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ABSTRACT
The need to teach professionalism during residency has
been affirmed by the Accreditation Council for Graduate
Medical Education, which will require documentation of
education and evaluation of professionalism by 2007. Recently the American Academy of Pediatrics has proposed
the following components of professionalism be taught
and measured: honesty/integrity, reliability/responsibility,
respect for others, compassion/empathy, self-improvement, self-awareness/knowledge of limits, communication/collaboration, and altruism/advocacy. The authors

T

here is a renewed interest in professionalism and
the importance of teaching it in medical schools
and residency training programs.1,2 The Accreditation Council for Graduate Medical Education
(ACGME) defines professionalism as a commitment to carrying out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse patient population.3
The ACGME believes professionalism should be taught and
evaluated as one of the components of competence for medical residents and will require documentation of these efforts
beginning in 2007.4 The American Academy of Pediatrics
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describe a curriculum for introducing the above principles
of professionalism into a pediatrics residency that could
serve as a model for other programs. The curriculum is
taught at an annual five-day retreat for interns, with 11
mandatory sessions devoted to addressing key professionalism issues. The authors also explain how the retreat is
evaluated and how the retreat’s topics are revisited during
the residency, and discuss general issues of teaching and
evaluating professionalism.
Acad. Med. 2003;78:26–34.

(AAP) has identified eight key components of professionalism: honesty/integrity, reliability/responsibility, respect for
others, compassion/empathy, self-improvement, self-awareness/knowledge of limits, communication/collaboration, and
altruism/advocacy. The American Board of Pediatrics (ABP)
has requested that program directors evaluate professionalism
and document such training on the Verification of Clinical
Competence form filled out for each resident who applies
for board certification. An applicant who receives an unsatisfactory evaluation in professionalism or interpersonal skills
and communication either may complete an additional period of training in general comprehensive pediatrics in an
accredited program or will be required to complete a period
of observation before reapplying to the ABP. A plan for remediation must be submitted for review and approval by the
ABP.5
Recently, several publications have discussed integration
of the educational tenants of professionalism into the medical school curriculum.6–9 Today, most medical schools involve students in activities intended to enhance knowledge
and understanding of the expectations of physicians in the
area of professionalism. These medical school activities have
been aided by the guidelines created by the Medical School
Objectives Project (MSOP). The first activity of that project, which, in part, was undertaken because of the need to
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emphasize physicians’ professionalism, was described in a session at the 1997 annual meeting of the Association of American Medical Colleges (AAMC) and the results reported by
the Medical School Objectives Writing Group in 1999.10,11
The goal of that part of the MSOP program was to define
knowledge, skills, attitudes, and values that medical students
should demonstrate before graduating, such as altruism, respect, compassion, honesty, integrity, etc. The second phase
focused on roles played by the physician related to medical
informatics and population health, such as lifelong learner,
educator, clinician, communicator, researcher, and manager.12 An example of how a medical school has integrated
qualities of professionalism into its curriculum is the Program
for Professional Values and Ethics in Medical Education
(PPVEME) created by Tulane University School of Medicine.13 It is a learner-driven program that emphasizes the
themes of integrity, communication, teamwork, leadership,
and service.
As financial constraints worsen throughout the field of
medicine and alter the nature of the traditional doctor–patient relationship, many authors have questioned the ability
of physicians to maintain the lofty standards for professionalism that are being created through such initiatives.14–17
However, in an effort to emphasize professional behavior in
medical education and to assure professional behavior at the
completion of training, rating scales have been created to
assess residents’ professionalism18; systems created that encourage the reporting of unethical and unprofessional behavior19,20; and strategies developed for increased self-awareness.21
In this article we describe a curriculum for introducing
the principles of professionalism into a pediatrics residency
that may serve as a model for other programs, and discuss
options for evaluating a professionalism curriculum.
OUR PROFESSIONALISM CURRICULUM
The Setting: an Interns’ Retreat
Every fall for the last 25 years, the pediatrics residency program at the University of Washington and the Children’s
Hospital and Regional Medical Center (CHRMC) has sponsored an annual five-day retreat for interns. While the retreat
has several goals, throughout the week there is an emphasis
on those attributes and behaviors that contribute to the development of professionalism in medicine.22,23 There are 11
sessions during the retreat that provide the basis for this
curriculum (Chart 1). The sessions address key professional
issues, such as managing ethical dilemmas, evaluating and
responding to child abuse, being advocates for the health of
children within a specified population, and preparing oneself
emotionally for the impact of working with dying patients.

TO

RESIDENTS,

CONTINUED

Empathy, open communication, respect, and collaboration
are emphasized throughout these sessions. Residents are
given many opportunities to explore their own biases, reactions, and values within the context of common residents’
experiences and challenges. The retreat offers several approaches to foster learning and growing—from the use of
videos to discussion and experiential exercises to readers’
theater (described below) and more.
Below we describe how individual sessions of the retreat
focus on the key components of professionalism as listed by
the American Academy of Pediatrics, stated earlier: honesty/
integrity, reliability/responsibility, respect for others, compassion/empathy, self-improvement, self-awareness/knowledge of limits, communication/collaboration, and altruism/
advocacy (List 1). To help the reader, sessions are described
under the headings as listed by the American Academy of
Pediatrics above. In actuality, these sessions are dispersed
throughout the intern retreat week as shown in Chart 1 and
are not presented at the retreat in the order shown in the
paper and in List 1.
The Eight Components
Honesty/integrity and reliability/responsibility. The session entitled Ethics (see Chart 1, Friday schedule) is held
with all 24 interns who are participating in the retreat. It
provides an opportunity to reflect on day-to-day issues encountered by residents and the decisions they face that require moral judgments and involve interactions with peers,
families, nursing staff, attending physicians, and others. Examples of topics addressed include being asked to write a
prescription for a colleague for whom one does not have a
typical prescribing relationship; being asked to perform a
procedure that one does not think is necessary; and responding to the situation when a nurse goes over one’s head to a
more senior physician. Residents are asked how they would
deal with each situation, and the session leader facilitates
the discussion using the following four principles of biomedical ethics: respect for autonomy, nonmaleficence, beneficence, and justice.
Smaller discussion groups provide an opportunity to discuss issues relating to honesty, integrity, reliability, and responsibility in a more intimate setting. One or two faculty
members skilled in facilitating small-group discussions lead
each group of eight residents. To help focus the discussions,
the residents are asked to rank their comfort levels with six
uncomfortable situations (see List 2). While all of the situations are intended to provoke anxiety, some residents will
feel more or less prepared to deal with one or more of the
situations than others. The residents discuss why they felt a
particular situation was either more or less uncomfortable,
the issues it raised for them, and the conflicts they felt. The
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Chart 1
2001 Intern Retreat Schedule*

*Topics focusing on professionalism are in bold. The retreat is sponsored by the Department of Pediatrics at the University of Washington and the Children’s Hospital and
Regional Medical Center, both in Seattle, Washington.

exercise also highlights the diversity of values within their
own peer groups. Comments and views of the residents are
not perceived to be ‘‘right’’ or ‘‘wrong,’’ as the goal is to allow
a free-flowing and nonjudgmental conversation among the
residents. The facilitator keeps the conversations focused on
residents’ concerns and encourages involvement of all those
attending the session.
Respect for others and compassion/empathy. To provide
insight into the challenge of working with parents in a va-
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riety of stressful situations, residents watch videotaped scenarios of actors portraying parents interacting with attending
faculty physicians in difficult situations. These ‘‘challenging
interactions’’ include communicating with a parent who is
hostile, dealing with a parent who has endless concerns, delivering bad news, and reporting child abuse. The scenarios
are presented twice, each time with different physician interviewers. The tapes allow the residents to compare approaches and observe effective and ineffective styles. They
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List 1
Evaluation of Professionalism*

Components of Professionalism
1.

Meets
Expectations

Needs
Improvement

Cannot
Assess

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

䡺

Honesty/integrity
Is truthful with patients, peers, and in professional work (e.g., documentation, communication,
presentations, research).

2.

Reliability/responsibility
Is accountable to patients and colleagues. Can be counted on to complete assigned duties and
tasks. Accepts responsibility for errors.

3.

Respectful of others
Talks about and treats all persons with respect and regard for their individual worth and dignity; is
fair and non-discriminatory. Routinely inquires about or expresses awareness of the emotional,
personal, family, and cultural influences on patient well-being and their rights and choices of
medical care; is respectful of other members of the health care team. Maintains confidentiality.

4.

Compassion/empathy
Listens attentively and responds humanely to patient’s and family members’ concerns; provides
appropriate relief of pain, discomfort, anxiety.

5.

Self-improvement
Regularly contributes to patient care or educational conferences with information from current
professional literature; seeks to learn from errors; aspires to excellence through self-evaluation and
acceptance of the critiques of others.

6.

Self-awareness/knowledge of limits
Recognizes need for guidance and supervision when faced with new or complex responsibility; is
insightful of the impact of one’s behavior on others and cognizant of appropriate professional
boundaries.

7.

Communication/collaboration
Works cooperatively and communicates effectively to achieve common patient care and educational
goals of all involved health care providers.

8.

Altruism/advocacy
Adheres to best interest of the patient; puts best interest of the patient above self-interest and the
interest of other parties.

*This list developed by the American Academy of Pediatrics.

shed light on the positive impacts of empathy, active listening, and respecting parental concerns.24
Before viewing the videos the residents are asked as a
group to formulate a specific set of goals and plans for each
interview. It is hoped that developing a process of explicit
goal-setting will allow the interviewing physician to be more
sensitive to process issues and result in improved communication and, therefore, increased satisfaction for both patient and physician. After the tape is shown, residents dis-

cuss whether the goals were met, how the physician
contributed to the rapport that was established, and how
both the parent and physician may have felt at the end of
the interview. Special emphasis is placed on the quality of
the doctor–patient relationship, physician self-awareness,
and the communication process.
‘‘Do You Know What They Said to Me?’’ presented by
The Parent Players, is a dramatic approach to exploring the
parent–physician relationship. It has proven to be an effec-
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List 2
Ranking Uncomfortable Situations*
This exercise is intended to assess how prepared you feel you are to deal with some very challenging situations. Rank these situations in order, from
1 (most uncomfortable) to 6 (most comfortable), so that you have a different number by each situation.
RANK
A.

You are an intern on a very busy ward service. You find that your senior resident and fellow seem to criticize everything that you do.
They have started managing your patients and take over their care without even including you in the discussion of the cases.

B.

Because you are away so much, your partner/spouse develops a close friendship with someone else and you believe that the relationship
is at risk of becoming a romantic one. (If you are not currently in a close relationship with someone, imagine how you would feel if you
were.)

C.

Even though your clinic evaluation and treatment of a mildly ill infant was entirely appropriate, the following day she was found to have
bacterial meningitis. Due to complications, she is predicted to have severe long-term disabilities.

D.

Early in your rotation on hematology-oncology, you develop a close relationship with a 15-year-old boy with cancer. At the end of your
rotation, he begins to talk openly with you about dying and you assure him that you will be there as a support for him whenever needed.
A few days later when you’ve left the rotation, he asks one of the other residents to call you at home and ask you to come in because he
has been told that he will likely not survive the night. You’re not on call and are in route to your three-year-old daughter’s dance recital.

E.

A six-month-old you cared for in the NICU returns from surgery. You learn that during surgery the endotracheal tube had been in the
right main stem bronchus for several hours. You are no longer directly responsible for the infant, but the father continues to talk to you
about his daughter’s progress. The next three weeks are stormy. She contracts respiratory syncytial virus, improves, and then dies
suddenly. The autopsy is unrevealing. The father asks you if anything went wrong.

F.

On your free night off, you have special dinner plans with good friends. During sign-out, one of your patients ‘‘crumps’’ and you don’t
have time to stay and help.

*This exercise is used in the retreat for residents described in this article.

tive catalyst for candid discussion, constructive feedback,
and deepening mutual respect and understanding. The script
was developed by a group of parents of children with special
health needs and is presented, by parents, in a readers’ theater format. In readers’ theater the actors simply sit in chairs
and read their parts. There are no props, no costumes, just
voices.
The content of the play is a composite of real events experienced by families in their interactions with residents and
other physicians. There are three different scenarios, each
presented twice. The first time through each scenario is presented with difficult communication that is testy and defensive. The second time through the same scenario the communication undergoes some subtle and not-so-subtle shifts.
As the narrator says, ‘‘What if all parties listened a little
better and respected each other more?’’ In these second scenarios, the communication is more respectful, productive,
and supportive.
The dialogue that follows the presentation is as important
as, if not more important than, the play itself. Residents
share their reactions, ask questions, discuss their own frus-
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trations, and present situations for feedback. Parents field the
questions based on their personal experiences and give examples of how residents have had positive impacts on their
hospital experiences. Typically, it is a time of honest sharing
that results in a deepening of their appreciation for one another. This section of the retreat concludes with the parents’
continuing their conversations with the residents in smaller
groups over lunch.
The session on talking with teens is facilitated by faculty
from the Division of Adolescent Medicine and the Department of Psychiatry. Residents are provided with scenarios in
which teenagers are presenting complex issues (e.g., pregnancy; parental concern about drug use). The residents take
turns playing the roles of the physician and the patient and
help each other when they get stuck. This session combines
practical tips and supportive guidance from the faculty.
There is active involvement of those who participate in the
role-play as well as those who observe. Issues related to confidentiality are discussed, as well as ways to enhance open
communication with this unique group of patients.
Self-improvement. The session on residents as teachers

ACADEMIC MEDICINE, VOL. 78, NO. 1 / JANUARY 2003

TEACHING PROFESSIONALISM

provides a framework for residents to discuss their role as
teachers of colleagues and medical students. Residents are
encouraged to explore those situations where they are at
their best as teachers and those situations where they find
teaching frustrating and difficult. As one approach to increasing their self-awareness, the group grapples with a roleplaying scenario that presents some of the stereotypic frustrations residents encounter when teaching a medical
student. The follow-up discussion results in concrete strategies for effectively addressing these challenges. Tools and resources are provided to help the residents enhance their
skills as educators.
Self-awareness/knowledge of limits. A session on ethical
issues in neonatology begins with the presentation of a recent clinical situation from the neonatal intensive care unit
with which many but not all of the residents are familiar.
The leaders (neonatologists) simplify the medical facts to the
bare minimum needed to illustrate the ethical challenges.
The presentation is interrupted at points where an ethical
decision is required: Should the distressed fetus at 23 weeks
be delivered by C-section? Should the extremely premature
newborn be resuscitated? Should care be withdrawn upon
the discovery of a severe intracranial hemorrhage or upon
the development of chronic ventilator dependence? Residents are encouraged to ask for clarification of the patient’s
medical situation, family preferences, etc., and to discuss and
debate the ethical issues as well as explore their personal
reactions and perspectives. The case is used to illustrate how
physicians’ decision making can be influenced by their lack
of ability to predict an outcome and how other factors must
influence decision making. The issues of beneficence, nonmaleficence, autonomy, and justice are discussed.
The other discussion group focuses on ‘‘Internship Values.’’ The residents are given a list of value-based statements
(see List 3) and asked to indicate the levels of their agreement or disagreement with the statements. They are told
not to labor over any one statement, but instead to go with
their first reaction. Before breaking into small groups, the
entire group gathers together. The residents are asked to
physically position themselves on a continuum that reflects
their responses to particular questions. In this process, it becomes apparent that there are issues on which there is widespread consistency among the residents, but others on which
there is considerable inconsistency. Differences are honored.
There is no attempt to achieve consensus. The residents
then break up into small groups of about eight per group,
with one or two facilitators to lead a discussion at a deeper
level. This provides residents with the opportunity to think
about what issues are most important to them and provide
a supportive environment to explore them more fully.
Communication/collaboration. The first afternoon of the
retreat is spent outdoors at a local park doing adventure-
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based team building. Through a series of group exercises that
are posed as problems to be solved, residents are encouraged
to reflect on their interaction as members of a team, and on
how the group works together to solve the challenges presented. Retreat faculty believe training that incorporates not
only cognitive but also physical challenges has a strong impact and produces learning insights in a more dynamic fashion than do traditional approaches. These experiences provide an enjoyable and active way to get to know one’s self
and others as well as a way to promote trust and respect
among the group of residents.
Residents face simulated challenges such as evacuating
their group from a earthquake-damaged building that is dripping with downed electrical wires, and rescuing an eagle’s
nest from atop a snag without breaking the eggs (water balloons) inside. There is no one answer to these problems.
However, none of the solutions can be executed without
teamwork and good communication. The key to a successful
training such as this is helping the participants transfer the
learning ‘‘to the real world.’’ While the specific exercises may
be contrived, the specific and individual behaviors manifested in the exercises are as real as they are in any teaming
situation. Residents learn the value and exhilaration of
working together.
Equally non-traditional in its approach to teaching communication and collaboration is the session called ‘‘Advanced Group Dynamics.’’ This session has two specific components: The first is a scavenger hunt and the second, the
assignment of preparing a meal for everyone the last night
of the retreat.
For the scavenger hunt the class is divided into groups of
four. Each group is given clues that take them all over the
city and a disposable camera to capture their discoveries. For
the second assignment, the entire group of residents is given
an appropriate amount of money with instructions to plan,
prepare, and serve dinner for themselves, their spouses, partners, and the faculty. To accomplish this, they engage in
lively debate about the menu and actively work together to
organize the event.
While both of these components of the retreat are lighthearted and fun-spirited, they provide a welcomed balance
to the more serious, intense conversations that fill up the
remainder of the retreat. They are highly valued by the residents and faculty as creative ways to get to know one another better and promote teamwork. They confirm that
‘‘good old-fashioned fun’’ can result in a deeper level of trust
and collaboration.
Altruism/advocacy. For many residents, dealing with the
dying child brings up issues of helplessness and insecurity.
To illustrate a patient’s perspective on death and how physicians are able to help, a video is shown of an adolescent
patient with cystic fibrosis several weeks before his death.
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List 3
Rating Internship Values*
Rate each of the following statements along the continuum from 1 (strongly disagree) to 4 (strongly agree). Go with your ‘‘gut feeling’’; you can
change your mind later. There are no ‘‘right’’ answers.
A.

I am comfortable turning over my inpatient responsibilities to another intern so that I can go to continuity clinic, even if that intern is
really busy.
1-----------2-----------3-----------4

B.

The level of details about patients provided to me during sign-out when I’m on call is usually more than I want to know.
1-----------2-----------3-----------4

C.

My relationship with my partner/spouse is more important than patient care.
1-----------2-----------3-----------4

D.

Crying with a family after the death of their child is unprofessional.
1-----------2-----------3-----------4

E.

If a nurse still disagrees with an intern’s plan for a patient after talking with the intern about it, she should let the senior resident or attending
know of her concerns.
1-----------2-----------3-----------4

F.

When I’m really stressed, I’d like for other interns to reach out to me and help me talk about it.
1-----------2-----------3-----------4

G.

I often think that other interns know a lot more about pediatrics than I do.
1-----------2-----------3-----------4

H.

Female nurses are friendlier with male interns and harbor resentments toward female interns.
1-----------2-----------3-----------4

I.

I’m finding it very difficult to balance my personal life with the demands of residency.
1-----------2-----------3-----------4

J.

Unless a patient’s diagnosis fits the clinical setting perfectly, I am uneasy about stopping my search for alternate diagnoses.
1-----------2-----------3-----------4

K.

One of my role models in medicine is a workaholic.
1-----------2-----------3-----------4

L.

I frequently worry about my patients when I’m off-call and away from the hospital.
1-----------2-----------3-----------4

M.

Moving to Seattle for residency was very disruptive to my support system of family and friends.
1-----------2-----------3-----------4

N.

When I sense tension or conflict with another resident, I usually speak directly with them about it.
1-----------2-----------3-----------4

O.

If asked by a patient’s family to pray with them, I feel uncomfortable.
1-----------2-----------3-----------4

*This exercise is used in the retreat for residents described in this article.
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This session is designed to allow each resident to identify
his or her own level of comfort and discuss how to best care
for the patients and families affected as well as for themselves. A parent whose child has died and the physician who
cared for the child and her family are present for part of this
session. Both share their perspectives in personal and candid
ways. A specialist in death and dying, who is comfortable
with the issues and with supporting differing ways of coping,
facilitates a discussion that explores residents’ concerns and
reactions. Residents reflect on how they can provide care
that is in the best interest of the patient while also dealing
with their own feelings related to death and dying.
Evaluation of the Retreat
To maintain interest and relevancy, the interns evaluate
each session of the retreat each year. The evaluations are
reviewed by the faculty team responsible for the retreat, the
residency program director, and the department chair. These
evaluations have guided the evolution of the intern retreat.
Below are a few excerpts from residents’ comments in recent
years, keyed to the retreat topics or activities.
Parent Players: ‘‘It brings me back to feel those parents’ feelings—feel their fear, discomfort, and frustration.’’ ‘‘They gave
me tremendous insight into how I should speak.’’
Ethical issues in neonatology: ‘‘Interesting ethical discussion.
I would also have liked more guidance on ways to approach
end-of-life discussions.’’
Discussion group: ‘‘Good way to safely discuss our attitudes
and beliefs about work ethic and life priorities.’’

Revisiting the Retreat Topics during the Residency
Following the pediatrics interns’ retreat, many of the retreat’s
topics are revisited in noon conferences throughout their
three-year residency experience. One example is the
monthly ethics discussion that is presented by a member of
the retreat faculty and is designed for pediatrics residents.
These sessions provide residents longitudinal exposure to
ethical dilemmas, and offer opportunity to deepen their selfawareness, enhance their self-understanding, and remember
the critical importance of maintaining professional behavior
and of being committed to the core professional values that
guide their practices.
THOUGHTS

TEACHING AND EVALUATING
PROFESSIONALISM

ON

The sessions described above can be incorporated into a retreat or integrated throughout the year. There are benefits
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and problems with both. Making these sessions mandatory
is important to assure that residents are exposed to this curriculum. The retreat format allows the entire group of interns
to attend and interact during all sessions, something that
would be difficult to attain at several sessions during the year.
Perhaps more important, a retreat facilitates the establishment of a reflective, contemplative environment that is difficult to create in the midst of a busy clinical day. Many of
these issues are difficult to approach in a one-hour conference and require the development of a sense of trust within
the group.
Despite some of the difficulties in implementation, an intermittent format may be a better fit within the constraints
of many programs. If used in an intermittent format, it would
be necessary to provide each session several times during the
year. This would assure that all residents were able to participate in each of the sessions. A sign-in sheet could be
used to record attendance, with attendance at every session
necessary for graduation from the program.
We are currently developing measures to better assess professionalism at our program. A number of options are being
promoted nationally. Jordan Cohen, MD, president of the
AAMC, suggests the use of peer evaluations, where fellow
residents/students measure their colleagues as a supplement
to faculty evaluations.25 Tenets of professionalism can be
added to the evaluation form for residents after each of their
rotations. This would allow residents to address issues related
to professionalism throughout their residency. The American
Academy of Pediatrics has published a one-page evaluation
form for professionalism (List 1). It encompasses the eight
components of professionalism described earlier in this article. Use of this form by programs may be most useful on an
annual or twice-yearly basis, as opposed to a single time at
the completion of residency.
Clearly, professionalism should be taught during medical
school and residency. How to go about this is not as clear.
Wear and Catellani discussed the importance of specific curriculum content and described their vision of professional
understanding beginning with the medical school admission
process.26,27 Markakis et al. reviewed the past ten years of
their primary care internal medicine residency program.
Their program includes communication-skills training, challenging case conferences, home visits with patients, a residents’ support group, and mentoring.28
While there are many opportunities for teaching about
professionalism in residency, in our institution, we present
these sessions during the five-day retreat described earlier, in
a relaxed, nonjudgmental setting where there is time for individual views and opinions to be aired. We prefer a retreat
to an intermittent format to avoid attendance issues, but
more importantly because it enables the full internship group
to participate utilizing a discussion rather than lecture format
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and allows the group to grapple with these issues at a pace
they find comfortable away from the pressures of residency.
Many programs will not have the means to provide a severalday retreat for residents. We believe that programs that are
unable to provide a retreat could present this curriculum, in
part or in its entirety, through intermittent sessions over the
course of a residency. Regardless of its format, continuing to
emphasize professionalism as an integral component of residency training is essential. Developing compelling and relevant approaches that engage the resident in the issue remains a worthy endeavor.
The authors thank all faculty who participated in the intern retreat. They
also thank Gini Scott for her assistance with manuscript preparation.

TO

12.

13.

14.

15.
16.
17.

REFERENCES
1. Cruess RL, Cruess SR, Johnston SE. Renewing professionalism: an opportunity for medicine. Acad Med. 1999;74:878–84.
2. Swick HM, Szenas P, Danoff D, Whitcomb ME. Teaching professionalism in undergraduate medical education. JAMA. 1999;282:830–2.
3. Accreditation Council for Graduate Medical Education. ACGME Pediatrics program requirements, 具http://www.acgme.org/RRC/PedNet㛭
2001典. Accessed 10/1/02. Accreditation Council for Graduate Medical
Education, 2001.
4. Accreditation Council for Graduate Medical Education. ACGME
Common program requirements, 具http://www.acgme.org典. Accessed 10/
01/02. Accreditation Council for Graduate Medical Education, 2001.
5. American Board of Pediatrics. Guidelines for Certification in General
Pediatrics, Verification of Training by Directors of Pediatric Training
Programs. Chapel Hill, NC: American Board of Pediatrics, 2001.
6. Kopelman LM. Values and virtues: how should they be taught? Acad
Med. 1999;74:1307–10.
7. Ludmerer KM. Instilling professionalism in medical education. JAMA.
1999;282:881–2.
8. Wallace AG. Educating tomorrow’s doctors: the thing that really matters is that we care. Acad Med. 1997;72:253–8.
9. Stephenson A, Higgs R, Sugarman J. Teaching professional development in medical schools. Lancet. 2001;357(9259):867–70.
10. Cohen JJ. Leadership for medicine’s promising future. Acad Med. 1998;
73:132–7.
11. The Medical School Objectives’ Writing Group. Learning objectives

34

18.

19.

20.

21.
22.
23.

24.
25.
26.
27.
28.

RESIDENTS,

CONTINUED

for medical student education—guidelines for medical schools: Report
I of the Medical School Objectives Project. Acad Med. 1999;74:
13–8.
The Informatics Panel and the Population Health Perspectives Panel.
Contemporary issues in medicine—medical informatics and population
health: Report II of the Medical School Objectives Project. Acad Med.
1999;74:130–41.
Lazarus CJ, Chauvin SW, Rodenhauser P, Whitlock R. The program
for professional values and ethics in medical education. Teach Learn
Med. 2000;12:208–11.
Frankford DM, Konrad TR. Responsive medical professionalism: integrating education, practice, and community in a market-driven era.
Acad Med. 1998;73:138–45.
Hensel WA, Dickey NW. Teaching professionalism: passing the torch.
Acad Med. 1998;73:865–70.
Relman AS. Education to defend professional values in the new corporate age. Acad Med. 1998;73:1229–33.
Swick HM. Academic medicine must deal with the clash of business
and professional values. Acad Med. 1998;73:751–5.
Arnold EL, Blank LL, Race KE, Cipparrone N. Can professionalism be
measured? The development of a scale for use in the medical environment. Acad Med. 1998;73:1119–21.
Baldwin DC Jr, Daugherty SR, Rowley BD. Unethical and unprofessional conduct observed by residents during their first year of training.
Acad Med. 1998;73:1195–200.
Papadakis MA, Osborn EH, Cooke M, Healy K, and the University of
California, San Francisco School of Medicine Clinical Clerkships Operation Committee. A strategy for the detection and evaluation of unprofessional behavior in medical students. Acad Med. 1999;74:980–90.
Epstein RM. Mindful practice. JAMA. 1999;282:833–9.
Bergman AB, Rothenberg MB, Telzrow RW. A ‘‘retreat’’ for pediatric
interns. Pediatrics. 1979;64:528–32.
Klein EJ, Marcuse EK, Jackson JC, Watkins S, Hudgins L. The pediatric
intern retreat: 20-year evolution of a continuing investment. Acad
Med. 2000;75:853–7.
Kastner LS, Marcuse EK, McGuire TL, Rothenberg MB. A method for
the teaching of interviewing skills. Am J Dis Child. 1985;139:899–902.
Cohen JJ. Measuring professionalism: listening to our students. Acad
Med. 1999;74:1010.
Wear D, Castellani B. The development of professionalism: curriculum
matters. Acad Med. 2000;75:602–11.
Fishbein RH. Professionalism and ‘‘the master clinician’’—an early
learning experience. J Eval Clin Pract. 2000;6:241–3.
Markakis KM, Beckman HB, Suchman AL, Frankel RM. The path to
professionalism: cultivating humanistic values and attitudes in residency training. Acad Med. 2000;75:141–50.

ACADEMIC MEDICINE, VOL. 78, NO. 1 / JANUARY 2003

