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ABSTRACT
Introduction: Professionalism is a key component of medical education and training. However, there are few tools to aid
educators in diagnosing unprofessional behavior at an early stage. The purpose of this study was to employ policy capturing
methodology to develop two empirically validated checklists for identifying professionalism issues in early-career physicians.
Method: In a series of workshops, a professionalism competency model containing 74 positive and 70 negative professional-
ism behaviors was developed and validated. Subsequently, 23 subject matter experts indicated their level of concern if each
negative behavior occurred 1, 2, 3, 4, or 5 or more times during a six-month period. These ratings were used to create a
“brief” and “extended” professionalism checklist for monitoring physician misconduct.
Results: This study confirmed the subjective impression that some unprofessional behaviors are more egregious than others.
Fourteen negative behaviors (e.g. displaying obvious signs of substance abuse) were judged to be concerning if they
occurred only once, whereas many others (e.g. arriving late for conferences) were judged to be concerning only when they
occurred repeatedly.
Discussion: Medical educators can use the professionalism checklists developed in this study to aid in the early identifica-
tion and subsequent remediation of unprofessional behavior in medical students and residents.

Introduction

In recent years, researchers have made important strides in
defining the nature of professionalism in the medical sphere.
Although differences exist across models, most researchers
agree that professionalism includes a constellation of per-
sonal characteristics that include altruism, integrity, compas-
sion, respect for others, accountability, self-awareness, a
drive for excellence, and self-improvement (ABIM
Foundation et al. 2002; AAMC & NBME 2003; Frank 2005;
Royal College of Physicians 2005; Arnold & Stern 2006; Van
Mook et al. 2009; Nasca et al. 2012). There is also widespread
agreement regarding the importance of assessing profes-
sionalism in medical students, residents, and practicing
physicians (Veloski et al. 2005; Wilkinson et al. 2009). Studies
have shown that professional behaviors such as teamwork
and respect are correlated with improved patient outcomes,
higher patient satisfaction (Grumbach & Bodenheimer 2004),
and greater adherence to treatment plans (Beach et al.
2005). Conversely, unprofessional behaviors are associated
with negative faculty assessments of professionalism (Stern
et al. 2005) and later disciplinary action by state medical
boards (Papadakis et al. 2005). In addition to their effects on
individuals, breaches of professionalism can have significant
group-level costs by negatively affecting the reputation of
the medical profession itself.

The serious consequences of physician misconduct on
trainees, patients, and the profession argue in favor of an

“early warning system” for detecting unprofessional behav-
iors. Papadakis et al. (2001) have created one such system
in which preceptors and faculty rate students on a set of
discrete, observable behaviors such as “fulfilling responsibil-
ities in a reliable manner” and “maintaining honesty” during
clerkships. Subsequently, these preceptors and faculty sub-
mit a “Physicianship Evaluation Form” for students who
receive a less than satisfactory rating on these behaviors at

Practice points

� Professionalism training is an important compo-
nent of medical education, but there are few tools
to diagnose unprofessional behavior early in a
physician’s career.

� The egregiousness of an unprofessional behavior
depends both on the behavior itself and the fre-
quency with which it occurs.

� Of the seven professionalism dimensions investi-
gated in this study, breaches of the integrity
dimension were viewed to be most concerning.

� Further research should aim to discover whether
the behaviors in these professionalism checklists
predict important future outcomes, such as discip-
linary action or professionalism milestone scores
in residents.
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the end of any clerkship. If deficiencies in skills are identi-
fied in two or more clerkships, the dean’s letter will docu-
ment these areas of concern, and probation will follow.
Faculty appreciate this system, and the authors believe it
has helped to raise awareness of the core value of profes-
sionalism (Papadakis et al. 2001). In addition to formal sys-
tems for identifying professionalism issues, direct
observation tools have been developed. These include tools
such as the Mini-Clinical Evaluation Exercise (mini-CEX)
(Norcini et al. 2003) and the Professionalism Mini-Evaluation
Exercise (P-MEX) (Cruess et al. 2006). In the mini-CEX, a sin-
gle faculty member observes a resident while that resident
conducts a focused history and physical examination in a
variety of settings. Subsequently, the faculty member rates
the resident on a nine-point scale on various components
of competence, including history-taking skill, physical exam-
ination skill, clinical judgment and synthesis, and humanis-
tic/professionalism qualities. Behavioral anchors are
provided for the ratings and include such behaviors as
demonstrating respect, compassion, empathy and modesty,
establishing trust, attending to a patient’s needs of comfort,
and maintaining confidentiality.

The P-MEX was designed for use in any situation where
a medical student’s behavior can be observed, including
patient encounters, small group sessions, and sign-out
rounds. It builds upon the mini-CEX by identifying a set of
even more specific behaviors to be observed. Both of these
observational tools have formats that are easy to use and
provide useful feedback, and both have demonstrated
good reliability, validity (Durning et al. 2002), and inter-
examiner reliability (Norcini et al. 1997). Similar direct
observation tools, such as the Standardized Direct
Observation Tool, have been designed for use in specific
settings, such as during Emergency Department patient
encounters (Shayne et al. 2006).

One common feature of all direct observation tools for
detecting professionalism issues (Arnold et al. 1998; Reed
et al. 2008) is that they employ an observational “checklist”
of positive or negative professionalism behaviors, which are
either rated directly or serve as behavioral anchors in a
scale. Such checklists have the value of being specific, to
help guide remediation efforts. Several researchers have
argued that when remediation is the goal, an assessment
method that focuses on specific, observable unprofessional
behaviors is helpful (Hawkins et al. 2009). An important
limitation of the checklists designed so far is that they do
not distinguish between the severity of the behaviors on
the lists (Arnold 2002). In particular, existing professionalism
checklists do not (a) distinguish between the relative egre-
giousness of behaviors that occur in isolation or (b) indicate
whether the egregiousness of behaviors is affected by their
frequency of occurrence. We believe these distinctions are
important because it is possible that not all unprofessional
behaviors are equally serious in isolation. For instance,
some behaviors (e.g. displaying signs of substance abuse)
may be so serious that a single occurrence of the behavior
requires immediate remediation. In contrast, some behav-
iors (e.g. reacting defensively to criticism) may only be con-
cerning when a pattern of misbehavior emerges over time.
It would be desirable, therefore, to develop a professional-
ism checklist that takes these considerations into account.

In this study, we employed policy capturing method-
ology to develop two empirically validated professionalism

checklists that take the relative egregiousness of behaviors
and their frequency of occurrence into account. First, we
created a “brief” checklist that identified the most egre-
gious behaviors that required remediation even if they only
occurred once. Second, we created an “extended” checklist
that allowed for the identification of patterns of less-serious
misbehavior that nonetheless required remediation. Policy
capturing is a method employed by researchers to assess
how decision makers use available information when mak-
ing evaluative judgments. The purpose of this methodology
is to capture individual judges’ decision-making policies,
that is, how they weight, combine, or integrate information.
It involves asking decision makers to judge a series of scen-
arios describing various levels of one or more explanatory
factors, and then using statistical methods to determine
the emphasis decision makers give to each factor in their
decision-making process (Zedeck 1977). Policy capturing
has been used to assess judgments in a number of areas
including compensation (Sherer et al. 1987), employee dis-
cipline (Klaas & Wheeler 1990), and employment interviews
(Dougherty et al. 1986; Graves & Karren 1992). In this study,
we asked education experts to judge how concerning a set
of unprofessional behaviors would be if they occurred at
different levels of frequency. Specifically, we captured pro-
gram directors’ level of concern if the unprofessional
behaviors were repeated once, twice, three times, four
times or five or more times in a six-month time period. We
then used this behavior� frequency information to create
the two professionalism checklists. We used a set of nega-
tively (rather than positively) worded behaviors in this pro-
cess because we believed it would be easiest to capture
program directors’ level of concern when the behaviors
reflected the actual negative behaviors they witness.

Method

Competency model development and validation

To identify the unprofessional behaviors for the checklists,
we first developed a professionalism competency model
that aligned with the professionalism milestones of the
Next Accreditation System (Nasca et al. 2012). The purpose
of the competency model was to lay the foundation for
developing professionalism assessments that support pro-
fessional identity formation, applicant screening, resident
development, and remediation. The first step was to iden-
tify the full set of professionalism behaviors representing
important professionalism principles. We then sorted these
behaviors into broader professionalism domains. We imple-
mented a “bottom-up” approach in developing our model
(Hawkins et al. 2009). To do this, the first author began by
conducting a content analysis of the professionalism mile-
stones within the ACGME’s Next Accreditation System
(Nasca et al. 2012). We used these milestones as a starting
place because since 2013 the ACGME has required all pro-
grams to report biannually on their trainees’ standing on
these and other milestones to receive accreditation.
Although each program’s specialty created its own profes-
sionalism milestones, many important professionalism
behaviors are repeated across specialties. Thus, by examin-
ing the milestones, we were able to provisionally identify a
large set of important professionalism behaviors, and asso-
ciated professionalism competencies, as programs
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themselves viewed them. Subsequently, the first author
supplemented this content analysis with a review of the
medical education literature on professionalism models,
tools, and attempts to synthesize existing models. We were
greatly assisted in this task by systematic reviews of these
models and tools by Wilkinson et al. (2009) and Van De
Camp et al. (2004). We also examined large-scale efforts to
define professionalism led by the Royal College of
Physicians and the Charter of Medical Professionalism stem-
ming from the Medical Professionalism Project. Finally, we
examined comprehensive lists of professionalism behaviors
generated by the National Board of Medical Examiners/
Association of American Medical Colleges Workshop as well
as existing professionalism checklists (Arnold et al. 1998;
Papadakis et al. 2001; Fontaine & Wilkinson 2003; Norcini
et al. 2003; Cruess et al. 2006; Reed et al. 2008).

Using the behaviors gleaned from this process, the first
author rationally sorted them into seven “institution-level”
professionalism dimensions and associated behaviors. In
creating the model, the focus was on identifying the
observable behaviors that could be reliably assessed by
members of a trainee’s interprofessional team. The dimen-
sions and facets (in brackets) included: (1)
Conscientiousness (dependability, planning/organizing,
thoroughness), (2) Aspiring to Excellence (work commit-
ment, motivation to learn), (3) Integrity (trustworthiness,
discretion, personal conduct, organizational citizenship), (4)
Accountability (personal responsibility, self-awareness), (5)
Teamwork (cooperation, respectful interaction, team build-
ing), (6) Patient-Centeredness (compassion, respect for
diversity, humanism), and (7) Stress Tolerance (situational
stress tolerance, interpersonal stress tolerance). The first
author used the behaviors contained within the dimensions
to define each dimension and associated facet.

To refine the model, we held a series of three workshops
with five Ph.D. educators and 17 faculty members (11 pro-
gram directors) from 10 residency and fellowship programs,
including representatives from our Internal Medicine (92
trainees), Diagnostic Radiology (41 trainees), Neurosurgery
(14 trainees), Orthopaedic Surgery (38 trainees), Family
Medicine (168 trainees in eight programs), Surgery (39
trainees), Pediatrics (69 trainees), Neonatal-Perinatal (five
trainees), Psychiatry (25 trainees), and Neurology (24 train-
ees) programs. During the workshops, participants were
presented with the professionalism competency model and
definitions and were asked to review the behaviors within
the model using two criteria: (a) does each behavior clearly
measure the facet with which it was associated and (b) is
each behavior distinct from the other behaviors. Based on
consideration of these criteria, we dropped 36 behaviors
from our model, reassigned a small number of behaviors to
different facets within the model, and made minor changes
to the definitions of dimensions and facets. We also added
eight new behaviors that program directors had witnessed
in their own programs. The final model contained 74 pro-
fessionalism-related behaviors assigned to the seven
dimensions and 19 facets.

At this stage, the behaviors were phrased positively. For
instance, within the Integrity dimension, the model
included such behaviors as “demonstrates honesty in inter-
actions with patients, families, and other health care profes-
sionals” and “protects confidentiality of sensitive patient
and co-worker information.” To validate the model, 23

subject matter experts (i.e. program directors, faculty, resi-
dents, and medical educators) rated: (a) the extent to which
each behavior measured at least one element of the
intended facet (construct validation) and (b) the importance
of each behavior for performance as an independent phys-
ician. Both ratings were made using an identical five-point
Likert-type scale (1¼ to a very small extent, 5¼ to a very
great extent). Prior to distributing the validation exercise,
we had decided to delete from our model behaviors that
achieved a mean rating below 3.5 on either scale, as this
would indicate the behavior was either failing to measure
the intended dimension or was judged not to be at least
somewhat important for independent practice. However,
none of the behaviors met this threshold. Accordingly, all
behaviors were included in the final model. The final pro-
fessionalism dimensions and facets are displayed in Table
S1 (available online as Supplemental Material), and the final
validation results are in Table S2 (available online as
Supplemental Material).

Generating a list of unprofessional behaviors

In order to generate a list of unprofessional behaviors that
aligned with the professionalism model, we asked work-
shop participants to translate each positive behavior in the
model into an equivalent negative behavior. For instance,
the positive behavior from the Conscientiousness dimen-
sion “demonstrates regular and punctual attendance”
became “arrives late for conferences, rounds, or other
work-related meetings.” This translation exercise resulted in
the generation of 70 non-overlapping negative profession-
alism-related behaviors.

Determining the relative egregiousness of
unprofessional behaviors

To determine the relative egregiousness of these 70 unpro-
fessional behaviors, we asked workshop participants to indi-
cate how concerned they would be if a trainee engaged in
each behavior 1, 2, 3, 4, or “5 or more” times during a six-
month period. We chose six months as our time period
since the ACGME Common Program Requirements require
semi-annual reviews with trainees (Nasca et al. 2012). Thus,
by setting a six-month time period to the scale, we hoped
to make the checklists as useful as possible for these
reviews. The concern scale ranged from 1 to 4 (1¼ not con-
cerned, 2¼ a little concerned, 3¼ somewhat concerned,
and 4¼ very concerned, a meeting with the program dir-
ector is required). Thus, for each behavior, raters made five
ratings, showing their level of concern for each of the five
possible frequencies of occurrence. Using these ratings, we
computed the mean concern rating for each behavior, for
each possible frequency of occurrence. This procedure pro-
vided an overall egregiousness “score” for each behavior/
frequency combination (Table S3, available online as
Supplemental Material). To capture the “overall” level of
egregiousness of each behavior across all frequencies of
occurrence, we also created a “concern index” (CI) for each
behavior by summing the scores for each behavior for each
frequency of occurrence. Thus, the maximum possible score
on the CI for a behavior was 20 (i.e. a maximum mean rat-
ing of 4 for each behavior for each of the five possible
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frequencies of occurrence), while the minimum was 5 (i.e. a
minimum mean rating of 1 for each behavior for each of
the five possible frequencies of occurrence).

Creating the final professionalism checklists

We used the results from this rating exercise to choose
the final behaviors for the two professionalism checklists.
Those behaviors that achieved a mean concern rating of
at least 3 (somewhat concerning) if they occurred at least
once were placed on the “brief” professionalism checklist
of serious unprofessional behaviors (see dark grey behav-
iors in Table S3). All other behaviors are part of the
extended checklist. The extended checklist identifies the
level of frequency at which less serious behaviors become
at least somewhat concerning (i.e. reaches a level of 3 on
the concern scale) when a pattern of misconduct emerges
(see behavior� frequency combinations in light grey in
Table S3).

Results

Table S2 displays the final professionalism dimensions,
associated facets, and results of the validation exercise for
the behaviors within each facet. Across all seven dimen-
sions, the mean construct validation rating for the behav-
iors was 4.39 and the mean importance rating was 4.44. To
estimate the reliability of ratings, we computed the Case II
intraclass correlation formula for multiple raters (Shrout &
Fleiss 1979). The results were 0.75 for the construct valid-
ation ratings and 0.74 for the importance ratings, demon-
strating good reliability for both ratings exercises.

Table S3 contains the concern indices for all 70 unpro-
fessional behaviors, for each of the five different possible
frequencies of occurrence categories (1, 2, 3, 4, 5þ) over a
six-month period. Table S3 reveals that 14 behaviors were
judged to be at least somewhat concerning if they occur
even once. These behaviors included: (a) displaying obvious
signs of substance abuse, (b) demonstrating abusive behav-
ior toward co-workers, (c) using one’s status as a doctor for
personal gain, (d) failing to interact truthfully with patients,
families, or other healthcare professionals, (e) discriminating
against co-workers or patients, (f) failing to uphold ethical
expectations of research and scholarly activity, (g) showing
disrespect toward patients, (h) blaming co-workers for
errors that were not their fault, (i) misrepresenting facts, or
failing to present facts impartially, (j) knowingly disregard-
ing site rules and procedures, (k) including erroneous infor-
mation in the electronic medical record, (l) criticizing
co-workers in public in a non-respectful manner, (m) put-
ting one’s individual needs above the needs of patients,
and (n) stereotyping about groups of patients.

Table S3 reveals substantial variability across behaviors
in the level of concern expressed when a behavior is wit-
nessed once, but relative invariability in the level of con-
cern when behaviors are witnessed multiple times. For
instance, the range in concern ratings for the behavior
rated the most and least concerning if it occurs once (i.e.
displaying obvious signs of substance abuse, with a con-
cern rating of 3.95, and arriving late for conferences, with a
concern rating of 1.05) is 2.9. In contrast, the range in con-
cern ratings for those behaviors rated the most and least

concerning if they occur five or more times (the same
behaviors, with ratings of 4.0 and 3.32) is 0.68. Thus, while
only a subset of behaviors are considered to be concerning
if they occur once, most behaviors are considered to be
concerning if they occur frequently.

The CI in Table S3 provides a rough proxy of the overall
egregiousness of each unprofessional behavior. Table S3
indicates that, for the most part, the same behaviors that
were judged to be concerning if they occur only once have
the highest overall concern indices. Behaviors with the low-
est concern indices included: (1) failing to follow up with
patients to determine outcomes or satisfaction (CI ¼14.66),
(2) not encouraging patients to ask questions (CI ¼14.60),
(3) inappropriately dominating team interactions (CI
¼14.50), (4) approaching work tasks unsystematically (CI
¼12.23), and (5) arriving late for conferences, rounds, or
other work-related meetings (CI ¼11.18).

As each behavior is linked to a professionalism dimen-
sion, it is possible to obtain an estimate of the perceived
importance of breaches by dimension. Table 1 provides this
CI for professionalism dimensions across all behaviors in
each dimension. The professionalism dimension with the
greatest overall average CI is Integrity (average CI ¼18.47)
and the professionalism dimension with the lowest overall
CI is Conscientiousness (average CI ¼14.77). Table 1 sug-
gests that while all professionalism breaches are important,
breaches of the Integrity domain are viewed to be most
concerning.

Discussion

The purpose of this study was to employ a policy capturing
approach to develop two empirically validated professional-
ism checklists for identifying professionalism issues at an
early stage in a physician’s career. We validated a profes-
sionalism competency model and created both a “brief”
and “extended” professionalism checklist based on ratings
by education experts. The “brief” checklist identifies those
behaviors that are concerning, and require remediation, if
they occur at all. The second “extended” checklist identifies
patterns of misconduct in less serious behaviors that are
concerning and require remediation.

This study makes several contributions to the literature.
First, it demonstrates that unprofessional behaviors vary in
their level of egregiousness. Although it seems obvious
that some unprofessional behaviors are worse than others,
our ranking provides support to this subjective impression.
Second, our work creates a framework for comparing
unprofessional actions that occur in isolation to those that
represent a pattern of behavior. There is a relationship
between the nature of an unprofessional behavior and how
often it occurs that influences our level of concern. Mildly

Table 1. Rank ordering of professionalism dimensions by overall concern
rating.

Professionalism dimension
Average concern index for
behaviors in dimension

1. Integrity 18.47
2. Accountability 17.32
3. Teamwork 17.04
4. Patient-centered care 17.00
5. Stress tolerance 16.83
6. Aspiring to excellence 16.11
7. Conscientiousness 14.77
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unprofessional behaviors that occur regularly may lead to
remedial action that is similar to that triggered by a grossly
unprofessional behavior that occurs once. This is important,
given that assessment of these behaviors is more subjective
for some than others. For example, it may be necessary
for a pattern to emerge before taking action on
Conscientiousness behaviors that are mitigated by external
factors such as workload and stress, whereas behaviors that
are patently dangerous to patients require immediate inter-
vention. Third, this study generated two empirically vali-
dated professionalism checklists that can be used for
identifying and documenting early signs of trouble in
physicians. Thus, this study responds to calls to create
more rigorously-developed professionalism tools for early
identification and remediation of problematic behaviors
(Arnold 2002; Hodges et al. 2011; Cook et al. 2013).

There are limitations to this work. First, the development
of the checklist is necessarily subjective. It would benefit
from future efforts to broaden input across clinical disci-
plines, institutions, and most importantly, across cultures.
Recent research suggests that there may be important
regional differences regarding which behaviors are consid-
ered unprofessional (Chandratilake et al. 2012; Jha et al.
2015). Thus, the rankings of these behaviors may vary
depending on the cultural context and unique properties
of healthcare systems in different countries. Second, it
would be worthwhile to further assess some of the psycho-
metric properties of this tool (Veloski et al. 2005). In par-
ticular, once these checklists have been implemented, it
would be useful to employ factor analytic techniques to
determine which subset of behaviors is most predictive of
future professionalism issues (Cruess et al. 2006). Finally,
these tools are simply intended to improve detection of
these behaviors. This is imperative since without detection,
remediation cannot be initiated. However, to be useful it is
imperative to assess outcomes following identification of
the behaviors in the checklist. Important follow-up ques-
tions include: (a) which behaviors are remediable? (b) what
type of remediation works best for different behaviors? (c)
do the behaviors in these checklists manifest in the careers
of physicians in whom they are identified during training?,
and (d) are there important patient-directed behaviors or
outcomes that are predicted by this checklist? In particular,
future predictive studies should expand the set of criterion
measures beyond the dichotomous criterion of disciplinary
action investigated by Papadakis et al. (2005) to other clin-
ically relevant outcomes such as patient satisfaction, patient
outcomes, referrals, good record keeping, and appropriate
prescribing (McLachlan 2010). McLachlan (2010) has begun
this effort by demonstrating that conscientiousness-related
behaviors are predictive of independent staff and student
estimates of professionalism.

One important issue is how these professionalism check-
lists should be implemented in practice. We recommend
that residency programs follow the lead of the General
Medical Council in the United Kingdom, which requires
medical schools to establish “fitness to practice” commit-
tees to address professionalism issues (Hilton & Slotnick
2005). Two key objectives of this committee will be to
decide when checklist data should trigger remediation, and
how to collect it efficiently. As mentioned above, it is crit-
ical for institutions to reflect on their own cultural
identity and ensure that this tool – or any similar

assessment – represents the actual behaviors that are
objectionable in their organization.

Regarding the triggers for remediation, we have decided
to intervene whenever any of the “brief checklist” behaviors
occurs since even one occurrence of these behaviors is by
definition at least “somewhat concerning”. Similarly,
remediation is indicated when a pattern of misconduct in
any behavior in the extended checklist reaches the same
level of concern. Functional implementation of these check-
lists is planned as follows: The brief form is intended for
use at the end of each rotation. Regular use of the checklist
will enable the evaluating faculty members to become
familiar with the type of behaviors viewed as most con-
cerning. The longer checklist should be used biannually to
determine if there are patterns of less egregious behaviors
that emerge over time. To ease the administrative burden
on clinical faculty, different members of the trainee’s inter-
professional team could complete separate sections of the
longer list. As an example, nurses, physician assistants or
other members of a trainee’s interprofessional team could
rate the “teamwork”, “integrity”, and “stress tolerance”
behaviors biannually, and clinical faculty could rate the
others. Alternatively, all or parts of the extended checklist
could be incorporated into peer evaluations. Lastly, it is
possible to make completion of the extended checklist vol-
untary. In this approach, members of the trainee’s interpro-
fessional team would have the option to report observed
behaviors to the committee by using the more comprehen-
sive tool.

Regardless of the approach taken, best practices in
assessment suggest that feedback for both checklists
should come from multiple sources, and include as many
members of a learner’s interprofessional team (e.g. faculty,
peers, supervising consultants, patients, allied health profes-
sionals, physicians, and clerical staff) as possible (Goldie
2013). Such multisource feedback systems are used fre-
quently in industry, but less commonly in medical settings
(Hawkins et al. 2009). By involving members of a learner’s
interprofessional team in assessment, a fuller and more reli-
able picture of that learner’s actual behavior in different
medical contexts emerges than is possible from information
emerging from one rating source alone (Norcini 2003;
Archer et al. 2005; Dannefer et al. 2005). In addition, includ-
ing insights from multiple raters allows for a comparison of
how different rater groups view the learner, which can be
helpful when providing feedback to learners. The provision
of feedback to learners about behaviors observed is a key
part of any remediation plan, and expertise in providing
that feedback should not be assumed. Feedback providers
should be trained to provide specific, concrete examples
that focus on the behaviors observed and their effect on
individual or team performance (Kluger & DeNisi 1996). The
trainee’s perspective should be invited, and the trainee and
feedback provider should both provide input into a time-
limited action plan to improve any noted issues. Due to the
reluctance of faculty to give negative evaluations of train-
ees (Albanese 2000; Boon & Turner 2004), it will be essen-
tial to train faculty about why documenting unprofessional
behavior is important. Documentation of professionalism
issues is crucial if a pattern of misbehavior requires proba-
tion, or in rare cases when termination is required. Finally,
it will be important for institutional leadership to set the
correct tone for the use of these checklists. For maximum
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effect, they should be implemented in the spirit of continu-
ous institutional improvement (Arnold 2002).

Although the primary goal of our professionalism check-
lists is early identification of unprofessional conduct, they
could also be used for providing summative feedback in
the areas of professional identity formation and the devel-
opment of professionalism knowledge (Goldie 2013). As
Hilton and Slotnick (2005) have observed, professionalism is
not a static trait, but an acquired state developed over
time. By introducing learners to these checklists during
medical school or residency orientation, they may help
learners to create a mental model of professionalism early
in their career that can be reinforced over time with multi-
source feedback, role modeling, and active self-reflection.
In addition, when appropriately combined with other pro-
fessionalism tools, such as global ratings, peer ratings,
patient surveys, and self-administered reflection scales,
both checklists could play an important role in helping to
triangulate understanding of a trainee’s overall profession-
alism knowledge, skill, and attitudes at different points in
time (Hawkins et al. 2009; Goldie 2013). Thus, these check-
lists could be one relevant source of input into profession-
alism milestones ratings in residency and fellowship
programs (Nasca et al. 2012).

Professionalism is a multidimensional construct, which
can be assessed for many purposes, using multiple meth-
ods (Hawkins et al. 2009; Goldie 2013). One of the most
important reasons for assessing professionalism is early
detection and remediation of unprofessional behavior.
When combined with other appropriate professionalism
assessments and remediation strategies, the checklists
developed in this study can form an important part of an
early warning system of physician misconduct. We encour-
age researchers to explore creative ways to combine these
checklists with other professionalism measures to create
new and effective approaches for detecting and managing
professionalism issues in learners.
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Glossary

Policy capturing: A method employed by researchers to assess
how decision makers use available information when making
evaluative judgments. The purpose of this methodology is to
capture individual judges’ decision-making policies, that is, how
they weight, combine, or integrate information. It involves ask-
ing decision makers to judge a series of scenarios describing
various levels of one or more explanatory factors, and then
using statistical methods to determine the emphasis decision
makers give to each factor in their decision-making process.
The results indicate the relative importance of the various fac-
tors for the decision makers.
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