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Evaluating your professionalism 

Burr SA, Neve H & Leung YL 

What does being professional look like?  Does professionalism mean that you do the ‘rightcorrect’ 

thing, even when no-one is looking?  How do you evaluate your professionalism knowledge, values 

and behaviour?  How do you ensure you have the confidence to identify and address 

underperformance in professionalism?  How do you ensure you are capable and can transfer your 

professionalism to different circumstances? 

HOW PROFESSIONALISM CHANGES 

The term 'professional' derives from the notion of an occupation or vocation that one ‘professes’ to 

be capable in as well as “a vocation with a body of knowledge and skills (expertise) put into service 

for the good of others; the welfare of society”, but has also become associated with meeting the 

standards required of a statutory regulatory body. There are numerous definitions of 

professionalism, reflecting its multidimensional and complex nature.  It has been What constitutes 

professional competence has been explicitly defined relatively recently as “the habitual and 

judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and 

reflection in daily practice for the benefit of the individual and community being served.” (Epstein & 

Hundert, 2002).  However, hiding behind the label “I’m just a professional doing a job” is itself 

unprofessional.  Increasingly professionalism is associated with individual’s evolving ‘professional 

identity’, the beliefs and values that underpin how individuals define and view themselves as a 

professional (Cruess et al, 2015).  However Furthermore, professionalism has also been described as 

a continuum, extending beyond the individual to include interpersonal and societal elements, 

including interactions with others, social responsibility and morality (Hodges et al 2010). It can also 

include a requirement to work collectively as a profession to debate, establish and enforce 

standards (Wynia et al 2014).   

What is clear is that you cannot describe yourself as being professional, as that is determined by the 

perceptions that others have of you (Maister, 2000).  Thus hiding behind the label “I’m just a 

professional doing a job” is itself unprofessional.  It is not professional to hide behind a claim of 

being a professional in order to excuse an inappropriate action or inaction.  The quintessential 

professional used to be a white man in a suit and tie, with a congenial smile and an authoritarian 

paternalistic style.  Clearly the concept of what qualifies has changed, and is determined by norms 

which change over time (Hilton & Southgate, 2007; van Mook et al 2009a )Wynia et al., 2014).  

Within clinical practice there has been a shift from paternalism to co-construction: through 

psychological, social, cultural, and political processes.  Being professional is not the job you do or 

what you look like, it’s how you do the job and how you are perceived by others. Furthermore what, 

and the behaviour that is required of you can be expected to change.  Being Pprofessional behaviour 

does not depend on being a qualified member of a regulated profession (although retaining 

professional registration does depend on being professionalbehaviour).  Indeed people don’t not 

need to belong to an established profession to hold professional values and have a professional 
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work ethic.  Thus within medicine it is not enough to be qualified, registered and keep up-to-date 

with General Medical Council guidelines (General Medical Council, 2013); it is also important to 

continuously develop your own professional identity andby ensureing that your practice complies 

with the expectations of others. 

PROFESSIONAL ATTRIBUTES 

When observing others do you recognise professionalism behaviour when you see it?  Is it easier to 

recognise unprofessional behaviour?  People expect a professional to act as their advocate.  They 

need to know that you share the same goals, care about what is important to them, and will always 

strive to serve their best interests - to the best of your ability - whatever the circumstances.  Thus 

doing the correct ‘right’ thing is about being considerate of others. 

There are many lists of qualities associated with being professional (Wynia et al., 2014; Table 1).  Key 

attributes which feature include: exhibiting ethical principles, integrity, being reliable and 

responsive.  It is essential to have effective interactions with staff and patients, and with any other 

people who are important to patients.  It is also necessary to demonstrate insight into your own 

health (Wilkinson et al., 2009) and self-regulate your availability to others whenever your ability to 

take professional responsibility may be compromised.  To maximise success you need to reflect on 

practice and be committed to improvement of competence in yourself, others, and systems. 

Table 1. Qualities associated with professionalism 

 Considerate of others and assertively manages risk to act in their best interests 

 AppropriateConsistent ethical conduct in different situations 

 Interacts and engages effectively with colleagues, patients and otherseffectively with others; 

being engaged, with appropriate etiquette 

 Honest, trustworthy and keeps their word; being dependable 

 Does not use good behaviour to justify bad behaviour 

 Has insight into their own health and can appropriately regulate their availability to others 

 Mindful, emotionally controlled and resilient 

 Reflects on practice, acts on constructive criticism, and committed to autonomous 

improvement 

 Ability to work with uncertainty and complexity and adapt their professionalism as needed 

AIMS OF PROFESSIONALISM 

Firstly, there is a need to ensure minimum standards for registration and revalidation (General 

Medical Council, 2012).  Secondly, assessment of professionalism is important professionalism needs 

measuring in order to identify gaps and lapses, and direct to remediation as appropriate.  Finally, 

assessment measurement is also necessary to promote high standards and facilitate development.  

Assessment or ‘meMeasurement is difficult primarily because of the different elements of 



 

 

professionalism, the different methods required, and the consequent tension between identifying 

minimum competence (to ensure safety), promoting high levels of capability (Neve & Hanks, in 

press) and ranking (to encourage development; Archer et al., 2015). 

HOW CAN PROFESSIONALISM BE MEASURED? 

With a wide variety of key attributes, it is clear that multiple methods of measurement are required 

(Hawkins et al., 2009; Hodges et al., 2010; Lockyer, 2013).  Each attribute needs clear criteria for 

making judgements at the boundaries of unsatisfactory and excellent performance.  If gradations or 

degrees of transgression can be identified then the attribute can be measured on a scale and 

benchmarked.  High and low standards need to be qualified, with descriptive criteria to aid 

judgements.  Furthermore events need to be triangulated (i.e. transgressions corroborated by 

multiple sources or independent incidents)triangulation of events, and have the scope to 

accumulate over time, asto provide evidence relevant to practice (van Mook et al., 2009a-g).  Each 

event should have an associated record of its magnitude and frequency; supported by the 

individual’s rationale for their action(s), along with the total volume of uneventful equivalent 

professional interactions.  This enables the number of transgressions to be expressed against the 

number of opportunities within a similar context when such a transgression could have occurred but 

didn’t (e.g. 3 formal complaints of being rude in an outpatient clinic from 3 separate patients spread 

over 6 years against a background of 9000 outpatient appointments over that period without any 

other problem on record). The incidence of adverse events enables comparison with professional 

norms, but records of good behaviour should not be used to negate or justify bad behaviour.  There 

must be transparent links to 'Fitness to Practice' procedures as appropriate (General Medical 

Council, 2014).  Measurement should be 'unscheduled' as well as 'scheduled', with a formative 

opportunity before the first summative measurement, be it by staff in different categories, peers 

and self, as well as senior staff and patients (Ginsberg et al., 2000), and above all be longitudinal 

(Goldie, 2013). 

Professionalism is very hard to assess well, particularly in complex real world settings, and there is 

no gold standard.   There is evidence for dozens of different tools which can be used to assess 

professionalism (Wilkinson et al., 2009).  Most tools rely on observable behaviours (Rodriguez et al., 

2012), and it has long been recognised that there is not much evidence supporting their 

interpretation (Ginsberg et al., 2004; Lynch et al., 2004), although a framework has more recently 

been developed to establish validity (Holtman, 2008; Clauser et al., 2012).  Values and behaviour 

differentiate between thinking and doing; and values can be mimicked by changing behaviour to 

conform to expected norms.  Often there is only evidence of transgression in the form of a 

subjective view from a single individual, lacking independent corroboration.  Integrating 

professionalism with measures of other aspects of practice provides a more holistic assessment, but 

single incidents can then influence multiple decisions about an individual’s wider performance (i.e. 

risking double jeopardy).  Particular aspects which are of repeated concern are failure to accept 

constructive criticism and unreliable attendance (Papadakis et al., 2005), suggesting a lack of 

ownership and insight into their problem. 

Assessing professionalism implies quantification.  Yet reducing professionalism to numbers may not 

reflect “the richness of real-life clinical medicine” and such assessments risk being invalid (Amin, 

2012).  Assessors should be well trained but may need some freedom to use their judgment where 



 

 

assessing hard to define behaviours.  If professionalism is quantified then it will result in the ranking 

of individuals; this promotes competition whichand could undermine teamwork.  One way of To 

overcominge this would be to, staff could  assess the performance of a team as a whole.  This would 

reflect the real world where the quality of care is often more dependent on a team than on an 

individual. As part of this staff could rate how each member (including themselves) hasthe 

contributed to the teamion of each member in their team (including themselves) to facilitating the 

professional performance of their team as a whole.  In order to maximise the success of one’s 

individual contribution within a multi-disciplinary team it is therefore important to know not only 

the professional governance arrangements of the relevant allied professions but also their skills, 

experience and expectations. 

 CAN PROFESSIONALISM BE TAUGHT AND LEARNT? 

Are bad people born bad?  Will bad people will always be bad?  Do prospective professionals all 

begin their training with the same level of professionalism?  If the answer to these questions is no, 

then clearly professionalism is not innate but a product of experiential conditioning.  Different 

backgrounds and ethnographic norms give rise to different starting points.  As such, deficits can be 

identified and improved upon. 

HOW CAN PROFESSIONALISM BE IMPROVED? 

Strategies to improve professionalism require knowledge of expected behavioural professional 

norms, along with explanation to convey understanding of the reasons for the requirements so as to 

improve engagement (e.g. relating to boundaries between personal and professional life; Lapid et 

al., 2009 and formal versus informal encounters; Monrouxe & Rees, 2012).  Exposure to role models, 

360 degree feedback, and significant formative experiences can be transformational (Pearson & 

Hoagland, 2010; Stupans et al., 2011; Wilson et al., 2013), particularly where opportunities are 

provided to promote reflection on these (Mann 2009).  Reflective practice, alone and in groups, 

should be encouraged and can be improved through providing facilitation and feedback on an 

individual basis (Camp et al., 2010), and facilitating group review of dilemmas (Bernabeo et al., 

2013).  Poorer reflective practice correlates with poorer peer ratings (Wittich et al., 2013).  BeingIt is 

important to be non-judgementally receptive to feedback is in itself an element of professionalism; 

learning from the perceptions of others is an important way of to increasinge what we know about 

ourselves by learning from the perceptions of others (Luft & Ingham, 1955).  Core values cannot’t 

easily be changed without providing exposureexperiences to develop sympathy &and where 

reasonable empathy (Table 2).  Exposure to transformational experiences (e.g. altruism, birth, death, 

deprivation, discrimination, pain, success/failure, mistakes, stoicism, revelatory feedback) can occur 

in different combinations, orders, magnitudes, time intervals and states of receptiveness; and thus 

may have different impacts and be assimilated into values to varying degrees.  Motivation to 

develop can also be provided by monitoring (General Medical Council, 2012) and knowledge of the 

regulatory ‘Fitness to Practice’ sanctions (General Medical Council, 2015).  However it is important 

not to rely on the threat of punishment to ensure conformity, but to use praise more than penalties 

wherever possible to encourage development (O’Sullivan et al., 2012). 

Table 2. Experiences which could transform core values and differences in their context 

Transformational experiences 



 

 

 Altruism 

 Birth 

 Death 

 Deprivation 

 Discrimination 

 Pain 

 Success/failure 

 Mistakes 

 Stoicism 

 Revelatory feedback 
 

Reasons for different impacts and degrees of assimilation 

 Number of occurrences 

 Combination of experiences 

 Order of exposures 

 Magnitudes 

 Time intervals 

 States of receptiveness 
 

FACTORS AFFECTING PROFESSIONALISM JUDGEMENTS 

We all undertake different journeys of professionalism from novice, through competency and 

proficiency, to expert (Dreyfus, 2004).  Professionalism excellence depends more on flexibility, 

motivation and social competence than technical expertise (Lindberg & Rantatalo, 2014).  

Professional capability ensures the transfer and integration of appropriate behaviours between 

different settings.  To assess this there needs to be empathy for the context, conflicting demands 

and stressors (Ginsberg et al., 2000; Holtman, 2008).  The appropriateness of any given professional 

decision and action will depend on the circumstances of all concerned.  There may be associated 

mitigating factors which require discretion to determine whether an incident is an isolated lapse or a 

pattern of persistent misconduct which brings the profession into disrepute.  Training of assessors is 

vital. To ensure that longitudinal records are unbiasedrepresentative of behaviour it is important to 

ensure wherever possible that knowledge of existing transgressions does not influence the reporting 

of new events.  Different perspectives (e.g. peers and other grades of own profession, individuals 

from other professional and staff groups, patients and other members of the public) can also be 

useful in determining the significance of events.  IndividualsOther individuals may have differentan 

opinions on the appropriatenesscorrectness of a particular behaviourbehavior; their particular 

perspective may be influenced by, but from their own perspective, with status, stakes, support 

availability, time-pressures and ethnographies which differ for them. 

Principles common to other regulated professions include etiquette, safety, reliability, engagement, 

self-improvement and risk management, for example by pilots (Birden et al., 2013) and the police 

(College of Policing, 2014).  Successful risk taking needs to be identified and shared (College of 

Policing, 2013).  When managing uncertainty, excessive penalisation of mistakes leads to risk 

aversion and delayed action as the default decision.  Hesitation is associated with its own dangers.   

Nevertheless it is important not to trust your intuition unconditionally (Kahneman, 2011).  Intuition 

can be accentuated by emotions (Leffel et al., 2015), and this should be reflected upon.  It is 

important to recognise gut feelings, and challenge yourself to think critically about why you might be 



 

 

experiencing them.  Always try to be mindful of your own unconscious confirmation bias, and look 

for objective evidence on which to base decisions (Leung et al., 2011).  To overcome inertia it is 

necessary to decide what action to take based on the evidence available in that moment, in order to 

protect and help others, without being influenced by personal self-interest. 

KEY POINTS 

 Professionalism is a norm referenced construct, which changes over time and context 

 Doing the correct right thing is about being considerate of others 

 Evaluation requires triangulation from multiple sources at multiple times 

 Misconduct depends on magnitude, frequency and volume; as perceived by others 

 Deficits can be identified and improved upon 

 Changing values depends on receptiveness to transformational experiences 

 Behaviour can be influenced by context and perceived risks 

 It is vital to promote high standards of professionalism, not just ensure minimum standards  

 It is important to remain calm, consistent and act on evidence 
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