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Professionalism and professional identity of our future doctors
1. Executive Summary
Doctors are expected to demonstrate professionalism throughout their careers, but defining, teaching,
assessing professionalism, and effectively remediating unprofessional behaviours can be challenging at the
best of times. With the rapid changes, ongoing uncertainties, and new teaching approaches driven by the
COVID-19 pandemic, the task became immense but was never more important.
To support the medical educators 1 and clinical supervisors at our member schools, the Medical Education
Collaborative Committee (MECC) of Medical Deans Australia and New Zealand (Medical Deans) established a
working group who was tasked to develop practical and relevant advice and guidance when considering and
navigating these changes and challenges. Membership of the working group comprised academic leads from
20 member schools and a Medical Deans’ Senior Policy Officer.
This Report is the outcome of in-depth consultation with medical schools, review of the literature and
evidence in this area, and a collaborative approach to developing guidance on this complex but central aspect
to a doctor’s professional identity and clinical practice. As well as a set of recommendations for medical
schools – see section 2 for a summary of these – the Report sets out:
•

An overview of the current approaches taken across Australian and New Zealand medical schools;

•

Common challenges and systemic issues on how professionalism is defined, taught, assessed, and
remediated;

•

Suggestions on potential areas for future collaboration and further research; and

•

Suggested useful resources.

The findings in this Report reflect the importance and complexity of the term ‘professionalism’. It is recognised
as a central component to the medical program, and medical schools have implemented a wide range of
methods across their curriculum to embed a solid understanding, the necessary skillset, and a strong
commitment to professionalism among their students.
Key to the working group’s findings was the central importance of having a clear definition of professionalism,
that is common to and threads through the entirety of the medical program and in all learning environments.
Consistency was also noted as fundamental, for both staff and students; from what is expected, to how it is
role-modelled, the way it is taught and measured, through to remediation where necessary; with remediation
seen as part of the learning journey rather than taking a solely punitive approach.
This Report also highlights that all this work can only be effective when embedded within a strong culture of
professionalism. Culture provides the unspoken evidence of what’s really important in an organisation. The
impact of the teaching occurring within an environment with a strong culture of professionalism – expected
from students, educators, and professional staff alike – is the foundation that makes all the resources,
systems, and processes meaningful, valued, and effective.
The disruption caused by COVID-19 brought the importance of professionalism to the forefront. However, as
this Report highlights, it also created a range of opportunities to improve the teaching of professionalism to
take better account of the different learning environments – virtual, on-campus and clinical.
As Australian and New Zealand health systems continue to grapple with the changes and constraints caused by
the pandemic, it is especially important that our future doctors understand what professionalism means – for

1

By referring to ‘medical educators’, we include program leads within medical schools responsible for delivering
professionalism teaching, assessment, and remediation, as well as teachers, clinicians, Faculty staff, and Deans.
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their professional identify as a doctor, their connection with their colleagues, and their service to their patients
and community.

2. Summary of Recommendations
The Working Group developed a set of specific recommendations to aid medical schools in reflecting on how
professionalism is defined, taught, understood, and assessed within the context of their medical school. They
include recommendations about how professionalism is ‘lived’ in helping students form their professional
identity as they progress through the medical program.
A clear and consistent definition
• Ensure a definition of professionalism that applies to both staff and students. It should be: explicit
about its components; applicable to different stages of the medical program; and relate to the
teaching, learning, assessment activities and remediation processes. It needs to incorporate a strong
understanding of cultural sensitivity and cultural safety.
•

Ensure expectations of professional behaviour for both students and staff are clearly expressed and
consistently monitored.

•

Advocate for the definition to be endorsed, or if possible adopted, in the health service setting.

•

Make explicit the alignment between the components that make up the definition of professionalism,
and the associated teaching, learning and assessment activities and remediation processes.

•

Have a glossary of terms to help reduce confusion about the use of terms such as professional
competence, professional behaviour, and professional identity.

Teaching and Learning
• Ensure a range of learning opportunities on professionalism are embedded in the curriculum and are
made explicit, particularly in the transition into clinical settings as this represents an opportunity for
specific teaching regarding expectations.
•

Work with health service providers to ensure the medical school’s professionalism definitions are
enacted in their placement teaching programs.

•

Provide learning opportunities related explicitly to professional identity formation, to foster an
understanding of the direct connection between the two

•

Build a positive culture around professionalism, empowering students to act professionally and
embrace and learn about professionalism rather than having the focus on penalising bad behaviour
(e.g. empower students to inform of absences rather than marking a roll and penalising nonattendance). This may be through creation of a safe space to enable students to explore and make
mistakes and learn from them.

•

Ensure expectations of role models for students are consistent with the expectations of students.

•

Explore opportunities to share teaching and learning resources, including further consultation with
the Medical Board of Australia about the development of professionalism modules for students.

Assessment
• Further explore the value of methods to longitudinally track students’ behaviours within and across
years. Any such system needs to recognise that professionalism is developmental and ensure that
students are supported as they progress through the program and develop their professional identity.
Positive re-enforcement is as important as correcting unwanted behaviour.
•

Assess professionalism as part of a general assessment of a student, being explicit about what
attributes or components of professionalism are being assessed and sharing any rating forms.
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Remediation
• Focus on the desired outcome from remediation considering what works well or less well with
students and for which professional behaviours, ensuring student perspectives inform this. This could
be an area for further research.
•

Make clear to students, role models 2 and health services (i.e. all parties involved), the processes for
identifying and remedying lapses in professional behaviour. Processes and discussions should be
documented and ‘handed over’, to improve the ongoing support of the learner who experiences a
lapse in professional behaviour.

•

Communicate channels of reporting and notification of both minor and serious concerns between the
different teams and staff involved in medical program delivery and students. For example, do clinical
supervisors know with whom to speak if they notice an incident that may be considered minor but
possibly worth further discussion?

3. Background
“Medical Professionalism signifies a set of values, behaviours and relationships that underpins that trust the
public has in doctors” (Royal College of Physicians, 2005). Supporting and sustaining the learning of
professionalism among medical students is central to embedding professionalism within the medical
profession culture and assisting the formation of an individual’s professional identity – which are separate but
related concepts. However, it is important to recognise that what is considered ‘professional’ needs to develop
in line with society’s changing expectations and may depend greatly on the context. This presents a challenge
for educators in equipping medical students with the decision-making skills to navigate complex seemingly
contradictory situations, where the right decision in one context would not be considered the appropriate
decision in another.
The COVID-19 pandemic caused substantial disruption and change to the medical education environment and
brought to light many challenges – both existing and new – in how professionalism is taught and assessed, and
how lapses in professionalism are remediated. Medical schools rapidly moved from on-campus learning to
online, triggering questions about what professionalism looks like in a virtual world, how to articulate and
identify it, and how to intervene without the usual in-person context and opportunity. Medical schools had to
explore how students’ behaviour online could be assessed and evaluated, expanding the domains of where
professionalism is expected to be demonstrated and the remediation processes for inappropriate behaviours
in this new context.
The reduced access to clinical placements for some students – primarily those in earlier years – and the
pressures on supervisors also affected, and at times limited, the ability to observe and assess students in a
workplace environment. This impacted the early detection and timely intervention for any unprofessional
behaviours that has been a staple aspect of immersive, experiential learning. In addition, the highly charged
and highly volatile COVID-impacted clinical environment in which students and their healthcare colleagues
were working in added further complications and required thoughtful consideration and adaptation.
All these changes took place incredibly rapidly, in a continually evolving and uncertain landscape, with
considerable pressure on medical schools to continue their delivery of high-quality education and meet the
needs of the curriculum, students, and healthcare services alike, whilst simultaneously pivoting their delivery
models to align with the necessary restrictions.
It is hard to overstate the level of disruption to medical education and training caused by the COVID-19
pandemic, and it brought into sharp relief the challenges of teaching such a complex and changing concept as
professionalism within a system that is based on highly diverse and disseminated learning environments and
teachers. With the rapid adoption of new technologies, models of care, student placements, and teaching
2

The term ‘role models’ in this context applies to university academics, clinicians, supervisors or other staff that are
involved in the delivery of the medical program.
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mechanisms to deal with the disruption, there has also emerged opportunities for our learning environments
to better reflect those in which our new doctors will be practising in the future.

4. Methodology
The Working Group represented 20 different medical schools across Australia and New Zealand. Terms of
Reference (Attachment 1) were developed to be clear on the expected outcomes, and a methodological
approach agreed.
To understand what activities medical schools currently use to teach and assess professionalism, a survey was
developed and disseminated to all medical schools in Australia and New Zealand. The survey consisted of a mix
of quantitative and qualitative questions and Survey Monkey® was used as the survey tool. The survey
(Attachment 2) included questions on the school’s definitions of professionalism and professional identity, its
teaching and assessment, as well as remediation processes used to address lapses in student professionalism.
In addition, all medical schools were asked to provide key literature sources relevant to definition, teaching,
assessment, and remediation of professionalism which are collated in Attachment 4. Medical schools were
given three weeks to complete the survey. The working group acknowledges that there were a range of
aspects that were worthwhile considering and that may not have been noted by schools in their responses.
The “aspects to consider” which are highlighted in this document do not suggest gaps within medical schools’
teaching or assessment, only that some aspects were not included in the in responses provided. These may
also be reflective of the breadth of areas included under the umbrella of “professionalism”, which is defined
differently by different medical schools.
The vast majority of medical schools in Australia and New Zealand completed the survey (22 of 23) and drew
on the expertise and resources across their staff to inform their responses, given the breadth of information
requested.
Categorical data are presented as totals and percentages (Attachment 3). Qualitative answers were analysed
using content analysis, and common themes as well as additional aspects to consider were identified and
presented in tables for ease of summarising the analysis.
As the survey addressed four broad areas (definitions, teaching, assessment, and remediation), subgroups
were formed to analyse the responses and note areas of shared systemic challenges or for further exploration.
This method allowed for identification of common themes, areas of overlap and limitations. The Working
Group met regularly to share discuss their interpretations and the issues they had found.

5. Key findings from the survey
The teaching, learning and assessment of ‘professionalism’ and how it was defined was clearly seen as
important and valued content in the curriculum by all schools. A variety of reliable and valid assessment
modalities were used, suggesting that medical schools were making efforts to assess with rigour what they
recognise as a key component of medical education and training.
A number of challenges were identified through the survey. Although the majority of institutions (86 percent,
see Table 1) stated that they have a definition of professionalism, how the definition was used in the medical
curriculum varied widely across institutions (Table 2). Definitions of professionalism tended to comprise a
number of components – often professional or ethical/moral values, behaviours, attributes, references to
codes of conduct, or statements about how to acquire or demonstrate these aspects (Table 1). Which of these
components were included in definitions of professionalism, how they were weighted and then used in the
curriculum was very varied across the schools. These differences highlight the heterogeneous, multifaceted
and complex nature of the term ‘professionalism’. This variety is operationalised in the teaching methods,
which draw on a range of options (Table 3) but distils into two groups:
(i) self-reflection and personal development, and
(ii) knowledge, attitudes, and skills.
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Having a clear definition of professionalism that is common to and threads through the entirety of the medical
program and in all learning environments, for both staff and students, was important; from what is expected,
to how it is role-modelled, the way it is taught and measured, through to remediation where necessary; with
remediation seen as part of the learning journey rather than taking a solely punitive approach. Without this,
there is the risk that different values and individual biases can lead to varying and potentially conflicting views
of professionalism being taught and assessed; a significant issue considering the many components involved.
The difficulties of not having a clear definition and conceptual framework of professionalism were also
highlighted when it comes to either the assessment or measurement of the concept, and in the design of a
remediation approach. A variety of tools were used to assess professionalism. Most medical schools identified
issues with how professionalism was assessed and monitored in the curriculum as well as how unprofessional
behaviours were remediated when there was a lapse. There was less certainty among responses about the
effectiveness of the assessment and/or remediation process that were used. Lack of a clear definition and the
components that make up the definition may obscure the effectiveness of systematic programs of assessment.
Subsequently, this would affect: judgements about what is and is not going well for students; what is and is
not working in teaching and learning; and, how to remediate issues with professional behaviour and how to
know if this remediation has been effective.
Remediation approaches also tended to focus more on what happens when things go wrong, as opposed to
tapping into opportunities to either reinforce professional behaviour or address smaller lapses early.
Measuring and remediating issues in professionalism were addressed in varying ways, with seemingly two
broad points of view:
(i) professionalism as an assessment (judgement), either as a hurdle or as a summative
component of the curriculum; and
(ii) professionalism as an indicated set of behaviours (diagnosis), which initiated the
application of formal policies and procedures.
The approach to teaching methods could be further defined by either a positive approach or a more punitive
approach to teaching, learning and assessment. While these were not necessarily mutually exclusive the
importance of this difference became evident in relation to remediation. For example, some medical schools
reported on the results of substandard performance on professionalism assessment tasks (e.g. OSCE stations)
as part of their remediation processes, whilst other schools reported on professional behaviour lapses in the
campus and clinical practice environment (i.e. ‘fitness to practice’). Most medical schools commented on the
need for developmental, supportive approaches to lapses in professional behaviour that were tailored to the
individuals and contexts, rather than a punitive approach with set pathways. Most medical schools
acknowledged that remediation is more than repetition of the same tasks again.
Effective communication systems for reporting and handing over both minor and serious concerns between
the different teams and staff involved in medical education are not well established. There was not a clear
relationship between the professional lapse, the remediation offered and the outcome of that remediation.
This warrants further exploration. Processes and referrals to regulatory bodies (the Medical Board of Australia
or Medical Council of New Zealand) also varied between medical schools.
A range of systemic challenges were outlined by the medical schools, and are discussed further in Section 7 of
this Report. Often these related to lack of clarity of expectations of staff (whether university employed or not)
and students alike, monitoring and management of these expectations, as well as the differences in
expectations between universities and health services.
Detailed findings from the survey are set out in Section 7. Analysis in these sections considered both the
quantitative and qualitative data provided. Responses to the quantitative questions are found at Attachment
3.
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6. Analysis and ideas
The Working Group analysed the findings from the survey and discussed their implications for how
professionalism is embedded in the curriculum. This section presents the discussion and ideas that emerged
from this analysis, including the systemic challenges and opportunities that were identified.
This is the first time all medical schools in Australia and New Zealand had been surveyed and shared
experiences on professionalism. While there is a great deal in the literature describing professionalism in a
medical program, there was no report on a national level of how the topic is implemented within a medical
curriculum in Australia and New Zealand.
Overall, the volume and breadth of activity dedicated to teaching and assessing professionalism and
embedding a culture of professionalism within the school indicates it is valued and seen as important in a
medical curriculum, whether implemented as a core ‘stand-alone’ theme or threaded through the medical
curriculum. A consistent theme throughout the analysis was the importance of bringing the definition of
professionalism to the centre of learning. A definition was not only important for teaching, assessment, and
remediation, but an inadequate definition was seen as the root cause of several systemic challenges.
From an educational perspective, systemic challenges relate to the interpretation of professionalism among
individual educators or staff, and the standards expected of students compared to those of staff. Definitions of
professionalism are often left to the purview of specific staff or components of medical programs (such as
Personal and Professional Development streams) rather than being driven by Faculty level input. Additionally,
conflating terms such as ‘professionalism’, ‘professional behaviour’ and ‘professional identity’ seems relatively
common practice and has the potential to create confusion for students about what is being taught, or
confusion for staff about what is being learnt.
From an organisational perspective, university embedded definitions of professionalism do not necessarily
translate across to individual health services where much of the clinical teaching occurs. This fact needs to be
explicit in student ‘transition’ programs to the clinical environment. Individual interpretations of
professionalism across academic and clinical settings and the interchangeable use of different terms enables
the persistence of a ‘hidden curriculum’ around the concept of professionalism. There is a risk that a paradox
may occur in a program whereby well-developed systems assess a student’s professionalism but are less
applicable to staff. A concrete example is that most medical schools rely on role modelling as a teaching and
learning method for professionalism, but few have the means to act on poor role models whose actions may
not align to the framework of professionalism being taught to students. This also applies to academic codes of
professional conduct at a university level and an assumption that the same codes will apply equally to all staff
across the university and in a clinical setting. This may not always be clear to non-academic clinicians involved
in teaching and assessment
Professionalism can be a difficult concept to measure in ways other than identifying when something is
‘unprofessional’. We emphasise that professionalism can be developed and learnt. As such, within a program,
it is vital that students are allowed to make mistakes by taking risks and trying different approaches but given
the opportunity to learn from these. Therefore, not all lapses should be treated punitively.
Assessment of professionalism can be difficult and there is a risk that it will be interpreted as testing for a lack
of unprofessionalism and result in only lapses being acted upon. While a variety of assessment tools may be
used, it is not always clear which aspect(s) of professionalism they are aimed to assess. As an example, for an
observed clinical encounter or peer rating, what aspect of professionalism is being commented on – manners,
timeliness, language, dress code? Or for a Mini-CEX or OSCE station it may be unclear whether professionalism
is assessed as a global judgment or related to specified aspects of the encounter. When it comes to decision
making, it is not always clear how the various aspects of professionalism are synthesised and possibly judged.
Consider the scenario below.
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Hypothetical scenario
A student is late for class and appears somewhat dishevelled. However, that same student, on the way to
class, stopped to help a member of the public who had collapsed in the street. The student also spent the
previous evening helping some classmates revise their understanding of how to interpret findings from a
clinical trial.
In this scenario, the student showed strengths in helping others, but some might interpret the student
behaviours as showing a weakness in reliability and timekeeping. Do we simply ‘add up’ the strength in
helping others with the weakness in reliability to say the student on average is probably satisfactory?
Alternatively, do we take a broader view and conclude that overall, the student is directing their energies
appropriately and is behaving very professionally?
Decisions about these issues require a synthesis of information, which may not be evident, transparent, or
consistent. Unless we define, review, and dissect out the components of professionalism we are at risk of not
always making a robust assessment of professionalism. Knowing what these components or pieces might be is
a crucial first step.
This scenario also illustrates that there is a responsibility for students to explain their actions, and staff should
provide opportunities for students to do this.
A system that captures information so a valid assessment can be made over time, and that captures the
development of professionalism, also allows for correct conclusions to be drawn and allows transfer of
information. However, often staff across the university and in clinical settings may not always have
documentation or handover required, especially in regard to lapses in professionalism as students transition
from one stage in training to the next. As such, the right people cannot always access the right information in
the right context to support the learner – without breaching issues of privacy. Effective processes to facilitate
the synthesis of professional behaviour information across different stages and environments would support
tailored remediation programs for individual students that are outcome-focused and not focused on punitive
measures.

So, what is professionalism?
Given the heterogeneous and complex nature of the term ‘professionalism’, a single ubiquitous definition may
not meet all medical schools’ needs or capture the richness and multifaceted nature of the term. Instead,
medical schools reflect on what they mean by the term ‘professionalism’ at different stages in the medical
program and what components might be included.
In their responses, some medical schools described what professionalism is and some also added how it is
acquired. Being explicit about what is being defined and for what purpose, its context and relevancy, and with
whom it is shared, are important factors in ensuring students, staff and clinical educators have a common
understanding of the term, how it is intended to be used and measured, and how to report positive or
negative professional behaviours.
Professionalism could be that which is defined, assessed, in codes of practice; and is also shaped by the
expectations of society. Professionalism is expected of:
•

students

•

staff

•

the profession

•

the university

•

human resources

•

role models
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A schematic representation could currently look like this:

In this schema, what is expected of students may not be the same as what we expect of staff or clinicians.
They may overlap but may not be the same. These expectations may not all align across the different contexts
where students interact. For example, broader society’s expectations may not align with the expectations of
the facility, university or human resources. The medical profession is likely to have additional expectations
about what constitutes professionalism. The schema demonstrates the importance of being explicit with
students about what professionalism means because expectations may not align across all contexts. In
addition, assumptions cannot be made that expectations of one group are correct because they were correct
for another group.
Also, what we expect of students may not be what we assess. For example, students may be subject to a high
level of scrutiny as part of assessment processes and be sanctioned for behaviours which appear to be
accepted among staff or doctors. However, professionalism in clinical practice occurs in a complex context of
simultaneous tensions and demands. Behaviours need interpretation and whilst it may appear staff can act
inconsistently, the context they are operating in may provide good reason to do so and is not always apparent
or appreciated on face value. Because of these complexities, professionalism should not be understood as a
linear concept. Students learn to appreciate the balancing of tensions in decision making in these complex and
messy situations as their knowledge and experience broadens and deepens.
It is also possible that we assess what is measurable in an effort to be ‘objective’ rather than including the
breadth of what is expected by universities and society. We suggest therefore that there needs to be greater
alignment among all these aspects and recognition by students that the context in clinical practice where
decisions are made often make it difficult to clearly define what is and what is not professional.

Professional identity
‘Professionalism’ and ‘professional identity’ 3 are separate but related concepts. Fostering a positive
professional identity was identified as essential to training doctors that are sensitive and responsive to their
3

For the purposes of this report, ‘professional identity’ was generally defined by schools who did have a definition as the
‘action’ or ‘doing’ nature of the term. That is, it is a process of becoming socialised into professional expectations and
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community’s needs. However, this was often not explicitly incorporated in the teaching and learning activities
medical schools noted in their feedback. Many schools did not define professional identity or note specific
methods related to fostering a positive professional identity formation. Those schools that did define it often
referred to it as the ‘doing’ or ‘action’ aspect of being socialised into the medical profession and taking on the
associated expectations. Providing positive experiences and role modelling of what professionalism looks like
in practice can help shape a student’s professional identity and is the responsibility of all staff contributing to
the delivery of the medical program, reinforcing the teaching.
Being explicit about what professional identity is, how it is developed and how it differs from professionalism is
important to embed a culture of professionalism. A framework could highlight positive examples of how
professionalism is ‘lived’ and developed over time with experience rather than framed as an abstract concept.

7. Detailed analysis of findings
7.1 Definitions
Essential components identified
The majority of responding medical schools stated they had a definition of professionalism and noted that they
included ‘professionalism definitions’ in their teaching and learning programs. The majority of definitions
referenced a range of literature. Some definitions of professionalism appeared to be combined with value
statements, codes of conduct, or fitness to practise guidelines, which seem to function as a substitute for a
specific definition.
Definitions identified a variety of components. Table 1 below compares the different components identified
and the proportion of medical schools that included those components in their definitions. Differing weight
afforded to these various components is likely to drive the focus of teaching, learning and assessment
strategies, although this is not explicitly stated.

Table 1: Comparison of various components included in the definitions of professionalism and
professional identity and the proportion of 22 Australian and New Zealand medical schools
who used these components in their definitions
Components

Result^

Key points

Definition of
professionalism

86%

Complex construct with many universities drawing on professional
organisation definitions, university policy documents or definitions from the
literature rather than providing a specific definition for their school

Definition –
professional
values*

26%

Range of components mentioned: respect for self & others;
compassion/caring; continual improvement; accountability; selfregulation/self-discipline; patient interests are paramount; ethical
standards/regulatory frameworks; ambition; responsibility; legal obligations

Definition –
ethics/moral
values*

53%

Range of components mentioned: honesty/truthfulness; integrity; role
virtues; focus on the benefit of ‘other’; worthy of trust; respect for human
dignity; confidentiality/privacy

Definition –
expected
attributes*

63%

Range of components mentioned: essential for clinical competence;
essentially a ‘contract with society’; is affected by context; essential for
patient safety, essential for effective practice; special/ expert knowledge &
skills; works effectively in a team; reliability/dependability; ability to work
independently

seeing medicine as a vocation and service to others. It is seen as a dynamic process that fosters interdisciplinary practice
and is ‘career long’.
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Definition –
codes of conduct

58%

Codes of conduct are mentioned as the reference point for a number of
schools’ definitions of professionalism, emphasising the focus on behaviour.

Definition Acquisition

53%

This is a composite of statements about how professionalism is
demonstrated (engage in reflective practice & receive feedback; build on a
foundation of basic clinical skills, scientific knowledge & moral development;
judicious use of communication, knowledge, technical skills, clinical reasoning,
emotions, values & reflection in daily practice; know and demonstrate a
commitment to high standards of personal and professional behaviour with
patients and their families, colleagues and inter-professional teams) and how
students might acquire it (gained through experience, observation and
persistence; habitual use of skills daily; requires reflective practice).

Definition of
Professional
Identity (PI)
formation

29%

Some schools indicated that professional identity and professionalism are
interconnected terms. Professional identity appears to some to be the ‘act’ of
professionalism. It embodies the concept of ‘becoming a doctor’, is regarded
as life long and involves learning how to ‘think, act and feel like a physician’

Applying
definitions of
professionalism
and/or PI

82%

The benefit of a definition for providing a benchmark is frequently
mentioned, especially in relation to professional behaviour and teaching
professional values

Professionalism
standards for
teaching staff

91%

All responding universities indicated they used university-based codes of
conduct rather than a specific medical school documents to guide staff on
professionalism, even the two universities who responded ‘no’ to this
question

*Commonly used terms are in bold
^The percentage of schools including the components

Other possible components
It is recognised that professionalism can include a range of different aspects, as demonstrated in Table 1. We
did not ask the medical schools to provide us with an explanation about the different aspects included in their
definition of professionalism, and therefore cannot comment on the components included in their definitions
of professionalism.
The impact of culture on professional norms was mentioned by a small number of universities, however,
components such as Indigenous cultural elements, cultural safety, and leadership did not seem to be explicitly
included in definitions of professionalism. It is worthwhile considering the diversity of voices that have input
when developing a definition of professionalism. Inclusion of different cultural voices will shape how
professionalism is defined and subsequently, how it is taught and assessed. It also influences the culture
created in the medical school, which provides the environment required to nurture the values, attributes and
behaviours included in the definition.
General findings from the analysis of professionalism definition responses included the following:
o

o
o
o

Generic statements linking the profession’s relationship to society appeared to be used in some
instances as a substitute for a specific definition. This may explain the limited mention of ‘professional
value’ terms compared to other components of the definition.
Synonyms or alternative terms appeared to be used as a substitute for a specific definition.
When codes of conduct were linked to definitions of professionalism, then these often mentioned
explicit behavioural expectations.
Some schools listed specific behavioural attributes as learning outcomes that are embedded in their
teaching programs rather than providing definitions of professionalism.
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Schools with a specific definition of professional identity emphasised the ‘action’ or ‘doing’ nature of the term.
That is, it is a process of becoming socialised into professional expectations and seeing medicine as a vocation
and service to others. It is seen as a dynamic process that fosters interdisciplinary practice and is ‘career-long’.
Professionalism definitions appear to be used for a range of purposes, including:
o
o
o

To underscore policies and procedures within specific schools
To inform professionalism teaching or behavioural expectations across teaching and learning
platforms
To guide remediation or to be used in conjunction with codes of conduct.

Aspects to consider
Addressing both the ethos and the expression of professionalism within a single definition seems
challenging. Emphasis varied across Australian and NZ medical schools, which may result in medical
graduates having a variety of understandings of the term.
Very few schools commented on the developmental nature of professionalism requiring time to develop.
Some included life-long learning as part of professional identity.
A large number of schools did not provide a specific definition of professional identity, perhaps seeing it as
a component part of professionalism.
The majority of medical schools did not identify specific professionalism standards for their clinical
teaching staff, although a number identified professional behaviour policies at a central university level.
While many clinicians are governed by the policies at several health services employing them, ensuring
they are also aware of Faculty level expectations is important for aligning student –staff behaviour.

•

•
•
•
•

Differing schools may be covering their professionalism teaching in a range of domains/threads/themes of
their program. Ensuring transparency about where in the program this is being taught could foster a common
understanding of professionalism in Australian and NZ medical graduates.
Definitions: reflective questions to test how the different components of a professionalism definition are
embedded and aligned throughout the medical program
Is the desired outcome and purpose for the definition clear? How does it consider the context and
variables that influence professional behaviour and the ethical choices that underpin professional
decision-making?
Has the development of a statement articulating the core components of professionalism been
considered - what it is, how it is acquired and how it is demonstrated?
Has a strong understanding of cultural sensitivity and cultural safety been incorporated in the
description of professionalism?
Is the relationship between the separate definitions of professional identity and professionalism clear?
How is the Faculty’s definition of professionalism promoted and embedded across all layers of the
program?
Are all staff involved in teaching programs aware of, have an understanding of and using the definition
to help reduce the impact of individual interpretation or fostering a ‘hidden’ curriculum?
Is the process for weighting the components of the professionalism definition within the teaching,
learning and assessment programs clearly articulated?
Does the definition emphasise the dynamic nature of professionalism with clearly identified stage
appropriate acquisitions, is a product of its time and requires regular revision to ensure relevancy?

•

•
•
•
•
•
•
•

Recommendations
•

Ensure a definition of professionalism that applies to both staff and students. It should be: explicit
about its components; applicable to different stages of the medical program; and relate to the
teaching, learning, assessment activities and remediation processes. It needs to incorporate a strong
understanding of cultural sensitivity and cultural safety.
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•

Ensure expectations of professional behaviour for both students and staff are clearly expressed and
consistently monitored.

•

Advocate for the definition to be endorsed, or if possible adopted, in the health service setting.

•

Make explicit the alignment between the components that make up the definition of professionalism,
and the associated teaching, learning and assessment activities and remediation processes.

•

Have a glossary of terms to help reduce confusion about the use of terms such as professional
competence, professional behaviour, and professional identity.

7.2 Teaching and learning
The approach to implementation of this curriculum component varied across institutions, likely as a result of
variation in the definition of professionalism. Key differences could stem from:
o
o

an approach based on self-reflection and personal development in contrast to one based on the
development of knowledge, attitudes, and skills through more explicit teaching; and/or
a positive, skill acquisition and attitude development approach in contrast to a more punitive
approach focused on addressing breaches in professional behaviour or inappropriate conduct.

All institutions sought to instil strong ethical and professional principles in their students. While explicit
teaching and learning existed for professionalism, the goal could be seen as the development of a positive
professional culture among both students and staff. Explicit teaching of theoretical knowledge (ethics and law,
professional codes, professional behaviours, and expectations) most often occurred in the early stages of
programs, while later, clinical stages relied largely on immersive learning that included role-modelling.
While there was variation in the inclusion of some components in the curriculum (e.g. First Nations’ health,
communication), all institutions included some components common across responses. These, and the
teaching and learning approaches commonly used to address them are summarised in the table below. The
level of control refers to the degree to which medical schools controlled or shaped students’ learning in each
of the contexts.

Table 2: Common teaching and learning core components of professionalism
Content
Knowledge of ethics and associated
clinical reasoning and decision-making
Legal considerations and awareness of
professional codes of practice
Development of professional attitudes
and behaviours including respect,
patient-centred care, critical
reflection, leadership, lifelong
learning, cultural awareness and
dealing with prejudice
Teamwork and communication
including speaking up
Self-care and mindfulness
Behavioural and academic
expectations including attendance,
punctuality, and academic integrity

Medium or method
Lectures and workshops in early stages of
programs
Lectures and workshops in early stages of
programs, or pre-internship programs with
presentations from regulatory and professional
bodies
Principles shared early and often reinforced
through modelling including written reflective
tasks, the expectation of professional
behaviours in clinical contact and OSCEs, and
behavioural modelling in clinical placement

Level of control
High

Principles shared early through lectures, later
opportunities for experiential learning through
workshops and behavioural modelling in clinical
placement
Seminars, modelling and student support
Lectures, written codes, online and selfdirected modules. Also modelled through
assignment marking, expectation of citation in
academic writing etc

Moderate

Professionalism and professional identity of our future doctors
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Aspects to consider
Explicit professionalism learning objectives
In many cases, learning in clinical settings is implicit and opportunistic. In the absence of explicit
professionalism learning objectives within sessions such as Problem Based Learning or explicit debrief,
discussion, learning is likely to be tutor-dependent with a risk of missed opportunities for reflection about
what they may have learned whilst in a clinical setting. Even when there are explicit learning objectives, the
manner in which they are delivered is very dependent on tutor confidence in the subject area.
Role modelling, whether it is by a clinician, academic or professional staff, may have a significant impact on
embedding an understanding of and commitment to professionalism by immersing the students in a culture of
professionalism. Role modelling and debriefs about why that role modelling was positive also demonstrates
what professionalism is, rather than assuming that professionalism is a lack of unprofessionalism.
Similarly, without structured discussion of positive and negative role-models and examples of professional and
unprofessional behaviour, there is a risk of unreflective imitation 4 and the development of negative
professional behaviours or attitudes. Some institutions routinely include debriefing and discussion of both
positive and negative role-modelling which ensures that learning opportunities are realised.
Professional identity
Professionalism and professional identity seem related but are distinct concepts. Behaving in a professional
manner is not always the same as feeling like a professional. However, both are developmental and require
nurturing longitudinally. Few teaching and learning activities relate explicitly to professional identity. It seems
that professional identity is assumed to develop naturally as a result of immersion in medical education, but
there may be scope for more direct teaching to foster a positive professional identity.
Without clarity about what professional identity is and how it is developed, confusion may result where the
concept of ‘objective assessment’ may be misapplied to a notion of professionalism as phronesis or ‘being’.
Dissecting out these issues, in parallel with being clearer about definitions on professionalism and professional
identity, is likely to be helpful to many schools.

Recommendations
•

Ensure a range of learning opportunities on professionalism are embedded in the curriculum and are
made explicit, particularly in the transition into clinical settings as this represents an opportunity for
specific teaching regarding expectations.

•

Work with health service providers to ensure the medical school’s professionalism definitions are
enacted in their placement teaching programs.

•

Provide learning opportunities related explicitly to professional identity formation, to foster an
understanding of the direct connection between the two

•

Build a positive culture around professionalism, empowering students to act professionally and
embrace and learn about professionalism rather than having the focus on penalising bad behaviour
(e.g. empower students to inform of absences rather than marking a roll and penalising nonattendance). This may be through creation of a safe space to enable students to explore and make
mistakes and learn from them.

•

Ensure expectations of role models for students are consistent with the expectations of students.

4

Unreflective imitation refers to instances where students engage in imitation without critical reflection or assessment of
the attributes and behaviours of role models and which of those attributes the students should choose to adopt. Benbassat
J. (2014). Role modeling in medical education: the importance of a reflective imitation. Academic medicine: journal of the
Association of American Medical Colleges, 89(4), 550–554. https://doi.org/10.1097/ACM.0000000000000189
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•

Explore opportunities to share teaching and learning resources, including further consultation with
the Medical Board of Australia about the development of professionalism modules for students.

7.3 Assessment
All schools had a system of integrating assessment of professionalism across a program. They also showed a
commitment to identifying single episodes of unprofessional behaviour and using these to help determine if
there is a pattern of recurring lapses. Some used portfolios for this purpose. The variety of assessment
modalities used suggests that medical schools are making efforts to assess, with high degrees of reliability and
validity, what they recognise as a key component of medical education and training
Table 3 shows the types of tools used. Note that the survey relied on free text answers to open ended
questions, so there are likely to be schools using assessment methods or tools that are not included in the
table.

Table 3: Multiple choice responses to question 8 – assessment tools used in assessing the
professional behaviour of students
Assessment tools
Assessment of an observed clinical encounter (e.g. mini-CEX, minievaluation exercise, standard direct observation assessment tool)
Collated views of co-workers (e.g. multisource feedback, student peer
review)
Record of incidents of unprofessionalism (e.g. incident reporting form)
Critical incident report (e.g. Critical incident report)
Simulation (e.g. OSCE, ethical dilemmas in high-fidelity patient
simulations)
Paper-based test (e.g. objective structured video exams, multiple choice
test)
Patient opinion (e.g. FACE cards, patient assessment questionnaire,
simulated patient rating scales, humanism scale)
Global view of supervisor (e.g. Global rating scale, University of Michigan
Department of Surgery Professionalism Assessment Instrument,
Evaluation of professional behaviour in general practice (EPROGP))
Self-administered rating scale (e.g. Time Management Inquiry Form,
Cultural competence self-assessment questionnaire, Groningen
Reflection Ability Scale)
Critical reflection tools (e.g. portfolio)
Other (e.g. use of tools such as cultural competence self-assessment
questionnaire, Interpersonal Reactivity Index)

Number of
schools
21

Percentage

14

64%

21
13
17

95%
59%
77%

14

64%

8

36%

15

68%

7

32%

19
5

86%
23%

95%

The tools most commonly used are observed clinical encounters and exercises involving reflection. Related to
the problems with definitions, mentioned above, it is not always clear which aspects of professionalism a
student or rater is asked to reflect or comment on and therefore whether the reflection all comes from a
restricted range of activities. Most also have records of unprofessionalism which are presumably related to
and/or overlapping with any Fitness to Practise procedures.
Feedback from the schools indicated that there might be less assessment in the later years of a program.
Alternatively, it could be that the assessment is more integrated as they are likely to be in clinicals placements:
this is desirable, but requires clarity and visibility of the components. There may be different aspects of
professionalism that are assessed as students develop in experience and over time, building on previous years.
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Aspects to consider
Feedforward
•

•

•

•

This refers to sharing information about a student’s past performance with people who have yet to see
the student, such as the staff involved in the student’s next clinical placement. The argument against this
is that subsequent judgements might be prejudicial. The counter argument is that professionalism is
developmental and needs nurturing over time.
There was variation in the approach to sharing information so that students can be helped as they
progress through the program. Such ‘mapping and tracking’ could apply across years, not just within years
and would include any systems for longitudinal monitoring.
A second area of ‘feedforwarding’ relates to passing on information to the health service once a student
has graduated, or to the regulator. The same benefits of learning, and risks of being prejudicial, apply as
discussed above in sharing information with staff involved in the student’s next clinical placement.
Ideas on best practice here are worthy of sharing and the transfer of this information is an area the
Medical Deans’ Student Health Committee is exploring.

Professionalism is more than lack of unprofessionalism
•

•

Many schools provided examples of how they acted on unprofessionalism and the sanctions that could be
applied to students; fewer schools described how they showed that students had met the requirements of
professionalism.
Even if unintentional, the subliminal message to learners may be provided to learners is ‘provided I don’t
do anything bad I must be OK’. This is a blurring of professionalism and a lack of misconduct.

Recommendations
•

Further explore the value of methods to longitudinally track students’ behaviours within and across
years. Any such system needs to recognise that professionalism is developmental and ensure that
students are supported as they progress through the program and develop their professional identity.
Positive re-enforcement is as important as correcting unwanted behaviour.

•

Assess professionalism as part of a general assessment of a student, being explicit about what
attributes or components of professionalism are being assessed and sharing any rating forms.

7.4 Remediation
Consistent with the definitions, teaching and assessment of professionalism, there was considerable variability
between schools in their approach to remediation. Some medical schools reported on the results of
substandard performance on professionalism assessment tasks (e.g. OSCE stations), whilst other schools
reported on professional behaviour lapses in the campus and clinical practice environment (i.e. ‘fitness to
practise’). Remediating these each requires different approaches.
There was recognition of the need for individualised approaches and targeted support for students
demonstrating a lapse in professional behaviour. Most schools described an initial attempt to provide support
and to identify factors associated with the possible lapse in professional behaviour rather than adopting a
punitive approach. This was generally done at a local level and involved a senior Faculty member or academic
co-ordinator. Several schools described a sequential escalation according to the nature of the behaviour and
the student’s response, to a lapse that was considered minor, more significant or major or, to a pattern of
repeated lapses. It was recognised that the majority of students can be successfully remediated with
awareness raising and behaviour modification, sometimes involving formal psychological support. Several
schools mentioned the need for shared responsibility, student engagement, and a clear action plan with clear
measurable expectations, to ensure success of these measures.
Generally,
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o

o

o

More serious or repeated issues were escalated to a higher level (e.g. Associate Dean, Program
Director) and many schools have a formal disciplinary (or Fitness to Practise) committee, often at the
Faculty level.
Factors identified as effective in these cases included adherence to school and university policies,
clear communication with students, gaining trust and maintaining confidentiality and good
documentation.
Almost all schools had processes in place for when remediation is unsuccessful or where there were
serious breaches that could not be addressed by remediation.

Most schools would refer a student to a regulatory body (such as either the Australian Health Practitioners
Regulatory Authority, Medical Board of Australia, or Medical Council of New Zealand). Most had a mechanism
to suspend or remove a student from the program when remediation of a student’s lapse in professionalism is
not successful or there are significant breaches that cannot be addressed through remediation.
All the medical schools surveyed had a process for identifying professionalism issues, had at least one person
dedicated to managing the process, and all applied remediation plans tailored to the severity of a ‘lapse’ in
professionalism and individualised to specific students’ problems or needs. Many schools also highlighted the
importance of sound documentation and having an appointed person or people to oversee the actual
remediation. When student lapses in professionalism became a long-term issue, despite attempts at
remediation, all schools had a process for escalating the situation for closer review which may result in barriers
to progression or even eventual exclusion.
It is not always clear how good the fit was between the aspect of professionalism in question and the
remediation plan. In other words, what were the ‘symptoms’ of a lapse in professional behaviour, what was
the actual ‘diagnosis’, based on which set of ‘investigations’, and therefore what was the specific ‘treatment’?
Reflection and mentoring seemed to be common ‘treatments’ regardless of the ‘diagnosis’.

Aspects to consider
Documentation and information synthesis
Appropriate documentation (confidentiality, storage of information) was identified as a possible gap as some
schools do not have a formal process for synthesising information about students, or if systems exist it is not
certain that all relevant information is recorded.
Effectiveness of remediation processes
•

•

•

It was common for most of the medical schools surveyed to have in place systems for monitoring
professionalism lapses, which in turn often triggered a tailored remediation program for an individual
student. However, there was uncertainty regarding the effectiveness of particular interventions and there
was a lack of longitudinal follow up.
From a quality assurance point of view, what was missing was a sense of the effectiveness of different
approaches to remediation, what aspects of behaviour were more remediable than others and what kinds
of interventions resulted in better outcomes than others.
To use the analogy of treating a patient, there was a distinct lack of evidence-based practice in
understanding which lapses in professional behaviour were most amenable to remediation; and which
strategies of remediation resulted in a tangible improvement in outcome for the student.

Recommendations
•

Focus on the desired outcome from remediation considering what works well or less well with
students and for which professional behaviours, ensuring student perspectives inform this. This could
be an area for further research.
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•

Make clear to students, role models 5 and health services (i.e. all parties involved), the processes for
identifying and remedying lapses in professional behaviour. Processes and discussions should be
documented and ‘handed over’, to improve the ongoing support of the learner who experiences a
lapse in professional behaviour.

•

Communicate channels of reporting and notification of both minor and serious concerns between the
different teams and staff involved in medical program delivery and students. For example, do clinical
supervisors know with whom to speak if they notice an incident that may be considered minor but
possibly worth further discussion?

7.5 Literature and resources
In addition to providing responses to survey questions, schools were invited to share relevant literature or
resources that contribute to their teaching, assessment of professionalism, or remediation of lapses in
professionalism.
A curated list of recommended literature that was gathered by the working group and participating medical
schools is found at Attachment 4. It is divided into five areas of relevance: definitions, teaching and learning,
assessment, remediation, and professional identity. A range of additional materials was provided and included:
o
o
o
o
o

Examples of Codes of Conduct or Charters for students and Codes of Conduct or professional
behaviours expected of staff.
Documented behavioural expectations such as policies or statements.
Guidelines, procedures, or documentation for managing misconduct or lapses in professionalism.
Examples of learning outcomes, assessments or program outlines related to professionalism teaching.
Presentations or explanatory frameworks for how teaching and assessment is conceived in their
curriculum.

8. Limitations
There were limitations of the survey methodology, including a short time frame for response to the survey.
Medical schools were given three weeks to respond, which may have limited the breadth of consultation
within schools. In addition, each section of the survey was analysed by a subgroup of the working committee,
prior to review by the entire group. This may have introduced bias due to different interpretations of how
professionalism was defined, taught, and assessed at different medical schools.
Given the static nature of the survey, and that data were provided individually by schools without any
examples or semi-structured interview follow-up, some schools may have not provided the full range of
information about how they teach and assess professionalism. Consequently, insights that were drawn from
the survey cannot be considered definitive. The majority of questions used in the survey were open-ended
questions. This was useful as it allowed for free text answers but also made it difficult to quantify areas or
activities.

9. Areas for further research
The areas below were identified for further exploration and research.
o

o

5

Professionalism may be assessed as part of a general assessment of a student; for example their
interaction with a patient. Sharing which attributes of professionalism are mentioned on rating forms
could be of mutual interest.
Multi-centre collaboration and research to document the use of remediation programs and
measuring their long and short term outcomes would facilitate sharing best practice.

The term ‘role models’ in this context applies to university academics, clinicians, supervisors or other staff that are
involved in the delivery of the medical program.
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o

o

o

Facilitating networking of relevant personnel from each school to share experiences and examples of
good practice in the remediation of professional behaviour. It is possible that each person who is
responsible for arranging remediation may feel somewhat isolated and unsupported.
In focusing on outcomes, an assessment of the students’ perspectives regarding remediation could be
a focus of further research. Why, for example, do students engage or not engage with a particular
remediation process, or why did they engage in unprofessional behaviour in the first instance?
Given the importance of a definition, the development of guidance defining professionalism in
medical schools may be worthwhile exploring.

10. Sharing good practice
As part of this process, the Working Group seek to gather and share a range of good examples from different
medical schools about how they define, teach and assess professionalism and the remediation processes they
use. This is intended to be used to share good practice among schools and enable schools to connect to others
who may have solutions to specific problems that schools might be facing.

11. References
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Medical Deans Professionalism Working Group
Terms of Reference
Role and responsibilities
The Medical Deans’ Professionalism Working Group is a group established by and reporting to the
Medical Education Collaborative Committee (MECC). The group is tasked with developing a report
that provides practical advice on embedding a culture of professionalism among students as part of
forming their professional identity as a medical practitioner. This includes guiding and encouraging
students to reflect on the impact of their own values, assumptions and beliefs and those of their
peers, teachers and patients, when engaging with them. The group will consider and recommend
appropriate approaches in the teaching, development and assessment of professionalism in medical
programs. This work will also consider cases of lapses in professional behaviour and appropriate
techniques for remediation or approaches to reinforce positive behaviours.
The role of the Professional Working Group is to:
•

Develop appropriate and practical definition(s) of professionalism, professional
behaviours, professional identity and any other relevant terms often used in relation to
medical education

•

Briefly review and share literature relevant to teaching and assessing professionalism in
medical programs

•

Identify and share the current activities of medical schools to guide students to develop
professionalism, professional behaviours and professional identity through training,
coaching, mentoring, role modelling and assessment

•

Identify and share practical initiatives, both nationally and internationally

•

Identify gaps and recommend future initiatives that may address known gaps

•

Consider the systemic challenges that negatively impact the effectiveness of training,
coaching, mentoring, role modelling professionalism

•

Identify shared issues across medical schools and techniques for remediation or
consequences for lapses in professionalism

•

Provide a report based on the findings from these tasks to be circulated within medical
schools in Australia and New Zealand for their consideration.

Members of the group may choose to develop or contribute to a publication based on the activities
or findings of this working group. This work would be a separate activity outside the remit of this
working group.
Membership
Membership will comprise MECC members or other nominated employees of medical member
schools. The Chair of the working group is to be a member of MECC and should be reviewed and
approved by the MECC Chair.
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Operations
The Professionalism Working Group will meet as necessary and agreed by the group, via
video/teleconference (using Zoom). Communication and the sharing of information and relevant
documents will be via the Professionalism Working Group area on the Medical Deans Basecamp
portal.
Medical Deans will provide the Professionalism Working Group with secretariat support, as
well as policy, research, communications and project support when required.
The Professionalism Working Group will be disbanded once the group or MECC confirms
the completion of the task asked of them.
Authority
The Professionalism Working Group will report as requested to MECC on their progress.
Other than the support described above, any use of Medical Deans’ resources or expenditure
requires prior approval of both MECC and the Medical Deans’ Executive Committee.
The Professionalism Working Group members do not have authority to speak on behalf of Medical
Deans or authorise Medical Deans’ endorsement of any materials (whether developed within Medical
Deans, a member school or university, or by an external stakeholder) without prior approval by MECC
and the Executive Committee.
16 June 2020
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Attachment 1 Professionalism Working Group Baseline survey
Introduction
In order to establish a snapshot baseline for the work of the working group, please provide the
information requested below as best you can. Questions asked are specifically about student
professionalism unless otherwise specified. If you do have any supporting resources or documents
you would like to share with the working group, you may upload them to the resources folder on
Basecamp, available here.
Definitions
1. Does your school/medical program have a definition for the term “Professionalism”?
If so, please provide the definition. (Free text)
If no, please place N/A below.
2. Does your school/medical program have a definition for the term “Professional identity”?
If so, please provide the definition. (Free text)
If no, please place N/A below.
3. If you do have a definition for either terms, how do you use them in your program (i.e teaching
and learning, a professionalism course, code of conduct, used in assessments, benchmark for
remediation or more significant breaches, etc)? (Free text)
4.

Does your school have professionalism standards for teaching staff? (yes/no)

Please upload any supporting resources or documents you would like to share with the working
group to the resources folder on Basecamp, available here.
Teaching, learning and assessment
5. Please select which of the following tools you use in teaching and learning in relation to
professionalism. (Tick box – select all that apply)
• Lectures
• Case studies
• Small group sessions
• Role modelling
• Acting on poor role models (e.g. use of poor role model behaviour as a teaching point,
stopping the poor behaviour of the role model or using role players modelling
unprofessional behaviour)
• Coaching
• Mentoring
• Interprofessional learning
• Tutorial, group or self-directed tasks
• Assessment tools for learning
• Other, please specify (Free text)
6. Please provide any further information about the professionalism teaching and learning
methods in your program. (Free text)
7. At which stage of the course (i.e. year, pre-clinical or clinical) do you use each of these teaching
and learning methods? Please list the tool/method and stage of the program when these are
used (ie. Which year and part of the year such as in-course or end of year) (Free text)

8. Please select which of the following tools you use in assessing the professional behaviour of
students. (Tick box – select all that apply)
• Assessment of an observed clinical encounter (e.g. mini-CEX, mini-evaluation exercise,
standard direct observation assessment tool)
• Collated views of co-workers (e.g. multisource feedback, student peer review)
• Record of incidents of unprofessionalism (e.g. incident reporting form)
• Critical incident report (e.g. Critical incident report)
• Simulation (e.g. OSCE, ethical dilemmas in high-fidelity patient simulations)
• Paper-based test (e.g. objective structured video exams, multiple choice test)
• Patient opinion (e.g. FACE cards, patient assessment questionnaire, simulated patient rating
scales, humanism scale)
• Global view of supervisor (e.g. Global rating scale, University of Michigan Department of
Surgery Professionalism Assessment Instrument, Evaluation of professional behaviour in
general practice (EPROGP))
• Self-administered rating scale (e.g. Time Management Inquiry Form, Cultural competence
self-assessment questionnaire, Groningen Reflection Ability Scale)
• Critical reflection tools (e.g. portfolio)
• Other (e.g. use of tools such as cultural competence self-assessment questionnaire,
Interpersonal Reactivity Index), please specify (Free text)
9. Please provide any further information about the professionalism assessment tools used in your
program. (Free text)
10. At which stage of the course do you use each of these assessment tools to assess students’
professional behaviour? Please list the tool and stage of the program when these are used (ie.
Which year and part of the year such as in-course or end of year) (Free text)
11. Please share with us what you find has worked well in relation to teaching, learning or
assessment of professionalism at your medical school (Free text)
12. Please share with us areas where you have identified gaps or would like to improve on, or where
ideas from other medical schools could help you? For example, do you have any ideas for new
teaching, learning or assessment tools you would like to implement? (Free text)
Please upload any supporting resources or documents you would like to share with the working
group to the resources folder on Basecamp, available here.
Remediation
13. What processes do you have in place for remediation of student lapses in professionalism? (Free
text)
14. What works well in relation to the remediation processes in your medical school and how do you
know it works? (Free text)
15. Do you have any processes for when remediation of a student’s lapse in professionalism is not
successful or there are significant breaches that cannot be addressed through remediation?
(Yes/No)
16. If so, what are those processes? Below are some examples to select from. (Tick box – select all
that apply)
2

•
•
•
•
•

N/A (if answered no to Q11)
Suspending the student
Removing the student from the program
Referral to regulatory body
Other (Please provide information about any other processes you may have) (free text)

17. If you selected, “Referral to a regulatory body”, please specify which regulatory body. If not,
please type N/A (free text).
18. What do you find has worked well in relation to these processes? (Free text)
19. What is your process to synthesise information about students? (Free text)
Please upload any supporting resources or documents you would like to share with the working
group to the resources folder on Basecamp, available here.
References
20. Please provide a list of seminal references you are using to guide the development of your
program or you find useful. (Free text)
Please upload any supporting resources or documents you would like to share with the working
group to the resources folder on Basecamp, available here.
21. Please provide your name or university, and the type and duration of degree. (Free text)
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Attachment 2 Quantitative response tables
Professionalism Working Group
Section 1: Definitions
Table 1: Medical Schools in Australia and New Zealand have a definition for the term
“Professionalism”?
Response
Yes
No
Total

Number of schools
18
4
22

Percentage
82%
18%
100%

Table 2: Medical Schools in Australia and New Zealand that have professionalism standards for
teaching staff? (yes/no)
Response
Yes
No
Total

Number of schools
20
2
22

Percentage
91%
9%
100%

Section 2: Teaching, learning and assessment
Table 3: Medical Schools in Australia and New Zealand‘s tools used in teaching and learning in
relation to professionalism.
Teaching and learning tools
Lectures
Case studies
Small group sessions
Role modelling
Acting on poor role models (e.g. use of poor role
model behaviour as a teaching point, stopping the
poor behaviour of the role model or using role
players modelling unprofessional behaviour)
Coaching
Mentoring
Interprofessional learning
Tutorial, group or self-directed tasks
Assessment tools for learning
Other, please specify (Free text)

Number of schools
22
20
19
22
15

Percentage
100%
91%
86%
50%
68%

7
19
17
20
21
11

32%
86%
77%
91%
95%
50%

Table 4: Medical Schools in Australia and New Zealand’s tools used in assessing the professional
behaviour of students

Assessment tools
Assessment of an observed clinical encounter (e.g.
mini-CEX, mini-evaluation exercise, standard direct
observation assessment tool)
Collated views of co-workers (e.g. multisource
feedback, student peer review)
Record of incidents of unprofessionalism (e.g.
incident reporting form)
Critical incident report (e.g. Critical incident report)
Simulation (e.g. OSCE, ethical dilemmas in highfidelity patient simulations)
Paper-based test (e.g. objective structured video
exams, multiple choice test)
Patient opinion (e.g. FACE cards, patient assessment
questionnaire, simulated patient rating scales,
humanism scale)
Global view of supervisor (e.g. Global rating scale,
University of Michigan Department of Surgery
Professionalism Assessment Instrument, Evaluation
of professional behaviour in general practice
(EPROGP))
Self-administered rating scale (e.g. Time
Management Inquiry Form, Cultural competence
self-assessment questionnaire, Groningen Reflection
Ability Scale)
Critical reflection tools (e.g. portfolio)
Other (e.g. use of tools such as cultural competence
self-assessment questionnaire, Interpersonal
Reactivity Index), please specify (Free text)

Number of schools
21

Percentage
95%

14

64%

21

95%

13
17

59%
77%

14

64%

8

36%

15

68%

7

32%

19
5

86%
23%

Table 5: Medical Schools in Australia and New Zealand that have processes for when remediation of
a student’s lapse in professionalism is not successful or there are significant breaches that cannot be
addressed through remediation
Answer
Yes
No
Total

Number of schools
20
2
22

Percentage
91%
9%
100%

Table 6: Medical Schools in Australia and New Zealand’s processes used when remediation of a
student’s lapse in professionalism is not successful or there are significant breaches that cannot be
addressed through remediation
Process
N/A (if answered no to Q11)
Suspending the student
Removing the student from the program

Number of schools
0
14
15

Percentage
0%
70%
75%
2

Referral to regulatory body
Other (Please provide information about any other
processes you may have)
Total

18
16

90%
80%

20

N/A as multiple
selections enabled

Table 7: Medical Schools in Australia and New Zealand’s referral to regulatory body of students
lapsing in professionalism
Regulatory body
APHRA or MBA
MCNZ
University committee
Total

Number of schools
17
2
3
20

Percentage
85%
10%
15%
N/A as multiple
selections enabled
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