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TWELVE TIPS

Twelve tips for addressing medical student and
resident physician lapses in professionalism
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Abstract

Medical educators have gained significant ground in the practical and scholarly approach to professionalism. When a lapse occurs,

thoughtful remediation to address the underlying issue can have a positive impact on medical students and resident physicians,

while failure to address lapses, or to do so ineffectively, can have long-term consequences for learners and potentially patients.

Despite these high stakes, educators are often hesitant to address lapses in professionalism, possibly due to a lack of time and

familiarity with the process. Attention must be paid to generalizable, hands-on recommendations for daily use so that clinicians and

administrators feel well equipped to tackle this often difficult yet valuable task. This article reviews the literature related to

addressing unprofessional behavior among trainees in medicine and connects it to the shared experience of medical educators at

one institution. The framework presented aims to provide practical guidance and empowerment for educators responsible for

addressing medical student and resident physician lapses in professionalism.

Introduction

Over the last decade, medical educators have gained signifi-

cant momentum in the practical and scholarly aspects of

teaching, assessing, and remediating professionalism. National

guidelines were developed to make explicit the expectations

that were once implicit (ABIM Foundation 2002) and provide

direction for educators responsible for designing curricula.

With much of the recent literature focusing on assessing

professionalism, practical considerations for addressing med-

ical student and resident lapses after they have already

occurred remain scarce. Since these lapses can have significant

consequences for patients and for learners’ future practice

(Papadakis et al. 2005; van Mook et al. 2010), it is imperative

that medical educators feel comfortable addressing these

situations early and often.

Despite these high stakes, many educators hesitate to

address these issues directly, possibly suggesting a lack of

understanding of the consequences or a lack of familiarity with

knowing how best to address lapses in professionalism

(Adams et al. 2008). While recent literature has helped clarify

the common types of lapses that may occur (Hicks et al. 2005),

attention must now be paid to a practical framework for

addressing unprofessional behavior so that medical educators

(clinicians and administrators) have the practical skills to tackle

this often difficult task. This includes formal discussions with

learners as well as more frequent informal discussions that

may occur throughout their training experiences. Recent

proposed guidelines regarding professionalism demonstrate

that this is an area of common interest in the medical education

community (Hickson et al. 2007; Sanfey et al. 2012), especially

as leaders in the field have recently called for best-evidence

models to be developed (Papadakis et al. 2012).

To shed light on this important issue and generate a shared

institutional model, a half-day seminar entitled

‘‘Professionalism in Medical Education’’ was held in

September 2013 at the Alpert Medical School of Brown

University (AMS) in Providence, Rhode Island (USA) as part

of its Program in Educational Faculty Development. A 90-min

workshop was preceded by a keynote address given by a

nationally known expert in physician professionalism. Over 50

faculty members attended both sessions to discuss and share

experiences related to addressing lapses in professionalism.

The 12 tips in this article are a summary of the points discussed

in that workshop and are provided here as a guide for those

seeking specific, practical steps when undertaking formal and

informal discussions with learners. The tips are organized into

four sections: building a healthy organization (tips 1–3), data

gathering and fact checking (tips 4–6), having the conversation

(tips 7–9), and closing the loop (tips 10–12). With each tip, we

have provided potential phrasing (Table 1) to help guide the

discussion with learners (and when necessary colleagues) at

each step. We hope that these tips will empower all those

responsible for addressing medical student and resident lapses

in professionalism.
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Building a healthy organization

Tip 1

Model professional behavior with learners

Building a healthy organization starts with medical educa-

tors who model the professional behavior they desire in

learners. This is especially important because learners may

assign greater importance to feedback that comes from a

teacher perceived to be a good role model (Hewson &

Little 2001). Modeling professional behavior involves

paying close attention to the way in which individuals

interact with patients, families, interprofessional team mem-

bers, and learners in the clinical setting during teaching

rounds, family meetings, and patient encounters. Learners

are also paying close attention to administrative actions as

well, thus educators should be mindful about issues of

privacy, the tone and content of electronic communications,

and the ability to keep to established deadlines. Since role

modeling is cited as the most common and influential

source of professionalism education by learners from

medical school through fellowship (Byszewski et al. 2012;

Cho et al. 2014; Morihara et al. 2013), it provides the most

natural starting point for educators to demonstrate how

professional behavior should be implemented in every day

practice.

One framework proposed by Brody & Doukas (2014)

guides educators to focus less on ‘‘superficially observable

behavior’’ and more on moral values and attitudes. Knowing

that good role models are skilled and knowledgeable while

still able to emphasize the psychological and social aspects of

medical care (Branch & Paranjape 2002), educators can win

learners’ trust by modeling ‘‘professionalism as a trust-

generating promise’’ (Brody & Doukas 2014). This can be

accomplished by connecting the practical behaviors that are

modeled with the humanistic and ethical basis for their

implementation. While formal, didactic teaching of profes-

sionalism within medical school curricula serves as the

foundation for building a healthy organization (Hultman

et al. 2013), role modeling should meet the practical

needs of all learners and serve as a key link between theory

and behavior.

Table 1. Phrasing for medical educators to guide discussions with learners and colleagues seeking advice related to professionalism issues.

Tip
Phrasing to help guide discussions with

learners
Phrasing to help guide discussions with

colleagues

1. Model professional behavior with learners ‘‘I know that it can be really hard not to follow

some of the more negative examples we see

around us, but it is really important to . . .’’

‘‘Sometimes learners pick up on things that we

don’t perceive as being wrong or

incorrect . . .’’

2. Acknowledge the hidden curriculum ‘‘Are there things in this learning environment

that make it hard for you to . . .?’’

‘‘Have you thought about how the student/

resident perceives this in his/her context . . .’’

3. Know your policies ‘‘Many learners aren’t aware of this but the

program actually has a policy about this that

says . . .’’

‘‘It can be helpful to know where our policies are

located; have you thought about some ways

to document this important observation . . .’’

4. Gather evidence and objective data ‘‘I want to share with you some information that

I’ve gathered about . . .’’

‘‘You should consider exploring all avenues to

gather as much balanced data as possible;

have you considered asking the nurses and

secretary on that floor . . .’’

5. Know your ‘‘one phone call’’ ‘‘Often when I struggle to understand certain

situations I rely on other colleagues to help

bring clarity . . .’’

‘‘I’m hoping that you can help me think through

a tricky situation . . .’’

6. Utilize your colleagues for support ‘‘I have asked Dr. X to sit in on our discussion

because she has a great deal of experience

with situations like this . . .’’

‘‘I was hoping that you would be willing to serve

as a sounding board for a difficult profes-

sionalism case I am involved in . . .’’

7. When you meet with the learner, be a good listener ‘‘I’m hoping that you can help me understand

the situation better from your point of

view . . .’’

‘‘One consideration is to sit down with the

student/resident and let him/her give their

story uninterrupted . . .’’

8. Create a safe environment ‘‘I would like to meet with you privately within

the next 2 days; do you have a preferred

setting for our discussion?’’

‘‘Be sure to tell the student/resident the exact

nature of your meeting and give attention to

privacy and the setting of the meeting . . .’’

9. Provide direct and explicit feedback ‘‘We are meeting today to discuss the behavior I

observed yesterday . . .’’

‘‘We sometimes have a tendency to be vague

about professionalism issues; being open

from the beginning can help break down

those barriers . . .’’

10. Make connections to help facilitate change ‘‘The reason this kind of behavior is problematic

is because it has the following impact on the

patients/team/learning environment . . .’’

‘‘One reason you may be struggling to reach

this resident/student is that he/she may not

understand ‘why’ this is so important; try to

connect it to something they value . . .’’

11. Know when you’re in over your head ‘‘I think that we have moved beyond the realm

of my own expertise/responsibilities. My next

step will be to make a referral to . . .’’

‘‘I was hoping to enlist your help with a student/

resident as I feel as if I am in over my head

with this particular situation . . .’’

12. Establish clear follow-up ‘‘I would like us to meet again in a month to

discuss what changes you have made . . .’’

‘‘Have you thought about the end result?

Sometimes it is helpful to think about what

‘success’ might look like and then plan from

there . . .’’

S. Rougas et al.
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Tip 2

Acknowledge the hidden curriculum

It is imperative to understand the extent to which the learning

environment and hidden curriculum play a role in the behavior

of learners (Rogers et al. 2012; Kittmer et al. 2013). By hidden

curriculum, we refer to what medical students and resident

physicians informally absorb based on direct observations

within the clinical context around them, as opposed to any

formal curriculum they receive. A common question that

medical educators should explore is whether learners have a

good understanding of the behaviors that are being modeled

by those around them as it may be helpful to understand

the various and sometimes conflicting messages that they

are receiving across an institution. Glicken & Merenstein

(2007) highlight this point, noting that at a workshop of 25

participants representing 16 countries, various behaviors (such

as having a drink with students before clinic or a faculty

member disciplining a learner in front of others) were

perceived differently based on the context in which they

occurred.

Educators can build a healthy organization by bringing the

formal and informal messages that learners absorb during their

medical education into alignment. Data regarding the learning

environment gathered during residency or clerkship reviews,

learner focus groups, or via standard graduation question-

naires can provide a glimpse into the learner experience and

are a natural starting point for discussion within an individual

institution. This should be a standard part of any formal

training provided by an organization to faculty, staff, and

learners. The consequences of disregarding the hidden

curriculum can have long-term effects as learners learn more

about their own professional identity from observation than

from instruction of the same content (Bradley et al. 2011;

Shorey 2013).

Tip 3

Know your policies

Medical educators must be familiar with all relevant institu-

tional policies related to professionalism, including the

location of forms to document issues and the policies for

reporting and submitting these concerns. Hospitals, clinical

practices, and medical schools should also have formal,

easily-accessible policies that make explicit the professional

expectations for learners across various settings. In addition,

framing lapses compared to a standard that is applied

equally across all learners within an environment can help

diffuse an emotional reaction from the learner who feels

unfairly singled out.

Many departments and institutions have formal policies for

reporting and tracking lapses in professionalism (Papadakis

et al. 2001). Knowing the process of finding and submitting

these relevant forms is critical as both learners and educators

must understand: (1) how the information will be documented,

(2) who will ultimately receive the documentation, and (3) the

potential consequences of the professionalism lapse. It

is also imperative that front-line educators understand how

to follow-up on concerns that are submitted to ensure that the

report was received and addressed. Some institutions have

already started to include the reporter of the lapse in the final

follow-up plan (Papadakis et al. 2012).

Data gathering and fact checking

Tip 4

Gather evidence and objective data

The assessment of medical students and resident physicians

often varies widely across evaluators and evaluation settings.

Learners may perform exceptionally well in some situations

and struggle in others (Ginsburg et al. 2000) which makes

addressing lapses challenging if descriptions of learner per-

formance by supervisors are non-specific and subjective. Due

to this, when possible, medical educators must gather detailed

information from multiple sources before addressing the lapse

with the learner. This data should be objective and multi-

faceted – all available avenues for gathering specific, observ-

able behaviors should be sought from other health profes-

sionals (nurses, social workers, pharmacists, physicians, etc.).

This process should be transparent and data may take the form

of direct quotes, samples of learner evaluations, learner self-

reflections, or direct observations.

As an example, a medical student or resident may behave

appropriately with patients and supervisors but may exhibit

condescension with other staff members. The unprofessional

behavior may also appear during times of particular stress or

high patient volume, but not at other times. Gathering

information from a variety of sources, similar to a 360�

evaluation (Stark et al. 2008), should inform the educator’s

understanding of the behavior. It may also identify learner

strengths, weaknesses, and help create an appropriate remedi-

ation plan since the behavior in question may have to do with

issues of authority, type of learning task, or personal crises.

Though often time-intensive, this is a critical step in the data

gathering process.

Tip 5

Know your ‘‘one phone call’’

Front-line educators are often in a good position to observe

lapses in professional judgment and behavior but may lack the

institutional knowledge to accurately report these lapses or to

provide appropriate, effective feedback to the learner when

necessary (Lesser et al. 2010). We recommend that educators

have their ‘‘one phone call’’ – a process to provide perspective

on an observed behavior when it is not immediately explicit.

For issues concerning medical students, this might be a course

director, curriculum director, or education dean. For issues

involving resident physicians, this might be a division director,

program director, associate program director, chief resident, or

individual mentor (Guerrasio et al. 2014).

A critical step in the ‘‘one phone call’’ process is to identify

the pertinent questions prior to making the call, which may

include understanding what expectations have been set or

what rules were clearly discussed. These phone calls should

Addressing lapses in professionalism
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empower educators to develop timely, grounded, and specific

feedback relevant to the situation. Such information can be

relevant for informal discussion with learners, as well as for

more formal processes that address lapses in professionalism.

Tip 6

Utilize your colleagues for support

Professionalism does not exist solely within an individual silo –

it is a dynamic and evolving complex system with constant

change (Hafferty & Castellani 2010). Medical educators who

are unsure about certain behaviors related to professionalism

should be comfortable relying on colleagues as a sounding

board before reporting issues or addressing them directly with

learners. While one educator may be reluctant to label a

behavior as unprofessional in a certain context, the behavior

may be clearly identified as such by colleagues outside the

learner’s immediate sphere. These collaborative discussions

can provide helpful guidance as educators observe and

address unprofessional behavior in both formal and informal

settings (Stark et al. 2008).

Many institutions also have professionalism committees

which have formally institutionalized collaborative decision-

making related to issues of professionalism (Parker et al. 2008).

Such committees may be helpful for educators who address

lapses in professionalism in a more formal setting and are

seeking input from colleagues to clarify one’s observations and

reconcile any conflicting data (Humphrey et al. 2007; Viggiano

et al. 2007; Papadakis et al. 2012).

Having the conversation

Tip 7

When you meet with the learner, be a good
listener

Beckman & Frankel (1984) highlighted what many individuals

have anecdotally experienced: that physicians wait approxi-

mately 18 s before interrupting their patients. Frequent inter-

ruptions and competing demands are often unavoidable in the

current healthcare environment. Medical educators who

address lapses in professionalism face an equally daunting

task – to listen intently to medical students and resident

physicians when addressing unprofessional behavior.

Medical educators must be excellent listeners as learners

sometimes have ill-conceived perceptions of their situation.

What appears on the surface as unprofessional behavior may

in fact be a lack of understanding or a misinterpretation of a

role, task, or situation. Akin to thorough qualitative data

analysis, medical educators should listen carefully to identify

underlying themes in the learner’s perspective and story

(Todhunter et al. 2010; Bernard et al. 2011; Karnieli-Miller et al.

2011). The best approach to this process is excellent listening

coupled with subsequent reflection to understand and inte-

grate what is being communicated by the learner.

Tip 8

Create a safe environment

Finding a safe environment to meet with learners, both

formally and informally, can pose a challenge when address-

ing lapses in professionalism. Clinical settings are especially

challenging as they provide little privacy, yet learners expect

that lapses be addressed in a discrete and private fashion

within a safe environment (Ende 1983). It is important that

educators enlist the learner’s perspective when choosing an

appropriate meeting place and when deciding who should be

present for such discussions.

Despite giving adequate attention to the appropriate setting

for the encounters, many learners will still struggle to feel

comfortable when discussing lapses in professionalism. When

this occurs, consider using the ‘‘three-step’’ method: meet with

the learner first to establish the necessary safe environment,

ask them to reflect on the lapse with a trusted friend, family

member, spouse, or colleague, and then come back to finish

the discussion. This allows the opportunity for learners to

reflect on the lapse in an environment that is more comfortable

and less intimidating than an office or hospital (such as at

home with a spouse). Clearly not all situations will be

amenable to such a process and learners may not feel

comfortable or be able to discuss certain situations with

friends, colleagues, or family – it is one available tool when

educators find themselves struggling to establish a safe and

comfortable environment.

Tip 9

Provide direct and explicit feedback

When meeting with learners, many educators struggle to

consistently provide specific and direct feedback (Stern 1998).

Some common barriers to this are time and a lack of comfort

with providing challenging or negative feedback (Stark et al.

2008). Yet the literature suggests that in order for feedback to

motivate a significant change, it must be explicit and direct so

that learners can internalize the cognitive and behavioral

processes that may be in question (Kenny et al. 2003). Despite

a natural inclination to protect learners from certain types of

feedback, medical educators run the risk of hampering true

progress when they use language that is not clear or

intentionally vague. Learners must understand clearly why

their behavior is considered a lapse and how it deviates from

an expected norm.

If struggling to be explicit and direct when meeting with

learners, medical educators should consider using established

frameworks to provide guidance. Work-place based models

such as cognitive apprenticeship, which focuses on making

thoughts and actions explicit to the learner, may offer such a

practical framework (Pimmer et al. 2012; Stalmeijer et al. 2013).

Though it requires additional preparation before meeting with

learners, a focus on specific and measurable tasks may avoid

the tendency to use ambiguous language during especially

challenging unprofessional situations.

S. Rougas et al.
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Closing the loop

Tip 10

Make connections to help facilitate change

Educators need to assist learners in understanding their own

decision-making processes, as well as the potential impact of

those decisions. Ginsburg et al. (2009) have studied various

frameworks for understanding how faculty commonly inter-

pret issues of professionalism and found that when addressing

learners’ responses to professionally challenging situations,

faculty struggled to decide if the behavior or the rationale

behind it was more important. Given that both are critical to

making connections that can ultimately facilitate a change in

behavior, educators must ensure that learners understand why

they make certain decisions in professionally challenging

situations. This thought process may relate to any combination

of ethical, humanistic, clinical, or practical interactions with

patients, staff, or peers. If a change in rationale is not

internalized well by the learner after the lapse, medical

educators run the risk of having medical students and resident

physicians not take the feedback seriously and ultimately not

make necessary changes in future practice.

Educators must also facilitate a connection between lapses

in professionalism and wider medical practice. In order to

make feedback relevant to the learner’s context, medical

educators often require innovative ways to connect lapses in

professionalism to relevant issues such as patient safety,

quality metrics, reimbursement, and promotion. This places

the lapse within a context that learners can relate to. Providing

follow-up feedback that is grounded in its effect on patients is

especially meaningful and useful to learners. Knowing that

disruptive behavior may have a direct effect on patient safety

might also serve as a potent motivator, especially in the

otherwise unmotivated learner (Bahaziq & Crosby 2011).

Tip 11

Know when you’re in over your head

Formal programs for remediation are increasingly more

common for addressing lapses in professionalism, though the

effects of such programs have recently been debated in the

literature (Hauer et al. 2009; Cleland et al. 2013; Zbieranowski

et al. 2013). Medical educators involved in such programs

currently find themselves inundated with competing demands

and even lapses in professionalism that are considered to be

minor require a significant investment of resources from the

busy educator. This is amplified when the lapses are

considered to be high-stakes or complex. Individual front-

line educators should thus have clear benchmarks and

standards for understanding when they are ‘‘in over their

heads’’ and require additional resources from other colleagues

or the institution.

The point at which additional resources are required will be

different for every individual. One question to ask is ‘‘what are

the consequences to the learner and institution if handled

alone?’’ Medical educators should also consider whether they

have: (1) adequate time to provide the right follow-up as

needed, (2) sufficient information to discuss with the learner,

(3) any potential bias related to the situation, and (4) the

appropriate relationship with the learner. A keen understand-

ing of these questions requires introspection and reflection by

the educator as the consequences of a poor remediation

process by a well-intentioned individual can be harmful.

Tip 12

Establish clear follow-up

Addressing lapses in professionalism requires a significant

investment of time, effort, patience, and dedication on behalf

of the medical educator (Mavis et al. 2013). Guerrasio et al.

(2014) have highlighted that successful remediation programs

often require ‘‘substantial resources’’ and discuss the future

implications of this on distribution of faculty time. In fact, so

much effort is put into the initial stages that a critical final step

is often omitted after meeting with learners: re-assessing the

learner by establishing clear follow-up with associated conse-

quences of successful and unsuccessful remediation (Hauer

et al. 2009). Successful remediation, defined as a change in

behavior that results in performance improvement, can be

measured by closing this loop. Educators have called for the

establishment of best-evidence practices to guide formal

remediation and to define what these outcomes should look

like (Papadakis et al. 2012).

Several practical approaches have been utilized by educa-

tors across disciplines including frameworks such as the

‘‘SMART’’ goals: specific, measurable, achievable, relevant, and

timely (Day & Tosey 2011). This type of framework helps

ensure that individual learners know what is expected of them

in a defined time period with established consequences.

Ultimately, time and scholarship in the area of remediation will

define what best-evidence practices will be. Medical educators

who address lapses in professionalism should consider asking

themselves ‘‘what do I want the end product to look like?’’ and

use this as a guide to establish clear follow-up with learners.

Conclusion

Calls for the medical education community to establish

guidelines and best-evidence practices for addressing and

remediating lapses in professionalism have grown louder over

the last decade. As educators work on the frontlines to address

unprofessional behavior, attention must be paid to providing

those individuals with practical tips to support this valuable

work. This article is rooted in review of the literature as well as

the experience of medical educators at one institution who

deal with these issues regularly in both formal and informal

settings. These tips provide a practical framework related to

preparing for meetings with learners, addressing lapses, and

following-up concerns related to professionalism. Thoughtful

and well executed plans for addressing lapses in profession-

alism can have a positive impact on medical students

and resident physicians, and it is our hope that the

strategies outlined here will assist medical educators in

achieving this goal.

Addressing lapses in professionalism

5

M
ed

 T
ea

ch
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
U

ni
ve

rs
ity

 o
f 

C
ol

or
ad

o 
on

 0
4/

10
/1

5
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



Notes on contributors

STEVEN ROUGAS, MD, MS, is an Assistant Professor of Emergency

Medicine at the Alpert Medical School of Brown University in Providence,

Rhode Island. He is Assistant Course Leader in Doctoring Year 2, a required

clinical skills course, and focuses on learner performance improvement and

remediation.

BETHANY GENTILESCO, MD, is an Assistant Professor (Clinical) of

Medicine at the Alpert Medical School of Brown University in

Providence, Rhode Island. She is an associate program director for the

Internal Medicine Residency Program, site director for the 3rd year Internal

Medicine Clerkship, and teaching hospitalist on the general medical

service.

EMILY GREEN, MA, is the Director of Student and Faculty Development at

the Alpert Medical School of Brown University.

LIBERTAD FLORES, MD, MPH, is a graduate of the Alpert Medical School of

Brown University. She is completing her residency in Obstetrics &

Gynecology at Women and Infants Hospital of Brown University.

Acknowledgements

The authors would like to thank Dr. Maxine Papadakis,

Professor of Medicine and Associate Dean for Students at the

University of California, San Francisco, who served as the

keynote speaker at a professionalism workshop on September

18, 2013. The authors would also like to acknowledge the

members of the Brown University community who partici-

pated in the subsequent workshop, ‘‘Teaching professionalism

in and out of the classroom: impacting student behavior

through formal and informal curricula’’, and Dr. Julie S. Taylor

for reviewing multiple iterations of this manuscript.

Declaration of interest: The authors have no conflicts of

interest to declare with respect to this manuscript.

References

ABIM Foundation; American Board of Internal Medicine; ACP-ASIM

Foundation; American College of Physicians–American Society of

Internal Medicine; European Federation of Internal Medicine. 2002.

Medical professionalism in the new millennium: A physician charter.

Ann Intern Med 136:243–246.

Adams KE, Emmons S, Romm J. 2008. How resident unprofessional

behavior is identified and managed: A program director survey. Am J

Obstet Gynecol 198(6):692.e1–e5.

Bahaziq W, Crosby E. 2011. Physician professional behaviour affects

outcomes: A framework for teaching professionalism during anesthesia

residency. Can J Anesth 58(11):1039–1050.

Beckman HB, Frankel RM. 1984. The effect of physician behavior on the

collection of data. Ann Intern Med 101(5):692–696.

Bernard AW, Malone M, Kman NE, Caterino JM, Khandelwal S. 2011.

Medical student professionalism narratives: A thematic analysis and

interdisciplinary comparative investigation. BMC Emerg Med 11(1):11.

Bradley F, Steven A, Ashcroft DM. 2011. The role of hidden curriculum in

teaching pharmacy students about patient safety. Am J Pharm Educ

75(7):143.

Branch WT, Paranjape A. 2002. Feedback and reflection: Teaching methods

for clinical settings. Acad Med 77(12):1185–1188.

Brody H, Doukas D. 2014. Professionalism: A framework to guide medical

education. Med Educ 48(10):980–987.

Byszewski A, Hendelman W, McGuinty C, Moineau G. 2012. Wanted: Role

models – Medical students’ perceptions of professionalism. BMC Med

Educ 12:115.

Cho CS, Delgado EM, Barg FK, Posner JC. 2014. Resident perspectives on

professionalism lack common consensus. Ann Emerg Med 63(1):61–67.

Cleland J, Leggett H, Sandars J, Costa MJ, Patel R, Moffat M. 2013. The

remediation challenge: Theoretical and methodological insights from a

systematic review. Med Educ 47(3):242–251.

Day T, Tosey P. 2011. Beyond SMART? A new framework for goal setting.

Curric J 22(4):515–534.

Ende J. 1983. Feedback in clinical medical education. JAMA

250(6):777–781.

Ginsburg S, Regehr G, Hatala R, McNaughton N, Frohna A, Hodges B,

Lingard L, Stern D. 2000. Context, conflict, and resolution: A new

conceptual framework for evaluating professionalism. Acad Med

75(10):S6–S11.

Ginsburg S, Regehr G, Mylopoulos M. 2009. From behaviours to attribu-

tions: Further concerns regarding the evaluation of professionalism.

Med Educ 43(5):414–425.

Glicken AD, Merenstein GB. 2007. Addressing the hidden curriculum:

Understanding educator professionalism. Med Teach 29(1):54–57.

Guerrasio J, Garrity MJ, Aagaard EM. 2014. Learner deficits and academic

outcomes of medical students, residents, fellows, and attending

physicians referred to a remediation program, 2006–2012. Acad Med

89(2):352–358.

Hafferty FW, Castellani B. 2010. The increasing complexities of profes-

sionalism. Acad Med 85(2):288–301.

Hauer KE, Ciccone A, Henzel TR, Katsufrakis P, Miller SH, Norcross WA,

Papadakis MA, Irby DM. 2009. Remediation of the deficiencies of

physicians across the continuum from medical school to practice: A

thematic review of the literature. Acad Med 84(12):1822–1832.

Hewson MG, Little ML. 2001. Giving feedback in medical education. J Gen

Intern Med 13:111–116.

Hicks PJ, Cox SM, Espey EL, Goepfert AR, Bienstock JL, Erickson SS,

Hammoud MM, Katz NT, Krueger PM, Neutens JJ, et al. 2005. To the

point: Medical education reviews – Dealing with student difficulties in

the clinical setting. Am J Obstet Gynecol 193(6):1915–1922.

Hickson GB, Pichert JW, Webb LE, Gabbe SG. 2007. A complementary

approach to promoting professionalism: Identifying, measuring, and

addressing unprofessional behaviors. Acad Med 82(11):1040–1048.

Hultman CS, Halvorson EG, Kaye D, Helgans R, Meyeres MO, Rowland PO,

Meyer AA. 2013. Sometimes you can’t make it on your own: The impact

of a professionalism curriculum on the attitudes, knowledge, and

behaviors of an academic plastic surgery practice. J Surg Res

180(1):8–14.

Humphrey HJ, Smith K, Reddy S, Scott D, Madara JL, Arora VM. 2007.

Promoting an environment of professionalism: The University of

Chicago ‘‘Roadmap’’. Acad Med 82:1098–1107.

Karnieli-Miller O, Vu TR, Frankel RM, Holtman MC, Clyman SG, Hui SL, Inui

TS. 2011. Which experiences in the hidden curriculum teach students

about professionalism? Acad Med 86(3):369–377.

Kenny NP, Mann KV, MacLeod H. 2003. Role modeling in physicians’

professional formation: Reconsidering an essential but untapped

educational strategy. Acad Med 78(12):1203–1210.

Kittmer T, Hoogenes J, Pemberton J, Cameron BH. 2013. Exploring the

hidden curriculum: A qualitative analysis of clerks’ reflections on

professionalism in surgical clerkship. Am J Surg 205(4):426–433.

Lesser CS, Lucey CR, Egener B, Braddock CH, Linas SL, Levinson W. 2010.

A behavioral and systems view of professionalism. JAMA

304(24):2732–2737.

Mavis BE, Wagner DP, Henry RC, Carravallah L, Gold J, Maurer J, Mohmand

A, Osuch J, Roskos S, Saxe A, et al. 2013. Documenting clinical

performance problems among medical students: Feedback for

learner remediation and curriculum enhancement. Med Educ Online

18:20598.

Morihara SK, Jackson DS, Chun MB. 2013. Making the professionalism

curriculum for undergraduate medical education more relevant. Med

Teach 35(11):908–914.

Papadakis MA, Loeser H, Healy K. 2001. Early detection and evaluation of

professionalism deficiencies in students: One school’s approach. Acad

Med 76(11):1100–1106.

Papadakis MA, Paauw DS, Hafferty FW, Shapiro J, Byyny RL. 2012.

Perspective: The education community must develop best practices

informed by evidence-based research to remediate lapses of profes-

sionalism. Acad Med 87(12):1694–1698.

S. Rougas et al.

6

M
ed

 T
ea

ch
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
U

ni
ve

rs
ity

 o
f 

C
ol

or
ad

o 
on

 0
4/

10
/1

5
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.



Papadakis MA, Teherani A, Banach MA, Knettler TR, Rattner SL, Stern DT,

Veloski JJ, Hodgson CS. 2005. Disciplinary action by medical

boards and prior behavior in medical school. N Engl J Med 353:

2673–2682.

Parker M, Luke H, Zhang J, Wilkinson D, Peterson R, Ozolins I. 2008. The

‘‘pyramid of professionalism’’: Seven years of experience with an

integrated program of teaching, developing, and assessing profession-

alism among medical students. Acad Med 83(8):733–741.

Pimmer C, Pachler N, Nierle J, Genewein U. 2012. Learning through inter-

and intradisciplinary problem solving: Using cognitive apprenticeship

to analyse doctor-to-doctor consultation. Adv Health Sci Educ Theory

Pract 17(5):759–778.

Rogers DA, Boehler ML, Roberts NK, Johnson V. 2012. Using the hidden

curriculum to teach professionalism during the surgery clerkship. J Surg

Educ 69(3):423–427.

Sanfey H, Darosa DA, Hickson GB, Williams B, Sudan R, Boehler ML,

Klingensmith ME, Klamen D, Mellinger JD, Hebert JC, et al. 2012.

Pursuing professional accountability: An evidence-based approach to

addressing residents with behavioral problems. Arch Surg

147(7):642–647.

Shorey JM. 2013. Signal versus noise on the wards: What ‘‘messages’’ from

the hidden curriculum do medical students perceive to be importantly

meaningful? Trans Am Clin Climatol Assoc 124:36–45.

Stalmeijer RE, Dolmans DH, Snellen-Balendong HA, van Santen-Hoeufft M,

Wolfhagen IH, Scherpbier AJ. 2013. Clinical teaching based on

principles of cognitive apprenticeship: Views of experienced clinical

teachers. Acad Med 88(6):861–865.

Stark R, Korenstein D, Karani R. 2008. Impact of a 360-degree profession-

alism assessment on faculty comfort and skills in feedback delivery.

J Gen Intern Med 23(7):969–972.

Stern DT. 1998. Practicing what we preach? An analysis of the curriculum of

values in medical education. Am J Med 104(6):569–575.

Todhunter S, Cruess SR, Cruess RL, Young M, Steinert Y. 2010. Developing

and piloting a form for student assessment of faculty professionalism.

Adv Health Sci Educ Theory Pract 16(2):223–238.

van Mook WN, Gorter SL, De Grave WS, van Luijk SJ, Wass V, Zwaveling

JH, Schuwirth LW, Van Der Vleuten CP. 2010. Bad apples spoil the

barrel: Addressing unprofessional behaviour. Med Teach

32(11):891–898.

Viggiano TR, Pawlina W, Lindor KD, Olsen KD, Cortese DA. 2007. Putting

the needs of the patient first: Mayo Clinic’s core value, institutional

culture, and professionalism covenant. Acad Med 82:1089–1093.

Zbieranowski I, Takahashi SG, Verma S, Spadafora SM. 2013. Remediation

of residents in difficulty: A retrospective 10-year review of the

experience of a postgraduate board of examiners. Acad Med

88(1):111–116.

Addressing lapses in professionalism

7

M
ed

 T
ea

ch
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
U

ni
ve

rs
ity

 o
f 

C
ol

or
ad

o 
on

 0
4/

10
/1

5
Fo

r 
pe

rs
on

al
 u

se
 o

nl
y.


	Twelve tips for addressing medical student and resident physician lapses in professionalism
	Introduction
	Building a healthy organization
	Tip 1
	Tip 2
	Tip 3
	Data gathering and fact checking
	Tip 4
	Tip 5
	Tip 6
	Having the conversation
	Tip 7
	Tip 8
	Tip 9
	Closing the loop
	Tip 10
	Tip 11
	Tip 12
	Conclusion
	Notes on contributors
	Acknowledgements
	References



<<
	/PreserveCopyPage true
	/MonoImageDownsampleType /Bicubic
	/MonoImageDict <<
		/K -1
	>>
	/ParseICCProfilesInComments true
	/PreserveHalftoneInfo false
	/TransferFunctionInfo /Preserve
	/GrayImageMinResolution 150
	/EncodeColorImages true
	/AutoFilterGrayImages true
	/ImageMemory 1048576
	/PDFXRegistryName ()
	/EmbedJobOptions true
	/MonoImageFilter /CCITTFaxEncode
	/PDFXNoTrimBoxError true
	/ASCII85EncodePages false
	/DefaultRenderingIntent /Default
	/GrayImageAutoFilterStrategy /JPEG
	/PDFXCompliantPDFOnly false
	/ColorImageResolution 150
	/GrayImageFilter /DCTEncode
	/DownsampleMonoImages true
	/PreserveDICMYKValues false
	/ColorImageFilter /DCTEncode
	/EncodeGrayImages true
	/GrayImageMinDownsampleDepth 2
	/ParseDSCComments true
	/ColorImageAutoFilterStrategy /JPEG
	/EmbedOpenType false
	/AntiAliasMonoImages false
	/JPEG2000ColorImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/ColorImageDepth -1
	/CreateJDFFile false
	/PreserveEPSInfo false
	/PDFXSetBleedBoxToMediaBox true
	/DSCReportingLevel 0
	/NeverEmbed [
	]
	/Optimize true
	/Description <<
		/DEU <>
		/ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
		/NOR <>
		/CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
		/KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
		/ESP <>
		/FRA <>
		/SUO <>
		/JPN <>
		/NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
		/ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
		/CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
		/DAN <>
		/PTB <>
		/SVE <>
	>>
	/CreateJobTicket false
	/EndPage -1
	/MonoImageDepth -1
	/GrayImageResolution 150
	/AutoFilterColorImages true
	/AlwaysEmbed [
	]
	/ColorImageMinResolution 150
	/ParseDSCCommentsForDocInfo true
	/sRGBProfile (sRGB IEC61966-2.1)
	/AutoRotatePages /All
	/MonoImageResolution 600
	/AllowTransparency false
	/GrayACSImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/DoThumbnails false
	/GrayImageDepth -1
	/CompressObjects /Tags
	/ColorImageDownsampleThreshold 1.5
	/AntiAliasGrayImages false
	/AntiAliasColorImages false
	/EmbedAllFonts true
	/ColorImageMinResolutionPolicy /OK
	/PDFXOutputConditionIdentifier ()
	/PreserveFlatness true
	/DownsampleColorImages true
	/MonoImageDownsampleThreshold 1.5
	/PDFXOutputIntentProfile ()
	/GrayImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/UsePrologue false
	/ColorACSImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/JPEG2000GrayACSImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/ColorConversionStrategy /sRGB
	/EmitDSCWarnings false
	/MonoImageMinResolutionPolicy /OK
	/UCRandBGInfo /Remove
	/DetectCurves 0.1
	/ColorSettingsFile (None)
	/CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
	/GrayImageDownsampleThreshold 1.5
	/CropColorImages true
	/JPEG2000ColorACSImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/MonoImageMinResolution 600
	/CalRGBProfile (sRGB IEC61966-2.1)
	/CompressPages true
	/Binding /Left
	/PDFXTrapped /False
	/PDFX3Check false
	/DetectBlends true
	/JPEG2000GrayImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/CompatibilityLevel 1.6
	/GrayImageDownsampleType /Bicubic
	/PDFXOutputCondition ()
	/PassThroughJPEGImages false
	/CannotEmbedFontPolicy /Warning
	/AllowPSXObjects true
	/LockDistillerParams true
	/ConvertImagesToIndexed true
	/GrayImageMinResolutionPolicy /OK
	/PDFXBleedBoxToTrimBoxOffset [
		0.0
		0.0
		0.0
		0.0
	]
	/AutoPositionEPSFiles true
	/PDFXTrimBoxToMediaBoxOffset [
		0.0
		0.0
		0.0
		0.0
	]
	/DownsampleGrayImages true
	/PDFX1aCheck false
	/CropGrayImages true
	/CalGrayProfile (Gray Gamma 2.2)
	/CropMonoImages true
	/SubsetFonts true
	/ColorImageDownsampleType /Bicubic
	/CheckCompliance [
		/None
	]
	/PreserveOPIComments false
	/PreserveOverprintSettings true
	/EncodeMonoImages true
	/MaxSubsetPct 100
	/ColorImageMinDownsampleDepth 1
	/ColorImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/OPM 1
	/StartPage 1
>>
setdistillerparams
<<
	/PageSize [
		612.0
		792.0
	]
	/HWResolution [
		600
		600
	]
>>
setpagedevice


