.g., just allocation of organs for transplantation, the 
ethical aspects of withholding hemodialysis from dying 
patients, and talking to patients about death and dying). 
Taking this approach not only makes professionalism 
and ethics relevant for medical students, it also enriches 
the discussions that occur and brings to life daunting 
psycho-social and spiritual issues that clinicians face ev-
ery day while caring for patients.

In addition, Mayo Medical School offers elective ex-
periences in professionalism and ethics. This past year, a 
group of Mayo medical students established an ethics 
journal club sponsored by the Mayo Clinic Program in 
Professionalism and Bioethics. At the journal club’s 
monthly meetings, journal articles on ethics-related top-
ics (e.g., physicians’ duty to care for patients during a 
pandemic) are discussed. Medical students also have the 
opportunity to devote 1 month of their elective time to a 
bioethics “selective,” in which they, along with a faculty 
mentor, design a curriculum related to bioethics that also 
complements the student’s career interest. Activities dur-
ing the “selective” might include a literature review, at-
tending a bioethics conference, engaging in clinical eth-
ics activities (e.g., ethics consultation), and conducting 
an ethics-related project such as writing a paper or par-
ticipating in empirical research. The result of these ef-
forts at Mayo Medical School is a “professionalism port-
folio,” a summary of which is incorporated into the stu-
dent’s Dean’s letter which is sent to the residency pro-
grams to which the student has applied for additional 
training.

The Mayo School of Graduate Medical Education 
(MSGME) also has multiple required professionalism el-
ements for its learners (i.e., resident physicians and fel-
lows). As noted previously, the ACGME identifies 6 core 
competencies that all graduates of residency and fellow-
ship programs must possess; one of these competencies 
is professionalism.3 As a result, each training program is 
required to deliver curricula and demonstrate learner 
competence in professionalism. To meet this goal, all 
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new residents and fellows at Mayo Clinic must attend a 
professionalism module during their orientation. The 
content of this course includes respect for patient confi-
dentiality, mutual respect, and so on. In addition, the 
MSGME is developing web-based professionalism and 
ethics modules for the numerous residency and fellow-
ship programs at Mayo Clinic. These modules will be 
completed by learners at their convenience during their 
training programs. A goal of the web-based curriculum is 
to create modules that are specialty-specific (e.g., sur-
gery-oriented professionalism and ethics modules for 
surgery residents).

Notably, the internal medicine residency training pro-
gram at Mayo Clinic Rochester takes a multi-faceted ap-
proach to teaching professionalism to internal medicine 
residents. First, professionalism and ethics sessions (e.g., 
commonly-encountered clinical ethical dilemmas, ac-
cepting gifts from pharmaceutical company representa-
tives, etc.) are part of the “core curriculum.” Second, 
professionalism and ethics issues are discussed frequent-
ly at the weekly morbidity and mortality conference 
(e.g., medical errors, medical futility, withdrawing treat-
ments in dying patients, etc.). Third, all internal medi-
cine residents at Mayo Clinic Rochester are required to 
complete professionalism OSCEs including modules on 
breaking bad news, medical errors, confidentiality, and 
advance directives. Patient-actors are used. While the 
OSCEs are used for formative assessment, much learn-
ing occurs during these sessions as the learners assess 
themselves and receive feedback for faculty observers 
and the patient-actors.

The Mayo Clinic Rochester internal medicine residen-
cy training program also takes a multi-faceted approach 
to assessing professionalism among internal medicine 
residents. The professionalism OSCEs were previously 
mentioned. For formative feedback, faculty advisors re-
view patient complaints and professionalism lapses with 
their assigned trainees. A typical question during these 
sessions might be, “How might have this situation gone 
better?” In addition, education leaders at our institution 
recently developed a novel method of assessing profes-
sionalism among internal medicine residents: electronic 
360-degree assessments by peers, senior residents, facul-
ty, and others. Notably, residents rated “highly profes-
sional” by faculty, peers, medical students, and allied 
healthcare staff scored significantly higher on tests of 
knowledge (in-training examination), mini-clinical eval-
uation exercise, and conscientious behaviors (completing 
rotation evaluations).18

Mayo Clinic also has required professionalism ele-
ments for its faculty physicians. All new staff physicians 
at Mayo Clinic are required to attend and successfully 
complete a series of professionalism, physician-patient 
communication, self-awareness, and diversity mod-
ules.8, 46 The professionalism module covers the follow-
ing topics: reflective listening, listing the attributes of 

professionalism, reviewing the data linking professional-
ism to favorable patient and learner outcomes, and rec-
ognizing and responding to professional and unprofes-
sional behavior. Notably, attendees have rated this mod-
ule highly. Periodically, all faculty physicians are re-
quired to complete web-based, interactive and other 
forms of professionalism and ethics training modules in 
order to maintain staff privileges. Finally, elective pro-
fessionalism and ethics learning opportunities are avail-
able to Mayo Clinic faculty physicians. For example, 
medical grand rounds sessions and continuing education 
courses and symposia related to professionalism and eth-
ics are commonly offered.

All Mayo Clinic faculty physicians undergo 360-de-
gree reviews that include assessments of professionalism 
by faculty peers, allied healthcare staff, and trainees. 
Feedback from these assessments is used for formative 
feedback during the physicians’ annual reviews. Lapses 
in professionalism are not tolerated and are addressed 
using a formal process; describing this process is beyond 
the scope of this article. Notably, this process is in align-
ment with The Joint Commission standards regarding 
disruptive and inappropriate behaviors among healthcare 
providers.30

Several years ago, the PLEASE CARE professional-
ism program for non-physician allied healthcare staff 
was implemented at Mayo Clinic. PLEASE CARE (an 
acronym for present, listen, empathize, action, summa-
rize, excite, confidentiality, attitude, respect, and emo-
tional intelligence) encapsulates Mayo’s primary value 
(“the needs of the patient come first”), describes how 
one ensures ideal patient visits to Mayo and supports 
Mayo’s service philosophy. Since its inception, nearly 
3000 Department of Medicine allied healthcare staff 
(e.g., nurses, assistants, etc.) have completed the pro-
gram, which consists of didactic lectures, video vi-
gnettes, and role plays. More than 95% of attendees 
thought the program was beneficial and in every medical 
specialty division in which the program was implement-
ed, patient satisfaction increased significantly.47

Conclusion

Professionalism is a core competency of physicians. 
Using the statements and positions of professional soci-
eties, and patient and societal expectations, a framework 
for defining professionalism emerges: a foundation of 
clinical competence, communication skills, and sound 
understanding of the ethical and legal aspects of medi-
cine. Arising from this foundation are attributes of pro-
fessionalism: accountability, altruism, excellence, and 
humanism. The capstone of the framework is profession-
alism, or the complete physician. Indeed, professional-
ism is associated with superior clinical outcomes. Hence, 
medical students, physicians in training, and physicians 
in practice should be taught and assessed for profession-
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alism. Numerous methods can be employed to teach and 
assess professionalism. Professionalism assessments, in 
turn, can be used for formative and summative feedback 
and professionalism “portfolios.” The Mayo Clinic expe-
rience validates the importance of teaching and assessing 
professionalism among learners and physicians in prac-
tice and regarding it as a core physician competency.
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