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ABSTRACT
Context Professionalism remains a challenging part of
the medical curriculum to define, teach and evaluate. We
suggest that one way to meet these challenges is to
clarify the definition of professionalism and distinguish
this from medical ethics.
Methods Our analysis is two staged. First, we reviewed
influential definitions of professionalism and separated
elements relating to (a) ethico-legal competencies, (b)
clinical competence and (c) professionalism. In reference
to professionalism, we then distinguished between
aspirational virtues/values and specific behaviours. From
these, we develop a working definition of medical
professional behaviour consisting of six domains of
behaviour: responsibility; relationships with and respect
for patients; probity and honesty; self awareness and
capacity for reflection; collaboration and team work; and
care of colleagues. Second, we tested this working
definition against empirical data concerning disciplinary
action against practising doctors using (a) sources in the
literature and (b) an original analysis of complaints
received by the Medical Board of South Australia.
Conclusion Our empirical analysis supports the
relevance of four of the six potential domains:
responsibility; relationships with and respect for patients;
probity and honesty; self awareness and capacity for
reflection. There are additional reasons for retaining
‘collaboration and team work’ in the medical professional
behaviour curriculum but ‘care of colleagues’ may be
better addressed in the ethico-legal curriculum. Our
definition of professional behaviour is consistent with the
theoretical literature, captures behaviours that predict
future complaints against practitioners and is consistent
with current complaints about professionalism in South
Australian practitioners. This definition can further the
teaching and assessing of professional behaviour in
medical schools.

INTRODUCTION
Medical professionalism remains a topic that is diffi-
cult to define, teach and assess.1 2 The importance of
effectively teaching and assessing professionalism is
not in doubt: medical schools have a social responsi-
bility to the community to ensure that their gradu-
ates have high standards of professional behaviour.
Unprofessional behaviour causes harm to the public,
individual patients and the careers of doctors.
Nevertheless, various and conflicting accounts of

professionalism have been proposed in the literature
and many medical schools continue to struggle with
how to teach these concepts effectively.3 Profession-
alism is recognised as one of the most challenging of
the USA Accreditation Council for Graduate Medical
Education Competencies to define, teach and eval-
uate.4 It is particularly problematic that profession-
alism is often conflated with medical ethics and is
intermingled with clinical competencies. Both

teachers and students require a medical profes-
sionalism curriculum that is clear, assessable and,
where possible, evidence-based.
In this paper we present an account of medical

professional behaviour. Our working definition
comprises six domains of behaviour and is derived
from an analysis of influential accounts of profes-
sionalism. We assess and refine this account according
to (a) published empirical literature linking student
behaviour to disciplinary action against practising
doctors and (b) unprofessional behaviours leading to
complaints at the Medical Board of South Australia
(MBSA).

Theoretical definitions of medical professional
behaviourdethics, law, clinical competence and
professionalism
In this section we examine key theoretical accounts
of medical professional behaviour to identify elements
that are both distinct to medical professional behav-
iour and assessable. The wide variety of definitions of
medical professional behaviour in the literature
reflects the challenges in defining this element of
medical practice. We classify the following examples,
which are typical of the literature, as broad and
aspirational definitions of medical professional
behaviour because they include behaviours and ideals,
values, virtues and motivations that doctors are
supposed to embody. These aspirational elements can
be particularly difficult to translate into an assessable
curriculum.
< ‘Professionalism aspires to altruism, account-

ability, excellence, duty, service, honour, integ-
rity and respect for others.’5

< ‘Four attributes commonly recognised as essen-
tial to professionalism: subordination of one’s
self-interests, adherence to high ethical and
moral standards, response to societal needs and
demonstration of evincible core humanistic
values.’6

< ‘Professionalism is placing the interests of
patients above those of the physician, setting
and maintaining standards of competence and
integrity, and providing expert advice to society
on matters of health.’7

< ‘We contend that medical professionalism is rooted
in attitudes [which] should lead to intentions to
engage in appropriate professional behaviours.
These behaviours may include ethical and moral
actions, clinical competence, communication skills,
sensitivity to diverse populations and acts of social
responsibility.’8

First, these and similar definitions commonly
include three elements that can be usefully distin-
guished: clinical competence, ethico-legal compe-
tence and professional competence. Such broad
definitions are difficult to operationalise in terms of
an assessable curriculum. We believe that there are
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several reasons for favouring a narrower definition that focuses
solely onmedical professional behaviour. Overly broad definitions
of professionalism lead to redundancy by unnecessarily repeating
other well accepted elements of the medical curriculum. Clinical
competence is assessed throughoutmedical school so that there is
no need to refer to it as an element of medical professionalism. If
a student is not clinically competent he or she should not qualify
to practice, making any further consideration of professional
behaviours irrelevant. Likewise, ethico-legal competence is widely
taught in medical schools. This part of the curriculum is the
appropriate place for discussing complex and nuanced questions
concerning the role of ethics, morality and law in medicine.
Clarity would be better served by keeping clinical competency,
medical ethics and professionalism as distinct components of the
medical education process.

A second concern with the definitions cited above is that they
include reference to aspirational virtues and valuesdincluding
clinical and personal excellence; altruism and selfnessness; and
community advocacy for social justice. These are qualities that
we would all like our personal physicians to have, but these are
not appropriate standards for assessing medical students. One
can be a competent and professional medical practitioner
without these qualities; therefore it seems hypocritical to
demand a standard of students that is not required of practi-
tioners. We discuss each of these aspirational values in turn.

Clinical and personal excellence
The American Board of Internal Medicine includes a commit-
ment to clinical excellence as a component of professionalism:
‘The elements of professionalism required of candidates seeking
certification and recertification from the [American Board of
Internal Medicine] encompass: a commitment to the highest
standards of excellence in the practice of medicine and in the
generation and dissemination of knowledge.’5 We have already
indicated that reference to clinical skills is redundant as clinical
knowledge is assessed repeatedly throughout medical school.
Here we point to a different problem. Teaching standards should
be set to measure competence rather than excellence. Excellence
is relative and refers to the ‘cream of the crop’. By definition the
majority of students cannot all be excellent. Students should not
be expected to display either clinical or personal excellence to be
certified as doctors, rather the assessment standards should
reflect the required level of competence.

Altruism
Altruism is stressed in some influential accounts of profession-
alism,which require the physician to subordinate their interests to
the interests of their patients or to society more generally.7

Complex values such as altruism are hard to identify and assess in
students. Furthermore, it is unrealistic to expect medical schools
to require altruism from their students, particularly in current
medical contextswhere proceduralistswith strong technical skills
are consistently rewarded more than doctors who display virtues
such as compassion in their practice, or who spend time with
patients. A medical professional behaviour curriculum demanding
standards that are not required for successful practice runs the risk
of alienating students and being seen as hypocritical.

Community advocacy
Although some authors argue that ethics should be a component
of professionalism teaching,9 we contend that ethics is distinct
from professionalism and that the value of explicitly including
professionalism in medical curricula lies in focusing on unique
professional behaviours not captured elsewhere. Wynia et al note

that the term professionalism comes from the Latin, ‘speaking
forth’. They define patient and public health advocacy and
activism as a core component of medical professionalism. This
can range from internal advocacy for healthcare values, internal
organisational criticism through to whistle-blowing and direct
professional disobedience.10 We agree with Wynia et al that
topics such as conflicts of interest, whistle-blowing, patient
advocacy and healthcare values are important components of
medical school curriculum, but argue that they are more
appropriately situated as part of the ethico-legal components of
medical courses. In particular, medical ethics provides a forum
for students to discuss the values and virtues that characterise
medicine and to debate topics such as conflicts of interests and
social justice.11 Students are not, and should not be, assessed as
to whether they are altruistic or adopt a certain philosophy of
social justice and advocacy.

Six proposed domains of medical professionalism
Not all accounts of professionalism in the literature include
aspirational components.12 Davis et al, for example, recently
attempted to provide a bottom-up, behaviour-based account of
professional behaviours based on survey data of patient prefer-
ences.13 We align ourselves with these efforts to develop an
empirically-derived and behaviour-based account of medical
professional behaviour.
Having reviewed the theoretical literature and excluded elements

of definitions that refer to ethico-legal or clinical competence, and
that were aspirational in nature we were left with six potential
domains of professional behaviour. These formed the basis of our
working definition of medical professionalism:
1. Responsibility (eg, conscientiousness, record keeping)
2. Relationships with and respect for patients
3. Probity and honesty
4. Self awareness and capacity for reflection
5. Collaboration and working with colleagues
6. Care of colleagues
In the second part of our analysis, we tested these domains

against, first, published empirical studies addressing professional
behaviour and, second, complaints regarding unprofessional
behaviour submitted to the MBSA.

EVIDENCE-BASED: EMPIRICAL RESEARCH INTO
PROFESSIONALISM
One powerful source of evidence to inform the definition of
professional behaviour comes from the recent research linking
student behaviours with subsequent disciplinary actions against
medical practitioners. This data is important because the ultimate
aim of medical professional behaviour curriculum is to train doctors
who practice in accordance with established social standards, in
particular those that are acceptable to patients. In this section we
draw on data from four studies in America and Australia.
Papadakis et al identified two specific unprofessional behav-

iours in medical school that are most predictive of subsequent
disciplinary action against practising physicians. These were:
(1) severe irresponsibility (eg, unreliable attendance and/or not
following up on assigned tasks); and (2) severely diminished
capacity for self-improvement (eg, failure to accept construc-
tive criticism, argumentativeness and/or display of poor
attitude).14

These results are supported in the study by Stern et al of
student professionalism in an American medical school. These
authors found two predictive characteristics. First, failure to
demonstrate conscientious behaviour (eg, not completing
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evaluations and/or submitting records of immunisations) and
second, failure to display humility in self-assessments (eg, over-
rating their performance in patient interaction tests relative to
the examiner ’s evaluation) were predictive of future unprofes-
sional behaviour.12

Likewise, Teheranhi et al identified, in a retrospective case-
control study, three critical domains of professionalism during
medical school associated with future disciplinary action. These
were poor reliability and responsibility, lack of self improvement
and adaptability, and poor initiative and motivation.15

Consistent with the American results, Parker et al assessed the
reasons for 711 reports submitted to the Personal and Profes-
sional Development Committee in an Australian graduate-entry
medical programme. Note that this study does not link student
unprofessional behaviour to subsequent disciplinary action of
practicing doctors. Of the reports, 420 (55%) cited students’
unsatisfactory attendance and 291 (45%) cited other concerns:
most of these (51%) related to ‘responsibility/reliability ’ and
‘participation’ combined; 12% related to ‘honesty’, ‘discrimina-
tion’ and ‘doctor-patient relationship’.16

This research consistently demonstrates that some combina-
tion of lack of responsibility, unreliability, lack of self-awareness
and diminished capacity for self-improvement are problematic
areas for students’ professional development and are linked to
disciplinary action at practitioner level. These empirical studies
therefore lend support for three of our six proposed domains of
medical professionalism.
1. Responsibility (eg, conscientiousness, record keeping)
2. Relationships with and respect for patients
3. Probity and honesty
4. Self awareness and capacity for reflection
5. Collaboration and working with colleagues
6. Care of colleagues

In the second stage of our empirical analysis we further
refined our proposed definition using complaints data from the
MBSA. The MBSA publishes a summary of complaints received
against medical practitioners in its Annual Report, listing them by
primary allegation.17 The value of using this data for refining our
definition lies in the fact that the complaints reflect what the
community actually objects to in practice, and therefore
provides an important insight into the relevant and appropriate
topics for medical professional behaviour curricula.

For our comparison, we first reclassified the 190 MBSA
complaints using a three part division into clinical, ethico-legal
and professional competence. In all, 54% of complaints related
to clinical competence issues, 15% to ethico-legal issues, and the
remaining 31% related to medical professional behaviour or
fitness to practice concerns and these are outlined in table 1. The
subclassifications of medical professional behaviour complaints
are those used by the MBSA.

We omit medical fitness from our account of medical
professional behaviour. We recognise that problems with
medical fitness or ill health can manifest as unprofessional
behaviour and/or lead to complaints. However, responding to
practitioner ill health raises issues that are distinct from those
raised by unprofessional behaviour or clinical incompetence
that are not health related. There are many forms of practi-
tioner ill health or medical unfitness (such as drug or alcohol
dependence, mental illness or discrete physical disabilities) that
may require monitoring or support but do not lead to unpro-
fessional behaviour, therefore it seems appropriate to treat the
issues separately.

This process left us with five behaviours as defined by the
MBSA under the classification of ‘unprofessional behaviour ’,

which accounted for a significant proportion of total complaints
(29e41% of all complaints from 2004e2005 to 2007e2008).17

We then requested from the Medical Board of South Australia
a more detailed description of the 2007e2008 complaints in the
five areas we had classified as unprofessional behaviours. The
detailed descriptors of the types of complaints are presented in
table 2. Descriptors were provided by the senior officer in the
Professional Conduct and Performance Services who reviewed
the 2007e2008 complaints and provided the level of detail
shown in table 2. We did not have access to the original
complaints as this data is confidential.
Finally, we provided the MBSAwith our proposed six domains

of student medical professional behaviour and asked them to
map each 2007e2008 MBSA complaint to the domain that best
captured the main element of the complaint. This analysis is
shown in table 3.
During this period no complaints were received regarding

relationships with colleagues or in relation to failure to take care
of impaired colleagues. The greatest number of complaints
related to issues of responsibility, 23 (45%) and problems relating
to relationships with patients, 20 (39%).
This mapping exercise is an inexact process and there are

a number of places in which the classifications may be chal-
lenged. For example, inappropriate comments and intrusive

Table 1 Sub classification of 31% of Medical Board of
South Australia complaints 2007e2008 relating to
medical professional behaviour

Classification %

Practice management 9

Doctor’s manner 8

Medical reports/records 8

Inappropriate behaviour 2

Advertising 2

Medical fitness 2

Total 31

Table 2 Detailed description of Medical Board of South Australia
(MBSA) professionalism complaints

MBSA unprofessional behaviours Detailed descriptor

Medical reports/records Inaccurate, invalid or improper medical
certificates

Inadequate or inaccurate medical records

Failure to transfer medical records/
information

Inaccurate, inadequate or delayed reports
or failure to provide reports

Doctor’s manner Doctor’s manner (not further described)

Abuse to patients

Practice management Breach of infection control

Lack of service availability

Refusal to attend

Failure to follow-up

Inappropriate behaviour Inappropriate/intrusive questions

Inappropriate comments (sexual nature)

Unnecessary/inappropriate exam (sexual
nature)

Inadvertently offensive

Intoxicated

Psychological incapacity

Other inappropriate behaviour (not related
to patient care)

Advertising Advertising
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questions could be classified as a problem with self awareness, or
failure to follow-up as a breach of respect for patients. Likewise,
intoxication or psychological incapacity may well reflect an
underlying health problem rather than a lack of professionalism
per se. Nevertheless, this mapping exercise demonstrates that at
least four of the six domains of professional behaviour that we
derived from the literature correspond to problems with
professional behaviour that lead to current complaints to an
Australian medical regulatory body. This stage of the empirical
analysis confirmed the three domains that had previously been
supported by the Papadakis,14 Stern,12 Teherani15 and Parker16

studies (responsibility, probity and self-awareness) and in addi-
tion provided empirical support for a fourth category (relation-
ships with and respect for patients).
1. Responsibility (eg, conscientiousness, record keeping)
2. Relationships with and respect for patients
3. Probity and honesty
4. Self awareness and capacity for reflection
5. Collaboration and working with colleagues
6. Care of colleagues

DISCUSSION
In this project we have used a process of theoretical and
empirical investigation to develop a clearly defined set of
professional behaviours suited to forming the basis for assessable
curricula in professionalism. Our analysis of the MBSA
complaints data, combined with the published research linking
student behaviours to subsequent disciplinary processes, gives us
confidence that our circumscribed definition of professional
behaviour will be of value in identifying and assessing poten-
tially problematic behaviours in medical students.

Two of our theoretical domains, (5) collaborating and working
with colleagues, and (6) caring for colleagues, were not
supported by the empirical analysis. Should these therefore be

included as core professional behaviours subject to assessment in
medical schools?
Caring for impaired colleagues is certainly a significant

responsibility of medical practitioners. Whereas prior to the 1980s
it may have been considered unprofessional conduct to criticise
a colleague, it is now accepted that doctors have an obligation to
report impaired colleagues.18 In Australia, for example, Section
71A of the New South Wales Medical Practice Act has introduced
a new concept of ‘reportable misconduct’, placing an obligation
on doctors to report certain types of misconduct to the Medical
Board.19 Caring for impaired colleagues can fit comfortably within
both the ethico-legal curriculum, as it has a clear legal basis
grounded in the duty of care to patients who may be harmed by
an impaired doctor, and the medical professionalism curriculum.
As we found no support for this domain in our empirical analysis
of patient complaints we removed it from our working definition
of medical professionalism and conclude that it should be
addressed in the ethico-legal curriculum.
In relation to collaboration and working with colleagues, the

lack of complaints in this domain in the MBSA data may be
explained by the source of complaints, 61% of which came from
patients or relatives who are likely to be unaware of, or not
complain about, their doctor ’s working relationships.19 This
may also be a factor in the empirical studies that we reviewed
which also relied upon complaints to medical regulatory bodies.
We believe that competence in collaborating and working with
colleagues should be retained as a core domain in profession-
alism. It is widely recognised that competence to practice
medicine includes the ability of physicians to manage effectively
relationships with other physicians, colleagues in the healthcare
system, society and oneself.20 Parker and colleagues’ study was
the only one that did not rely on patient complaints and this
study also found that issues to do with participation led to
a significant number of reports submitted to the Personal and
Professional Development Committee.16 Working with
colleagues is not an obvious or essential part of either clinical or
ethico-legal competence, so will not be covered by existing
curricula in these areas, and we therefore retained this in our
account of medical professional behaviour.
Thus, we propose that these five domains of behaviour form

the basis of professionalism curricula in medical schools:
1. Responsibility (eg, conscientiousness and record keeping)
2. Relationships with and respect for patients
3. Probity and honesty
4. Self awareness and capacity for reflection
5. Collaboration and working with colleagues
Relative to the influential definitions that we presented at the

beginning of this paper, this represents a narrow account of
medical professional behaviour. This narrow approach is prac-
tically useful because it focuses on behaviours that can be
observed and recordeddit is relatively easy to ascertain whether
or not a student is punctual, reliable or functions as a team
member in group activities, and recent work has highlighted
innovative programmes for fostering student self reflection.21

Setting standards for and assessing specific behaviours avoids
some of the difficulties of attributing motives22 or devising
a scale for assessing qualities such as altruism.

Limitations of this analysis
This analysis is limited in a number of ways. First, due to
confidentiality concerns the MBSA analysis of complaints was
conducted by only one person. We could therefore not use inter-
rater reliability to assess the validity of this classification.23

However, our empirical analysis was multipronged and this

Table 3 Mapping the six proposed domains of medical professional
behaviour against Medical Board of South Australia (MBSA) complaints

Proposed domains of medical
professional behaviour

2007e2008 MBSA professionalism
complaints (51)

Responsibility (conscientiousness, record
keeping)

23 Medical reportse7

Failure to transfer recordse5

Refusal to attende4

Medical certificatese3

Inadequate medical recordse1

Breach of infection controle1

Lack of service availabilitye1

Failure to follow upe1

Relationships with and respect for
patients

20 Doctor’s mannere13

Inappropriate commentse2

Unnecessary/inappropriate exame2

Abuse to patientse1

Inappropriate/intrusive questionse1

Inadvertently offensivee1

Probity and honesty 5 Advertisinge3

Other inappropriate behaviore2

Self awareness and capacity for reflection 3 Psychological incapacitye2

Intoxicatede1

Working with colleagues and
collaboration

0

Caring for colleagues 0
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limitation does not undermine the overall utility of our proposed
definition.

Second, our theoretical and empirical analysis has generated
a concise account of medical professional behaviour, but this
requires translation into a formal curriculum and needs to be
tested through implementation.24 We recommend further
studies testing the predictive validity of this definition of
medical professional behaviour, including longitudinal data
collection, and its use as part of formal evaluation systems.

Third, while behaviours are easier to assess than attitudes or
motivations, there remain challenges in assessing student behav-
iours.25 Raters vary in which behaviours they attend to during
assessment, how behaviours are evaluated and the behaviours they
consider when providing global evaluations of professionalism.26

However these limitations in assessing behaviour apply to other
aspects of the medical curriculum, for example, communication
skills, and are not specific to professionalism. Furthermore, many
authors26 have argued that improving assessment of profession-
alism requires, in part, greater clarity in the definition of profes-
sional behaviours and our narrow account goes some way to
responding to this call.

CONCLUSION
We offer a practical definition of medical professional behav-
iour that builds on the existing theoretical literature, reflects
our current knowledge about medical student behaviours
linked to future disciplinary actions, and has some face
validity in relation to current complaints about medical prac-
titioners in South Australia. The next step to progress this
work is to use this definition of professional behaviours as the
basis for medical school curricula and develop longitudinal
studies to evaluate its utility in teaching and assessing future
practitioners.
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