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Abstract

Purpose: Although professionalism has always been a core value in medicine, it has received increasingly explicit attention over the past several years. Unfortunately, the terms used to explain this competency have been rather abstract. This study was designed to identify and prioritize behaviorally based signs of medical professionalism that are relevant to patients, physicians, and nurses.

Cited Here...: The qualitative portion of this project began in 2004 with a series of 22 focus groups held to explore behavioral signs of professionalism in medicine. Separate groups were held with patients, inpatient nurses, outpatient nurses, resident physicians, and attending physicians from different specialties, generating a total of 68 behaviorally based items. In 2004–2006, quantitative data were collected through national patient (n = 415) and physician leader (n = 214) surveys and a statewide nurse (n = 237) survey that gauged the importance these groups attach to the behaviors as signs of professionalism and determined whether they are in a position to observe these behaviors in the clinical setting.

Cited Here...: The surveys of patients, physician leaders, and nurses provided different perspectives on the importance and visibility of behavioral signs of professionalism. Most of the behaviors were deemed very important signs of professionalism by at least 75% of patients, physicians, and/or nurses; far fewer were considered observable in the clinical setting.

Conclusions: This study demonstrates that it is possible and instructive to define professionalism in terms of tangible behaviors. Focusing on behaviors rather than attributes may facilitate discussion, assessment, and modeling of professionalism in both medical education and clinical care.

We are being asked to be professional in an unprofessional environment.

This statement emerged from a trainee during an invitational conference on professionalism in medicine organized by the Association of American Medical Colleges and the National Board of Medical Examiners in 2002.1 Indeed, 98% of students surveyed at six medical schools reported witnessing unprofessional behavior among faculty who were involved in their teaching.2 The impact extends far beyond medical education: It is the lack of professional conduct, rather than inadequate knowledge or technical skills, that tends to drive complaints against physicians.3 Along with escalating demands on physician time and a more complex practice environment, there is a perception that lapses in professionalism are becoming more frequent.4,5

Although professionalism has always been a core value in medicine, it has received increasingly explicit attention over the past several years. Since the late 1990s, several influential organizations have endeavored to increase awareness of professionalism as a competency to be achieved not only in medical education but also in practice.6–16 The Physician Charter—a product of collaboration between the American Board of Internal Medicine Foundation, the American College of Physicians Foundation, and the European Federation of Internal Medicine—is a well-known document that highlights fundamental principles and responsibilities central to professionalism in medicine.9,13,14

Unfortunately, the terms that have been used to explain this competency have been rather abstract and, therefore, hard to characterize: Altruism, excellence, duty, honor, integrity, and respect are lofty concepts that may be difficult to translate into practice. Only by defining the behavioral signs of professionalism can we make this competency more tangible for providers and the patients they serve. Moreover, reliable assessment requires definition of observable behaviors rather than attributes.17–19 Accordingly, we conducted a series of qualitative and quantitative studies to systematically identify and prioritize behaviorally based signs of medical professionalism that are relevant to patients, physicians, and nurses. Our approach was to ask each of these groups what professionalism means to them.
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Method

Advisory board

We began by convening a national advisory board of individuals with experience and expertise in investigating and promoting professionalism in medicine (see Acknowledgments). We held two meetings to guide the research process: the first in spring 2004 to discuss the plan and procedure of the study, and the second in fall 2004 to provide a progress report and discuss options for organizing our findings.
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Focus groups

The qualitative foundation for this project was a series of 22 focus groups designed to explore behavioral signs of professionalism in medicine. Seventeen of these groups were conducted in 2004. The initial group was with patients recruited from the lobby of a major urban tertiary-care teaching hospital in Chicago. We then held a series of 15 focus groups: five separate groups (patients, inpatient nurses, outpatient nurses, resident physicians, attending physicians) from each of three subspecialties (internal medicine, general surgery, physiatry). Patients, nurses, and physicians were recruited in the Chicago area through inpatient and outpatient facilities at the tertiary-care teaching hospital (internal medicine and general surgery) and a rehabilitation hospital (physiatry). To broaden the perspective, we conducted one additional focus group with patients who live in a rural setting in Connecticut and had received care from community physicians as well as the local community hospital. In an effort to incorporate the pediatric context, we conducted a set of five pediatric focus groups at the very beginning of 2005. These sessions with inpatient nurses, outpatient nurses, resident physicians, attending physicians, and the parents of patients, respectively, were recruited from a children's hospital. The goal of these pediatric focus groups was to ensure that the project's scope would not be limited to adult medicine.

The focus group protocol was approved by the Northwestern University institutional review board. Focus groups had two trained facilitators and an average of six to seven participants. Patient focus groups ran for 90 minutes; nurse and physician focus groups lasted 60 minutes. At the beginning of each session, participants completed an information sheet to provide demographic data. Table 1 summarizes the data regarding participant age, gender, race/ethnicity, education, and whether participants reported having seen a doctor act unprofessionally. The item about witnessing unprofessional behavior was included to prompt discussion in the group. As shown in Table 1, the vast majority of participants reported at least one instance of seeing a doctor act unprofessionally.

[image: Table 1]Table 1 Characteristics of 153 Participants Across 22 Focus Groups Exploring Behavioral Signs of Physician Professionalism, 2004–2005



The 22 group discussions were videotaped to facilitate content analysis and constant comparative analysis; all three authors participated in a debriefing session after each group.20,21 When there was a discrepancy or question, we viewed the appropriate portion of the video together to reconcile differences. Items generated—whether by patients, nurses, or physicians—were included for discussion in all subsequent groups. The first 17 focus groups generated a total of 68 behaviorally based items ranging from the very basic (e.g., good hygiene) to communication-oriented behaviors, accountability, and service to the profession. The five pediatric focus groups reinforced these items; they did not generate new ones. The 68 items are displayed in List 1.

[image: List 1]List 1 Items Generated From Focus Groups of Patients, Nurses, and Physicians Exploring Behavioral Signs of Physician Professionalism
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Lexile analysis for readability

The 68 items provide a foundation for surveys and potential assessment tools. Accordingly, we sought to keep the reading skills needed to comprehend the items at an eighth-grade level, a decision consistent with the Institute of Medicine's observation that individuals who have difficulty reading above this level may face problems understanding and acting on health care information.22 Each of the 68 items was subjected to a Lexile analysis for readability. Lexiles are based on sentence length and word frequency in popular literature and range from below 200L for beginning-reader material to above 1700L for advanced text.23,24 The individual items have Lexile values ranging from 180 to 960, with a mean of 607 (standard deviation [SD] = 199). These values correspond to a third- to fifth-grade reading level,25 which increases the likelihood that items can be appropriately understood and used whether self-administered or interviewer-administered.
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Surveys

To broaden the sample and refine the perspective gained in focus groups, we conducted national surveys of patients and physician leaders and a statewide survey of nurses. The introductory text for all surveys indicated that the topic was professionalism in medicine and noted that the list of behaviors was generated through focus groups with patients, nurses, resident physicians, and practicing physicians. All surveys asked respondents to rate the importance of each behavior as a sign of professionalism, using a four-point rating scale (1 = not at all important, 2 = slightly important, 3 = moderately important, 4 = very important). In addition, the patient survey asked respondents to indicate whether they could know if their doctor exhibited the behaviors (yes, no). The nurse survey asked whether a nurse could know this about a physician colleague, and the physician leader survey asked whether a physician could know if a physician colleague exhibited the behaviors. The survey protocol was approved by the Northwestern University institutional review board.
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National patient survey.

We designed a national survey to gauge the importance Americans attach to the behaviors as signs of professionalism and to determine whether patients are in a position to see these behaviors in the clinical setting. In an effort to reduce respondent burden, we reasoned that items identified in the focus groups should be included in this survey only if they could reasonably be seen as relevant for most patients. Thus, we applied three criteria for determining whether items should be included: (1) the behaviors should be relevant to the physician-patient relationship, not to “backstage”26 or back-office behaviors that most patients would not be able to see (e.g., communicates clearly and effectively was included; communicates orders clearly and effectively was not), and (2) the behaviors should always be transparent to patients (e.g., keeps personal reactions to self is difficult to judge unless a physician expresses a personal reaction).

We endeavored to be conservative in terms of excluding items and determined, after reviewing the 68 items, that a subset of 41 signs of professionalism met the criteria outlined above for inclusion in the patient survey. We also included a behavior that is not associated with professionalism (i.e., speaks two languages) as a control item to determine whether respondents were paying attention to the items and using the scale appropriately. Thus, the patient survey included a total of 42 items. We conducted a cross-sectional, random-digit-dial, computer-assisted telephone survey of adults in the 48 contiguous United States. Patient surveys were conducted by trained telephone interviewers at Northwestern's Institute for Healthcare Studies between December 2004 and February 2005. There were 1,489 known active residential numbers in the sampling frame. Callers made up to seven attempts at each number to reach a respondent; any English-speaking adult who answered the telephone was considered a potential respondent.
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Physician leadership survey.

In 2005, we conducted an online physician survey for directors of the 24 boards associated with the American Board of Medical Specialties (ABMS). Because all items are relevant to physicians, this survey included all 68 items generated during the focus groups, as well as the control item. Employing the same response scales used in the patient survey, this survey asked physician leaders to rate item importance and indicate whether a physician could know if a colleague exhibits the behaviors. The ABMS sent an e-mail message to 411 physician leaders (directors, officers, and subboard chairs of each member board), asking them to complete the survey.
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Nurse survey.

In 2006, we distributed a parallel online survey to inpatient and outpatient nurses across specialties; it included all 68 items and the control item. Using the same response scales as did the patient and physician surveys, this component of the study asked nurses to rate item importance and indicate whether they could know if a physician with whom they work exhibits the behaviors. Potential respondents were recruited via fliers distributed at our academic medical center and a note in the Illinois State Nurses' Association newsletter; we do not know how many nurses saw the invitation to participate in the survey.
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Criteria for importance and observability

We set a priori criteria for considering items as signs of professionalism that are meaningful to a majority of patients, physicians, and nurses. More specifically, we were interested in items that were deemed very important by at least 75% of a survey sample. Anticipating development of professionalism assessment tools, we also examined which items were considered observable by at least 75% of each group. We used SPSS to generate basic descriptive statistics to determine which professional behaviors are considered very important and observable by study participants.
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Results

Patient survey

Consistent with other recent random-digit-dial surveys about health, the call cooperation rate for the national survey was 28%, yielding a total of 415 patient surveys for analysis.27 Respondent age ranged from 18 to 88 years, with a mean of 47.5 (SD = 16.3). Of the 415 patient respondents, 263 (63.4%) were female, 314 (75.7%) described their race as white or Caucasian (non-Hispanic), and 40 (9.6%) self-identified as black or African American (non-Hispanic). Regarding education, 230 (55.5%) respondents had less than a college degree, and 185 (44.5%) were college graduates or had some postgraduate study.

As shown in Table 2, 30 behaviors on the national patient survey were rated as very important by at least 75% of respondents; Table 3 includes items that did not meet this importance criterion. Sixteen of the 30 items met the criteria (i.e., ≥75%) for both importance and observability (see Table 4). These included behaviors related to hygiene, privacy, communication, and follow-up. The control item (speaks two languages) was rated as very important by 69 (16.7%) patients.
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Physician survey

All 24 specialty boards of the ABMS were represented in the sample of 214 physicians responding to the online survey. The overall response rate was 52.1%. Respondents ranged in age from 43 to 72 years (mean = 56.4, SD = 5.5); 179 (83.6%) were male. A total of 195 (91.1%) physician leaders reported direct patient-care activity, and 153 (71.5%) had a full-time academic affiliation. Ninety-eight (45.8%) of the physicians reported association with a multispecialty group practice, and 55 (25.7%) were in a single-specialty group practice.

Table 2 indicates that 28 behaviors were rated as very important by at least 75% of physicians; items that did not meet the importance criterion are listed in Table 3. Nine of the 30 behaviors deemed important by at least 75% of patients did not meet the importance criterion for doctors. Some of these items approached the 75% mark, whereas others were rated as very important by far fewer physicians: communicates with other health professionals to coordinate care (n = 159, 74.5%), pays attention to detail (n = 156, 72.9%), follows up to ensure proper care (n = 154, 71.8%), keeps patient and/or family informed and up to date (n = 135, 63.0%), explores the patient's needs and concerns (n = 131, 61.0%), is approachable (n = 129, 60.4%), is open to patient getting a second opinion (n = 110, 51.6%), pays attention to the cleanliness and comfort of patient areas (n = 96, 45.0%), and prepares before seeing the patient (e.g., reviews chart) (n = 75, 35.1%). As shown in Table 4, the items on hygiene and controlling emotions were the only two that met the criteria for both importance and observability in a physician colleague. The control item about speaking two languages was rated as very important by one doctor.
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Nurse survey

A total of 237 nurses responded to the online survey. The age of these nurses ranged from 22 to 66 (mean = 41.9, SD = 11.8), and 227 (95.8%) were female. Of the 237 nurses, 124 (52.3%) reported working in an inpatient setting, 60 (25.3%) in ambulatory settings, and 14 (5.9%) in nursing management; 35 (14.8%) noted their work setting as “other.” The five most frequently reported areas of practice were (1) pediatrics (n = 62, 26.2%), (2) intensive care/critical care (n = 51, 21.5%), (3) surgery (n = 33, 13.9%), (4) internal medicine/family medicine (n = 24, 10.1%), and (5) oncology (n = 18, 7.6%). One hundred seventy-seven (74.7%) of nurses in the sample reported working with 10 or more doctors.

As shown in Table 2, 50 of the 68 behavioral signs of professionalism were seen as very important by at least 75% of nurses in the sample. Items that did not meet the importance criterion are listed in Table 3. Two of the behaviors deemed important by at least 75% of patients were not rated similarly by nurses: is open to the patient getting a second opinion (n = 141, 59.6%) and pays attention to the cleanliness and comfort of patient areas (n = 115, 48.5%). Fourteen items met the importance criterion as well as the criterion for observability in a physician with whom the nurse works (see Table 4). The control item was rated as very important by 12 (5.1%) nurses.
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Discussion

Our study demonstrates that it is both possible and instructive to define professionalism in terms of tangible behaviors. Focus groups with patients, resident physicians, attending physicians, inpatient nurses, and outpatient nurses across different specialties generated a list of 68 items and provided a rich qualitative sense of professionalism in medicine. Whereas the focus groups were drawn from three different hospitals affiliated with an academic medical center and one rural site in another state, the surveys broadened the scope in terms of geography, specialty, and experience. In addition, the surveys included a control item (speaks two languages), which is not considered a sign of professionalism. This item received low importance ratings from all three groups of survey respondents, lending credibility to the quantitative results. Accordingly, survey results help refine the definition of professionalism: 53 of the 68 items were deemed very important signs of professionalism by at least 75% of respondents to the patient, nurse, and/or physician surveys. There was considerable consistency in terms of how the survey samples viewed the importance of these behaviors, but the discrepancies may be instructive as well.

Several of the behaviors listed as signs of professionalism focus on effective communication. In a few specific instances, there were clear gaps in the extent to which patients, physicians, and nurses viewed communication behaviors. For instance, whereas keeps patient and/or family informed and up to date and explores the patient's needs and concerns met the importance criterion (i.e., seen as very important by at least 75% of sample) for both patients and nurses, these behaviors were considered very important by only 63.0% and 61.0% of physicians, respectively. Recognizing these, and other, gaps in perception may help physicians and health care organizations more effectively address and improve the patient experience. At a broader level, it is important to note that communication is not a domain featured in the Physician Charter.13,14 This observation suggests that there may be value in integrating the perspectives of patients, physicians, and nurses. Taken together, the different perspectives form a well-rounded and tangible description of professionalism in medicine.

There was a wide gap in perceived importance of prepares before seeing the patient (e.g., reviews chart): 79.4% of patients deemed this very important, as compared with only 35.1% of physicians. Other studies have confirmed that patients expect physicians to prepare before the visit and that office visits without perceived preparation result in decreased patient satisfaction.28,29 Additional discrepancies between what patients and providers viewed as professional behavior included being open to the patient getting a second opinion, rated very important by 78.9% of patients, 59.3% of nurses, and 51.6% of physicians, and pays attention to the cleanliness and comfort of patient areas, which was considered very important by 90.7% of patients but only 49.1% of nurses and 45.0% of physicians. Although it seems that providers may not see attending to patient areas as their responsibility, patients clearly consider the physical environment as part of the professional environment. This finding is relevant because patients' unmet expectations predict decreases in satisfaction with care, symptom improvement, and adherence to prescribed care.28

Two items that did not meet criteria for importance as behavioral signs of professionalism warrant further discussion: dress and relationships with pharmaceutical companies. Students have traditionally been taught that “professional dress” is an important part of becoming a physician and meeting their patients' expectations. However, in our study, only 35.4% of patients, 53.0% of nurses, and 37.1% of physicians felt that dresses appropriately was an important sign of professionalism. Our study adds credibility to Brandt's30 conclusion in his review of the literature that a “neat clean appearance is more important than attire.” Indeed although dresses appropriately was not considered important, has good hygiene (e.g., washes hands, wears clean clothes) was one of the most highly rated behaviors in our study. Finally, the controversy about physician relationships with pharmaceutical companies is highlighted by our finding that fewer than half of physician leaders who responded to the survey felt that avoids nonscientific relationships with pharmaceutical companies was a very important sign of professionalism.

Data in this study are derived primarily from opportunity samples. Focus group and survey participants—even those in the random sample obtained for the national patient survey—decided on their own to accept an invitation to take part in the study. Although this raises the possibility of self-selection bias, the topic of professionalism in medicine has broad appeal.19 In terms of location, most of the focus groups were drawn from one city, albeit three different hospitals. For the surveys, we had access to national samples of patients and physician leaders but not nurses (i.e., respondents to the nurse survey were from one state). It is possible that the way patients, nurses, and physicians view professionalism in medicine differs by region. In future studies, gauging the extent of differences within groups may be a useful complement to comparing the views of patients, physicians, and nurses. Finally, it is important to note that, despite asking focus group participants for behavioral signs of professionalism, some of the items generated are not behaviors per se but are revealed through behavior (e.g., is honest). The strategy of asking survey participants to rate both the importance and observability of each item yielded a “short list” of behaviors that can inform the development of assessment tools (see Table 4).
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Conclusion

Assessment of professionalism will become increasingly commonplace for medical students, residents, and practicing physicians.15,19,31 By documenting perceived importance and observability, the results offer a set of 16 items that may be useful in patient assessments of physician professionalism—although the item focusing on the cleanliness and comfort of patient areas might be properly considered a measure of the professional environment rather than a sign of physician professionalism per se—and 14 items that may prove useful for nurse assessments of physician professionalism. Although there is a degree of overlap between these sets, it is clear that some items are better suited for patient assessment and others for nurse assessment. It seems that peer assessment (i.e., physician assessment of colleagues) will be more challenging, as physician leaders considered only two behaviors both very important and observable. Accordingly, self-assessment may be an important adjunct for physicians; the 53 items in Table 2 offer a substrate for this approach. Perceptions regarding observability may differ across the continuum of medical education. Further study is needed to determine the extent to which peer assessment would be more viable for medical students and residents.

The input of patients, nurses, and physicians in defining behavioral signs of professionalism is likely to make assessment instruments tangible, relevant, and valuable for the people who use them. Although the plan and procedure of item generation lends considerable content and construct validity,32 the feasibility, reliability, and validity of assessment tools derived from this research must be tested in a variety of clinical practice settings before being put into widespread use. Focusing on behaviors rather than attributes can facilitate not only assessment but also discussion and modeling of professionalism in both medical education and clinical care. In this way, specific information about professional behavior may improve the educational environment and, eventually, the quality of patient care.
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Table 2

Signs of Physician Profession:

Practices in an ethical manner
Is honest

2004-2006

m Deemed Very Important by at Least 75% of
, Nurses, and Phy

Discusses confidential information only with 920
appropriate people

Has good hygiene (e.g., washes hands, wears 918 941 763
dlean lothes)

Refers patients 1o appropriate speciaists 909 897 7922
when needed

Pays attention to the cleaniiness and comfort %07 ¥ ¥
of patient areas

Maintains the patient’s privacy during exams 504 g1 8538
Listens carefully 903 907 780
Answers questions from patients and families 901 941 86.9
Physically and psychologically it for practice 90,0 80.2 759
Works in the patient's best interest, 898 917 50.1
regardless of personal gain

Maintains appropriate behavior with patients 887 919 9533
and families

Seeks help when needed 886 858 8.7
Pays attention to detail 886 823 ¥
Takes a genuine interest in the patient’s heaith 8822 850 787
Always gives best effort, regardiess of 873 832 819
circumstances

Shows respect for patients and families 87.0 945 882
Communicates clearly and effectively 87.0 898 80.4
Takes responsibility for own actions and 866 935 830
decisions

Keeps patient and/or family informed and up 87 873 ‘
to date

Follows up to ensure proper care 844 866 ¥
Discusses confidential information only in 839 910 786
appropriate settings

Delivers appropriate care regardiess of [ER) 868 852
patient’s personal characteristics

‘Communicates with other health 81.8 928 |4
professionals to coordinate care

Prepares before seeing the patient (e.q., 79.4 761 *
reviews chart)

Explores the patient’s needs and concerns 781 80,0 ¥
s open to the patient getting a second opinion 789 * *
Shows compassion and Care 787 869 878
Involves the patient and/or family in 785 855 750
decision-making process

is approachable 783 804 ¥
Responds to phone calis, pages, and e-mails ¥ 857 ¥
in a timely manner

Controls own emotions and maintains ¥ 864 813
composure

is personable and polite ¥ 843 ¥
Shows respect for physician colleaguies ¥ 846 ¥
Greets patients appropriately ¥ 767 ¥
Tailors information to the patient's and ¥ 773 ¥

family's needs

(Continued)
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Table 1

Characteristics of 153 Participants Across 22 Focus Groups Exploring Behavioral
Signs of Physician Professionalism, 2004-2005

Number of participants
Total (mean per group) 41(7) 29(7) 24 (6) 29(7) 30(7)
Age
~Mean (D) 532(132) 28835  425(7.8) 40.0(9.0) " 43209.)
"Range 2357424040 335582554 27588
Gender
% Female 68.3 345 333 100.0 96.7
Race/ethnicity
% Asian 00 276 125 45
"% Black/African American 12234 TTa23e
% Hispanic/Latino 2.4 0.0 83 0.0
"% Wh\te/Caucasmn "854 586 75.0 818
o s 5 e
Education
% <High school degree 4.9 0.0 0.0 0.0 0.0
%t High school degree o 73 700 0.0 0.0 0.0
% Some coliege o 268 0.0 0.0 43 20.0
% College degree 293 0.0 0.0 435 50.0
% Some graduate schoo\ 4.9 0.0 0.0 17.4 3.3
"% Graduate degree 2681000 100.0 348 26.7
Ever see a doctor act
unprofessmnally"
g g e s
% Yes, but only once 22.0 0.0 0.0 13.0 20.0
% Ves, more than once 380 g5 000 39T e

* Demographic data are missing for 6 inpatient nurses; results represent the 23 who provided data.
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List 1

Items

s of P
ns of Phys

Exploring Behavioral

Practices in an ethical manner
s honest

Discusses confidential information only with
appropriate people

Has good hygiene (e.q., washes hands, wears
clean clothes)

Refers patients to appropriate specialsts
when needed

Pays attention to the cleanliness and comfort
of patient areas

Maintains the patient’s privacy during exams
Listens carefully

Answers questions from patients and families
Physically and psychologically it for practice

Works in the patient's best interest,
regardiess of personal gain

Maintains appropriate behavior with patients
and families

Seeks help when needed
Pays attention to detai
Takes a genuine interest i the patient’s health

Always gives best effort,regardless of
drcumstances

Shows respect for patients and families
Communicates clearly and effectively
Takes responsbilty for own actions and decisions

Keeps patient and/or family informed and upto
date

Follows up to ensure proper care.

Discusses confidentialinformation only in
appropriate settings

Delivers appropriate care regardless of patient's
personal characterisics

Communicates with other health professionals to
coordinate care

Prepares before seeing the patient (e.q., reviews
chart)

Explores the patient's needs and concerns
s open to the patient getting a second opinion
Shows compassion and care

Involves the patient and/or family in
decision-making process

s approachable

Responds to phone calls, pages, and e-mails in a
timely manner

Controls own emotions and maintains
composure

s personable and polite
T I —

, Nurses, and Physicians

ian Professionalism

Greets Patients appropriatly

Tailor's information to the patient’s and
family's need

Communicates orders clearly and effectively
Only documents work that has been done
Meaintains appropriate behavior with coworkers
Serves as a patient advocate

Shows respect for inical and administative staff
Keeps current with medical literature

Speaks respectfully about patients
Demonstrates a team-player mentalty

Is willing to admit mistakes

Admits when doesn't know something

Uses resources effectively and efficiently to
optimize patient care

Is willing to report impaired physicians

Answers questions from clinical and
administrative staff

Speaks respectfully about other health care
providers or specialties

Shows sensitviy to different cultures

Is willing to take action if physicians deliver
substandard care

‘Shows commitment to self-improvement
and lifelong learning

Is available to patients and families when needed

Takes the patient's values and situation into
account

Keeps time commitments or acknowledges
waiting time

Serves as a positive role model
Dresses appropriately
Responds appropriately to constructive feedback

Maintains professional behavior outside of
the hospital or office

Completes documentation and letters in a
timely manner

Keeps personal reactions to self

Provides constructive criticism to help solve
problems.

Balances personal needs and patient obligations

Encourages personal and professional
growth of staff

Avoids nonscientific relationships with
pharmaceutical companies

Shows awareness of test and treatment costs

Shows awareness of public health issues
relevant to practice





