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A Strategy for the Detection and Evaluation of
Unprofessional Behavior in Medical Students

The authors describe the first four years (1995-1998) in
which the University of California, San Francisco School
of Medicine operated an evaluation system to monitor
students’ professional behaviors longirudinally through
their clinical rotations. The goals of this system are
help "tum around” students found to have behaved un-
professionally, to demonstrate che priority placed by the
school on the attainment of professional behavior, and o
give the school "musele” to deal with issues of profes-
sionalism. A student whose professional skills are rated
less than solid ac the end of the clerkship receives a
“physicianship report” of unprofessional behavior. If the
student receives such a Teport from wwo or more elerk-
ships, he or she is placed on academic probation that can
lead to dismissal even if passing grades are attained in all
rotations. Counseling services and mentoring by faculey
are provided to such students to improve their profes-
siomal behaviors.

From 1995 to 1998, 19 reports of unprofessional be-
havior on the part of 24 students were submitted to the
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dean's: office; five students received two repores. The
clerkship that submitted the most reports was obstetrics—
gynecology. The most common complaint for the five stu-
dents who received two reports was a poor relationship
with the healch care team. Four of these students had
their difficulties cited in their dean's letters and went on
to residency; the fifth voluntarily withdrew from medical
school.

The authors describe the students' and faculty mem-
bers' respanses to the system, discus lessons learned, dif-
ficulries, and continuing issues, review future plans (e.g.,
the system will be expanded to the firsst two years of
medical school), and reflect on dealing with issues of
professionalism in mediéal school and the imporrance
of a longitudinal {i.e., not course-by-course) approach o
monitoring students’ behaviors. The authors plan o com-
pare the long-range performances of studens idenrified
by the evaluation systcem with those of their classmates.
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ttainment of appropriate professional behavior is
a fundamental component of clinical compe-
tency.! Unprofessional behavior, rather than
problems with clinical skills, is the most com-
mon reason cited by the Medical Board of California for
physicians to receive disciplinary action.? Much has been
“written about how important professionalism is to the field
of medicine and about the need for greater emphasis on the
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professional development of physicians in training. Yet strat-
egies for the evaluation of professionalism in medical stu-
dents have not received the attention that the evaluations
of other aspects of clinical competency, fund of knowledge,
and clinical skills have received.”* There are several possible
explanations for this phenomenon: (1) students in the clin-
ical years are not seen in a continuum by one group of
evaluators’; (2) individual clerkships do not take “ownership”
of the professionalism competency realm; (3) transient in-
teractions with faculty and housestaff are the norm as stu-
dents have several short rotations at several locations®; (4)
evaluation of professionalism is perceived as subjective—
negative evaluations may be particularly likely to result in
grievance procedures and other adversarial student re-
sponses; and (5) strategies to evaluate professional and un-
professional behaviors in medical school are not available.
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DETECTION OF UNPROFESSIONAL BEHAVIOR, CONTINUED

Yet the need for such strategies is sufficiently great that in
1990, the American Board of Internal Medicine established
a project to enhance the evaluation of professionalism as a
“¢omponent of clinical competence and to promote the in-
tegrity of internal medicine.! And at our school, the Uni-
versity of California, San Francisco (UCSF) School of Med-
‘icine, the faculty embarked on a similar road a few years
later, prompted. by concerns about particular students who
were not acting professionally but for whom there was no
formal mechanism in place for professional disqualification.
‘In the rest of this article, we describe the four-year period,
19941998, in which our school developed and began using
an evaluation system to monitor students’ professional be-
haviors:

ORIGIN OF THE SYSTEM

Historically, at our school, if a medical student’s professional
skills had been found to be somewhat lacking but the stu-
dent had received passing grades in all courses and clerk-
ships, he or she had been allowed to graduate, since com-
petencies in interpersonal skills had not been evaluated as
rigorously as more traditional competencies in the areas of
clinical performance and medical knowledge. Each year, the
faculty knew of one or two students with notable deficiencies
in their professional behaviors who nevertheless graduated.

Two events occurred early in the 1990s that propelled the

faculty to begin the creation of the formal evaluation system -

for professionalism described in this article. The first in-
volved a student who passed all his courses, earning honors
in most of them. In January of his fourth year, after he re-
ceived notification that he had received his first choice for
residency in a highly competitive surgical subspecialty, his
performance began to slide. On his required clerkship in
family and community medicine, he came late to clinics, did
not show up at all for some lectures, and asked for numerous
days off. Throughout the spring quarter of the fourth year
he continued to exhibit unprofessional behavior in.courses
that were not in his field. He did not show up for the first
day of a course in problem solving and critical thinking that
met only three times a week but that had required atten-
dance. When he did attend, he contributed nothing to the
discussions, and made it clear to his classmates and the fac-
ulty member that he did not want to be there, and did not
need to be. He failed both this course and the family and
community medicine clerkship. When he was confronted
with these failures, he explained to the associate dean that

he had been distracted by family illnesses and that family -

obligations had made him miss class. Despite counseling
about how he could have asked for help or sought advice,
he was defensive and angry. He blamed the faculty and ad-
ministration for being “cold” and unavailable, and did not
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- accept responsibility for his unprofessional behavior. He was

required to write a paper for the course that he had failed,
and to make up the clerkship in family and community med-
icine. A letter was sent to his residency director and his
future department chair about the student’s poor perfor-
mance at the end of medical school. He received his MD
degree, but his nomination for induction into the Alpha
Omega Alpha medical society was withdrawn.

A second student received low but passable evaluations in
his clerkships. However, there were real concerns about his
ability to interact with patients. The student was also defen-
sive in accepting feedback. The student’s marginal perfor-
mance persisted throughout the academic year without evi-
dence of improvement in physicianship skills. Clerkship
directors felt that even though the student has passed the

Jindividual clerkships, he should not pass the third year of

medical school. The faculty wished for a process to evaluate
students over a continuum, rather than only in the clerk-
ships’ blocks of time. ‘

In response to the realization that there was a need to

develop a process to address the unprofessional behaviors of

such students, a committee of core clerkship directors met

‘between 1994 and 1995. Their goal was to create a profes-

sionalism evaluation system that would give the school the
“muscle” to deal with issues of professionalism. It was the
committee’s intent to create an evaluation process that
would identify and monitor patterns of problematic behav-
ior, as observed throughout the continuum of training, and
not just within each rotation: It was also their intent to
create a process that would identify students who were pass-
ing clerkships based on their knowledge and skills, but who
were identified by evaluators as having deficiencies in the
area of personal attributes and behavior: Most important,
once these students were identified, remediation would be
attempted, but if that failed, the student could be placed on
academic probation and be subject to dismissal even if pass-
ing grades were attained in all clerkships.

DEVELOPMENT OF THE SYSTEM

Most UCSF students take their core clerkships in the third
and fourth years of medical school.* The school of medicine
has had a uniform clerkship evaluation form for all core and
elective clerkships for over ten years. This form, which is
filled out by the clerkship site director, covers three areas:
fund of knowledge, clinical skills, and interpersonal skills. ‘

#The required core clinical rotations for UCSF medical students, and the
number of weeks in each, are family medicine (eight), medicine (eight),
surgery (cight), obstetrics—gynecology (six), pediatrics (six), psychiatry
(six), neurology (four), surgical subspecialties (four), and anesthesia (two).
There is also a subinternship in medicine, lasting four weeks.
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DETECTION OF UNPROFESSIONAL BEHAVIOR, CONTINUED

UCSF SCHOOL OF MEDICINE
PHYSICIANSHIP EVALUATION FORM

Student name (type or print legibly) ' ' Course (Dept. & Course No.)

Site Director ' ; Quarter, Block and Year
Site: Director's Signature ; ' Location

Date this form was discussed with the student

A student with a pattern of the following behavior has not sufficiently demonstrated professional and personal attributes for
meeting the standards of professionalism inherent in being a physician: ‘ ‘

Circle the appropriate category. Comments are required.

1. Unmet professional responsibility: ‘ ‘ :

- a The student needs continual reminders in the fulfillment of responsibilities to patients or to other health care professionals.
b. The student cannot be relied upon to complete tasks. ‘
c. The student misrepresents or falsifies actions and/or information.

2. Lack of effort toward self improvement and adaptability:
a. The student is resistant or defensive in accepting criticism.
b. The student remains unaware of his/her own inadequacies.
c. The student resists considering or making changes.
d. The student does not accept blame for failure, or responsibility for errors.
e. The student is abusive or critical during times of stress. ‘
f. The student demonstrates arrogance. ‘

Diminished relationships with patients and families:

a. The student inadequately establishes. rapport with patients or families.

b. The student is often insensitive to the patients’ or families’ feelings, needs, or wishes. ‘

c. The student uses his/her professional position to engage in romantic or sexual relationships with patients or members of
their families. ‘ : ‘

d. The student lacks empathy. . ‘ ‘

e. The student has inadequate personal commitment to honoring the wishies of the patients.

w
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DETECTION OF UNPROFESSIONAL BEHAVIOR, CONTINUED

4. Diminished relationships with members of the health care team:,
a. The student does not function within a health caré team.
b. The student is insensitive to the needs, feelings, and wishes of the health care team mémbers,

5. Please comment on an appropriate plan of action to pursue when counseling the student.

This section is to be completed by the student.

6. 1 have read this evaluation and discussed it with the clerkship director.

Student signature

7. My comments are: (optional)

Date

Interpersonal skills are described as (1) professional attri-
butes and responsibilities; (2) self-improvement and adapt-
ability; (3) relationships with patients; and (4) interpersonal
relationships with other members of the health care team:.
Students are evaluated on a 1-4 scale of “excellent,” “solid,”
“concern,” or “problem.” From the form's inception, the
clerkship directors had recognized that students who had

marginal professional skills were receiving less than “solid”

grades on the interpersonal skills part of the form, but that
these grades usually had minimal consequences.

This existing evaluation process was the logical place to
begin expanding the evaluation of professionalism. In 1995,
the committee proposed that a student receiving ratings of

“concern” or “problem” in any one of the four categories of .

" interpersonal skills during any of his or her clinical rotations
should be further evaluated for professional behavior. Such
a rating would automatically trigger the submission of the
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newly created Physicianship Evaluation Form (also called “a

- physicianship report”) to the appropriate authority (who, at

that early stage, was still to be determined). The form would
be filled out by the core clerkship or site director. (The most
recent version of: the Physicianship Evaluation Form is pre-
sented in a “box” in this article.) The new form was designed
to expand on the four areas of interpersonal skills in the
clerkship evaluation form. Specific performances and behav-

‘iors were intentionally described negatively, such as “The

student does not accept blame for failure or responsibility for
errors,” rather' than “The student needs to improve in the
area of accepting responsibility for errors,” The language was.
chosen to define the minimum standard of behavior that the
student had not attained. Narrative comments were re-
quired. The clerkship or site director was required to discuss
the evaluation with the student before submission. When
creating the physicianship form, the clerkship directors un-
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DETECTION OF UNPROFESSIONAL BEHAVIOR, CONTINUED

derscored that it would be used only for the few students
who received less than “solid” ratings on the established
clerkship evaluation form.

An explanation of the proposed evaluation system was
posted on the walls of the student lounge to solicit students’
inputs. The students supported the evaluation system, a fac-
tor critical to its adoption. Some students even voiced pride
in their institution for addressing the issue of how to deal
with unprofessional behaviors. The new system gained ap-
proval from the Committee on Curriculum and Educational
Policy (CCEP), which is the school of medicine’s curriculum
governance committee, and from the student—faculty liaison
committee, composed of ‘student representatives from each

class, the faculty, and the associate deans of student and

curricular affairs and admissions. Long before the new sys-
tem, students had repeatedly raised concerns that they did
not receive timely feedback. In an attempt to lessen that
problem, students and faculty agreed that if a physicianship
report is to be submitted, it must be done before the end of
the clerkship involved. ‘

Further input from students and the associate dean con-
tinued to define the process that occurs after a student re-
ceives a physicianship form. Once a form is submitted to the
‘associate dean of students and curricular affairs, she brings
the report to the screening and promotions committee,
which meets quarterly to discuss students’ academic progress.
The committee decides whether the report has merit, and
whether the student should be placed on probation. The
associate. dean then meets with the student to design the
most appropriate method of remediation.

The professionalism evaluation system was re-reviewed by
the student—faculty liaison committee and the faculty in
1996. Students had become concerned that the system had
become arbitrary and unfair. Despite the original intent that
only the clerkship or site directors fill out the form, other
faculty had submitted physicianship reports. In response, the
Physicianship Evaluation Form was redesigned to (1) make
clear that it could be completed by the clerkship or site
director only; (2) provide space for the student’s signature
and comments indicating agreement or disagreement with
the clerkship or site director’s assessment and narrative com-
ments; and (3) document that the student had been coun-
seled by the clerkship or site director. ‘

In addition, the student—faculty liaison committee rec-
ommended a revision of the process so that a student who
felt that he or she was being treated unfairly could go to an
ombudsperson or to the student welfare committee. The fac-
ulty proposed an extension of the deadline for submission of
a physicianship report to beyond the end of the. clerkship,
citing the need for more time to gather individual faculty

members’. and residents’. assessments of students. Students -

and faculty agreed to a deadline extension of ‘two weeks.
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Extension of the ‘deadline into ‘the subsequent academic
block, rather than two weeks after the end of the clerkship,
obviates ‘difficulties of physicianship form submission that
would occur if there were holiday breaks between clerkships.
The faculty rejected the students’ suggestion that the asso-
ciate dean of student and curricular affairs (who wrote the
dean’s letters for application to residency programs) not be
notified until the second réport, asserting that the school
had a duty to oversee student performance. The faculty did
agree that a student who received only one physicianship
report would not have the report placed in his or her file,
‘or mentioned in the dean’s letter of recommendation for
residency. However, if two or more: clerkships ‘submitted a
physicianship report, the student would be placed on aca-
demic probation and would be eligible for academic dismissal
from the school of medicine. On receipt of the second re-
port, the student could ‘be referred to the academic standards
committee for review of the alleged deficiencies. In addition,
the associate dean was required to describe the physicianship
problem and the results of remediation in the letter of rec-
ommendation for resndency

PROFESSIONALISM CURRICULUM

The concept of professionalism is introduced and emphasized

from the first days of medical school at UCSF with the
White Coat Ceremony, where each beginning medical stu-
dent receives a white coat while being reminded of physi-
cians’ unique responsibility to patients and of the social con-
tracts that the student is making. This ceremony is a revision

of one initiated at the College of Physicians and Surgeons.

" at Columbia Umversnty Further emphasis on professionalism
and its assessment occurs primarily through Foundations of
Patient Care, a six-quarter course in doctoring skills and in
the social and ethical context of medical care, which is given
in the first year and is required of all medical students. Under
close observation, students learn in collaborative small
groups and in clinical preceptorships. The evaluation of stu-

“dents’ performances in both. clinical and small-group séttings
emphasizes critical attributes of a developing physician. In
the clinical preceptorship, six attributes are assessed' every
quarter, in addition to the objectives specific to that quarter.
These “constants” are: (1) reliability and responsibility; (2)
rapport with, and respect for, patients and families; (3) -re-
lations with preceptor and office staff; (4) motivation and
maturity; (5) flexibility; and (6) initiative and self-directed
learning. In small-group work, in addition to each quarter’s
content objectives, students are assessed with respect to
three general behaviors, (1) participation; (2) preparation,
and (3) self-directed learning, and four communication
skills, (4) listening; (5) contributing constructively; (6) giv-
ing and receiving feedback; and (7) respectful engagement
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