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Professionalism: Good for Patients and Health
Care Organizations

SPECIAL ARTICLE

Michael D. Brennan, MD, FRCPI, and Verna Monson, PhD

Abstract

Professionalism is an indispensable element in the compact between the medical profession and society
that is based on trust and putting the needs of patients above all other considerations. The resurgence of
interest in professionalism dates back to the 1980s when health maintenance organizations were formed
and proprietary influences in health care increased. Since then, a rich and comprehensive literature has
emerged in defining professionalism, including desirable individual attributes and behaviors and how they
may be taught, promoted, and assessed. More recently, scholarship has shifted from individual to orga-
nizational professionalism. This literature addresses the role that health care organizations can play to
establish environments that are conducive to the consistent expression of professionalism by individuals
and health care teams. We reviewed interdisciplinary empirical studies from health care effectiveness and
outcomes, organizational sciences, positive psychology, and social psychology, finding evidence that
organizational and individual professionalism is associated with a wide range of benefits to patients and
the organization. We identify actionable organizational strategies and approaches that, if adopted, can
foster and promote combined organizational and individual professionalism. In doing so, trust in the
medical profession and its institutions can be enhanced, which in turn will reconfirm a commitment to the
social compact.
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" he medical profession enjoys certain
rights and privileges that are granted
& by society and its representatives and
agencies.! Included are a degree of self-
regulation, oversight of medical education,
the disciplining of errant physicians, and the
attainment and maintenance of certification.
In return, the profession is expected to
respond by placing the needs of patients and
society ahead of all other considerations. The
compact thus formed is nurtured by the
consistent expression of professionalism re-
sponsibilities by individuals, health care orga-
nizations, and learned societies. Threats to the
compact resulted in alarm bells being sounded
in the early 1980s, a time of rapid expansion of
health maintenance organizations, other for-
profit entities, and increasing proprietary in-
fluences in health care. The editorial pages of
prestigious journals shone a light on the dan-
gers associated with entrepreneurialism in
medicine.>” A call to action around traditional
professionalism values served to constrain the
pure business model of medical care delivery
and what Amold Relman famously referred
to as the “medical-industrial complex.”* The

movement was given further impetus by the
identification of professionalism as a core
competency” and by the ground-breaking
“physician charter.”® The movement pro-
ceeded through discovery and definition of
professionalism followed by assessment and
institutionalization of standard requirements
in measuring and teaching professionalism.”*
These phases of the professionalism movement
focused mostly on individual professionalism
responsibilities rather than on the expectations
for health care organizations. A broader role
for professionalism was proposed that would
serve to balance regulatory, oversight, and
business influences in what was termed the
“third logic.”'*

More recently, greater attention has been
paid to the roles and responsibilities of health
care organizations in shaping practice, educa-
tion, and research environments that promote
professionalism. The importance of shaping
organizational strategies around values and
strong interpersonal relationships, reinforced
by the alignment of systems and structures,
has been emphasized.'> Relevant competencies
of organizational professionalism derived from
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PROFESSIONALISM IS AN INDISPENSABLE ELEMENT

ethical values that align corporate decisions and
behaviors with their stated mission and vision
have been outlined.'* Strategies to combine in-
dividual and organizational approaches through
a dynamic and system approach have also been
advocated.'?

But it might be asked whether health care or-
ganizations can achieve such ideal environments
at a time of spiraling costs and budgetary con-
straints. We have reviewed empirical evidence
in support of the hypothesis that investment in
organizational professionalism results in a num-
ber of benefits that include the following:

1. Increased patient and community trust in
the organization;

2. Improved patient safety, satisfaction, and
overall health outcomes;

3. Improved organizational performance and
reputation,

4. Heightened sense of meaning and purpose
that translates into greater staff morale,
well-being, engagement, retention, and
overall productivity; and

5. Formative learning environments condu-
cive to continuous improvement.

ORGANIZATIONAL PROFESSIONALISM:
BACKGROUND AND OUTCOMES

Professionalism and Trust

Trust is an essential social nutrient for optimal hu-
man flourishing within organizations and is the
foundation for social harmony and commerce
itis included in many accepted definitions of pro—
fessionalism.*” Trust is also a collective social phe-
nomenon reflected in the organization’s culture;
trust influences the extent to which individuals
freely identify with the organization’s values and
commitments, a requisite of organizational pro-
fessionalism'® and an indispensable feature of
the doctor-patient relationship."® The consistent
expression of the attributes and behaviors of pro-
fessionalism, including altruism, excellence, skill-
fulness, dutifulness, and accountability, generates
and sustains patient trust.”® Patients with high
trust in their physician are more likely to seek
care, do so in a timely manner, are more willing
to share highly personal and confidential informa-
tion, adhere more to treatment recommenda-
tions, and retwrn when needed for follow-up
care?’; all these are important determinants of
health care outcomes in which regulators and

third-party purchasers of care increasingly grade
both the individual physician and their organiza-
tions.?2%> Patient loyalty is also enhanced and,
with it, the reputation of the organization, driving
ongoing support through  word-of-mouth
referrals.*’

Annual Gallup poll surveys confirm that
trust in individual physicians by the public re-
mains relatively high in contrast to the consis-
tently low ratings of health maintenance
organization managers.”? But trust enjoyed by
physicians can erode in conditions in which
the physician’s values, priorities, or norms con-
flict with those of the health care team or organi-
zation.'® With an increasing percentage of
physicians joining for—proﬁt groups, this is of
contemporary relevance.”” Concerns have been
raised that profit incentives might be at odds
with  professionalism commitments, thus
compromising the desire of individual physi-
cians to serve as patient advocates. In the
following sections, we discuss beneficial out-
comes of high-trust cultures to the organization,
individual physicians, and patients. We then
discuss specific interventions proven effective
in other industries, around the notion of shared
values and norms based on trust. Our objective
is to provide an evidence-based case for why
developing a strong culture for organizational
professionalism nurtured by trust promotes
organizational and individual resilience. 26

Patient Safety and Quality of Care

The aviation industry offers the most dramatic
example of the benefits derived from cultures
in which trust and organizational professional-
ism values thrive. As with health care, aviation
is highly dependent on the coordination of spe-
cialists on a team. Investigation of the causes of
airline accidents identified flawed communica-
tion resulting in poor coordination in decision
making between crew members in the cockpit
as a common denominator.”” This denomina-
tor could frequently be traced to a lack of asser-
tiveness in confronting members of a higher
organizational rank or where lack of respect
and mutual support dominated the work envi-
ronment. After the introduction of mandatory
team training programs that addressed these is-
sues in the late 1980s, the risk of a passenger
dying as the result of error in coordination
among crew members was reduced by 60%. 7
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The relevance of this literature to medicine
is illustrated by a much-cited study by the
Institute of Medicine, in which medical errors
were found to result in 98,000 deaths annually
and that those errors could have been pre-
vented through better coordination and
communication.”® The Joint Commission
analysis of hospital sentinel events pointed to
flawed communication as a frequent contribu-
tory factor and prompted an advisory about
the importance of teamwork and communica-
tion.* Shifting the delivery of health care ser-
vices from an individual to a team-based
model has been found to increase efficiency
and patient and staft satisfaction, improve in-
ternal communication, and improve quality
of care, outcomes, and brand loyalty while
reducing costs, medical errors, and malprac-
tice claims.*%*!

Recent studies examining factors associated
with superior outcomes of acute myocardial
infarction found that teamwork and communica-
tion are key characteristics of high-performing
hospitals.** Such organizations were noted to
have a strong sense of shared values, effective
communication and coordination, an attitude
of embracing ongoing leamning and problem-
solving (as opposed to blame or punishment),
and adequate funding and support by senior
managers.

Litigation

Characteristics of communication between the
patient and the physician in low-trust organiza-
tions include abrasive tone of voice or nonverbal
cues that signal dominance and authority and are
associated with an increased likelihood of
malpractice claims and litigation.*® Higher social
dominance hampers the patient-physician rela-
tionship around care decisions. There is a
reduced risk of malpractice claims when physi-
clans spent more time with each patient (an
average of 3 minutes longer) orienting them to
what would occur during the visit, used more
active listening, and were more likely to use hu-
mor.>* These examples are characteristic of
patient-centered communication, in which the
power distance between the physician and the
patient is reduced. The favorable effect of team-
based care on malpractice claims has already
been cited.*® Greater accountability and transpar-
ency in the disclosure of medical errors has
occurred in recent years, which engenders trust

MAYO CLINIC PROCEEDINGS

and is interpreted as an expression of patient
advocacy. Organizations that have adopted these
approaches report a substantial reduction in the
rates of new liability claims and costs.*

Physician Recruitment and Retention

The Association of American Medical Colleges
predicts an overall shortage of 130,000 active
care physicians by 2025.°° With estimates
that 1 in 3 medical school faculty is 55 years
old and nearing retirement, the number of va-
cancies is predicted to increase over time and
shortages are anticipated.”’ Many younger ac-
ademic medical center faculty members have
quite different career expectations related to
work-life balance than do more senior col-
leagues.”® Physician shortages may be further
exacerbated by budget constraints, early retire-
ments, and the anticipated influx of newly
insured patients as a result of the 2010 Afford-
able Care Act.

Increased competition for talent requires
health care organizations to have an integrated
approach that focuses on employee engagement
and well-being to improve retention. Research
finds that the cost of replacing a physician
ranges from $115,000 to $587,000,% and it
is estimated that a minimum of 10 years is
needed to recover the cost of recruiting a physi-
cian.*® A recent study shed light on cultural at-
tributes that are predictive of faculty intentions
to leave. " Prominent among them is the sense
that their personal values were at variance with
those of the organization, which may lead to
feelings of “isolation and invisibility.”*'

Organizations that strategically cultivate an
organizational culture based on respect, trust,
inclusion, and mentoring in career and leader-
ship development are more likely to retain
talent. Because attrition rates are higher among
early career women and minority academic
physicians, a focus on strategic recruitment
and retention can result in greater diversity
within the organization.”” This diversity can
be highly beneficial to organizational perfor-
mance, as companies with greater gender di-
versity in leadership have improved financial
performance.*?

Well-Being and Professionalism

Physician well-being is essential to their expres-
sion of their professionalism and capacity to pro-
vide compassionate and effective patient care,*?

Mayo Clin Proc. # May 2014,89(5):644-652 & hitp://di.doiorg/10.1018/ . mayocp 2014.01.011
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Well-being is not simply contentedness, com-
placency, or passivity, but rather the emotions
most prevalent in high-performing organiza-
tions are joy, interest, and caring.44 In positive
psychology, well-being implies an individual’s
capacity to find meaning and purpose in work
and life and achieving a sense of thriving; thus,
well-being is more than the absence of discom-
fort or suffering™ Well-being is shaped by
both personal- and environment-level character-
istics. Individual-level factors include personal-
ity traits or temperament, self-efficacy, ability
to cope with stress, and general mental and
physical health. Environment-level factors
include organizational culture and societal sys-
terns of health care. Well-being can be enhanced
through training in mindfulness, effective team
skills, and fostering a culture of respect and
Caring.46‘47

Burnout, the antithesis of individual well-
being, involves a dampening of emotions such
as empathy and compassion, also called
compassion fatigue.*** A recent large-scale
study found that 1 in 2 physicians reported
symptoms of burnout, which exceeds all other
allied health professionals in the United States.
In a large study that compared physicians with
professionals from other fields, 38% of physi-
cians reported symptoms of burnout compared
with 28% of nonphysicians.™

The issue of physician burnout and its
adverse effect on patient care prompted the Joint
Commission to require health care organizations
to address physician well-being in programs and
policies.* Three psychological needs are neces-
sary: (1) autonomy, or feeling that what one is
doing is freely chosen and consistent with core
values; (2) competence, or [eeling that one is
capable of the work one is performing and has
adequate resources; and (3) relatedness, or
feeling valued and appreciated.”® Three types
of environmental factors can reduce physician
well-being: (1) the nature of the physician’s
role, front and center in the human drama of pa-
tient illness or death, family distress, adverse
outcomes, or medical errors that may or may
not result in litigation; (2) policies that mandate
increased workload to a degree that frustrates
and compromises physician advocacy of pa-
tients; and (3) an organizational culture in which
disrespect, intimidation, and incivility prevail.”

Research on group dynamics and team-
work establishes that high-performing teams

generate the positive emotions associated with
well-being.>® This finding facilitates the devel-
opment of strong social bonds that can buffer
against stress, fatigue, or burnout.** People
who have their basic needs met will be more
engaged, both cognitively and emotionally.”

A survey of managers found that 13% of
their time is spent resolving conflicts arising
from rude or uncivil behavior, the equivalent
of more than 6 weeks per year.”® In health
care settings, a climate in which incivility,
rudeness, and intimidation are permitted
compromises patient safety.*” Professionalism
and well-being are threatened by a pattern of
insidious behaviors that signal a lack of respect
for others and referred to as incivility in orga-
nizational psychology.’® Incivility includes
rudeness, overt intimidation, aggression, or
humiliation; disruption; and uncooperative
or passive-aggressive behavior.”* More subtle
forms of incivility are less apparent to all
except those immediately affected and are all
too common.’® A survey by the Institute for
Safe Medical Practices (2004) found that
40% of pharmacists had experienced intimi-
dation by prescribers, which kept them from
contacting the prescribers to clarify medica-
tion orders. Intimidation is conveyed both
verbally with condescending language and
nonverbally by showing impatience through
tone of voice or body language.”” In a study
of a state licensing and supervision board,
roughly one-half of the patient complaints
stemmed from rude behavior by the physician
or employees. The cost of settling these dis-
putes cann exceed those from malpractice
lawsuits.*®

In contrast, a culture of respect increases
patient safety, reduces medical errors, and re-
duces the incidence of sentinel events in hos-
pital care. The necessity of modeling respect
and holding all members of the health care
team accountable is clear.””

Staff Engagement and Productivity

Recent studies find a strong causal link between
levels of employee engagement, business out-
comes, and profitability; the cost of lost pro-
ductivity in the United States stemming from
a lack of employee engagement has been esti-
mated at $350 billion annually.>” Engaged em-
ployees are less likely to use sick time, have a
stronger commitment to their employers, are
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less likely to leave the organization, and are
more willing to expend discretionary effort. Or-
ganizations with high levels of employee
engagement have reduced error rate, better
quality, higher sales and profits, greater levels
of customer satisfaction, and greater rates of
business growth.”® Organizations with highly

-engaged employees boast 4 times the earmnings

per share than those of companies with less
engaged workers.>"> An organizational culture
that is thriving is a valuable intangible asset that
represents 65% to 85% of the company’s stock
price.26

Organizational environments that promote
professionalism can enhance employee engage-
ment® and are characterized by (1) job role
clarity, (2) feeling appreciated and valued, (3)
having positive relationships with coworkers
or colleagues, and (4) opportunities for
learning and skill development.**

Disengaged employees, however, are at
significant risk for illness and chronic health
problems, which represent increased cost to
employers. They are more likely to receive a
diagnosis of depression and have increased
stress levels and greater risk of heart disease,
which results in company health care costs be-
ing twice as much as those for engaged
employees.®*

Healthy Learning Environments
Professional attitudes and behaviors are
shaped during the period of student residency
and fellowship training.® Academic medical
centers and other teaching facilities, therefore,
have a great responsibility to adequately pre-
pare medical students and residents through
well-structured formative educational pro-
grams that emphasize frequent and construc-
tive feedback within an environment of
challenge and support. Professionalism lapses
in medical students have been found to be a
predictor of subsequent action by state boards
of medical examiners.® It is therefore an
important responsibility of medical schools
to continually assess professionalism behavior
and act when lapses are documented.

Society and its governing agencies place
great importance on high-quality training to
which the Medicare program commits more
than $3 billion annually in direct support for
residency training. The pursuit of mastery in
the art and science of medicine is facilitated

through formative educational programs com-
plemented by on-the-job clinical experience in
an environment conducive to learning. Faculty
must provide oversight, support, and encour-
agement.® The learner’s development of profes-
sionalism values and behaviors is profoundly
influenced by good faculty role models.°* The
attitudes and behaviors of learners can be rein-
forced or undermined by what is observed as
well as by what is interpreted from the hidden
curriculum or the implicit norms and values of
the organization.'® The faculty must in turn be
appropriately supported and resourced by the
organization; that is, clinical productivity expec-
tations should not overburden faculty, taking
them away from their teaching responsibil-
ities.%” Medical training is not alone in this, as
innovative and curricular changes are proving
to be effective in the formative education of
law and business school graduate students.**®’

IMPLICATIONS FOR HEALTH CARE
LEADERS: ENGINEERING A
PROFESSIONALISM COMPACT

Social capital business strategies characterized
by informal, supportive, and trusting networks
have been found to enhance teamwork and
mutual understanding among employees of
highly successful multinational corporations.®®
The term cultural capital describes the intan-
gible asset of a thriving, resilient organizational
culture.”® What can leaders do to engage in
lasting culture change? In the following sec-
tion, we review key elements that together
promote organizational professionalism and
sustainable results that benefit the patient
and the organization. They include (1) leader-
ship development, (2) fostering an organiza-
tional professional identity among personnel,
(3) cultivating the core values of teamwork,
(4) support for autonomy, and (5) fostering
employee well-being and engagement as a
core strategy.

Leadership Development

The Healthcare Leadership Alliance posits pro-
fessionalism as 1 of the 5 competency domains
for all practicing health care managers that,
when combined, form a “Competency Direc-
tory” that may be used in both individual and
organizational assessment.”” Physicians must
exhibit both professionalism and leadership
skills to function effectively in environments
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that are team based, recognition of which has
prompted new curricular approaches.”” The
attainment and maintenance of environments
conducive to professionalism is heavily depen-
dent on the active support of institutional
leaders who, through their words and deeds,
exhibit high standards of professionalism. The
favorable effect of professionalism on the
conduct of clinical trials, industry relations,
and the clinical and educational environment
of academic medical centers has been
confirmed.”" When policy decisions are at vari-
ance with stated values, trust erodes. What fol-
lows is dysfunction and cynicism, which
ultimately results in substandard care and
compromised patient safety.’® Tt is incumbent
on organizations to implement best practices
in evidence-based leadership development.”

Organizational Professional Identity

A method called recategorization of social iden-
tity”” from an individual to an organizational
level makes salient the importance of the organi-
zation’s broader purpose and values, providing
the basis for a diverse team of professionals to
work cooperatively and efficiently in placing
the needs of the patients and society above
self-interest.”* When individuals can cognitively
shift from a singular identity as a surgeon, oncol-
ogist, nurse, or administrator to a more complex
and overarching identity on the basis of the or-
ganization’s values and purpose, greater align-
ment between espoused values and those in
practice occurs.”® Organizational identity does
not compete with individual professional role
identity or imply reduced individual account-
ability. The mechanism by which this works
stems from the human tendency to categorize
self and others as either an in-group or an out-
group member.”> When team members shift
self-categorization to the organizational level, a
new and overarching in-group is then created
that is interdependent with individual role iden-
tity and trust among group members is
enhanced.®® The ideas of organizational profes-
sional identity’® and organizational trust*
extend scholarship on organizational profes-
sionalism in health care.'* Organizational pro-
fessionalism is reflected in cultures in which
individual values and sense of purpose align
with the organization’s values and mission.”
Fostering a collective organizational professional
identity typically involves education and

training in teamwork, human relations, and
o2
group dynamics.”’

Core Values of Teamwork

For health care teams to function well, members
need to identify with a common set of norms
and values that are central to organizational pro-
fessionalism.'*"® Effective health care teams
identily with an overarching goal of helping pa-
tients.®* Teamwork is described both as a value
and as a group characteristic that promotes a
subset of shared values that are intrinsic to pro-
fessionalism. The Agency for Healthcare
Research and Quality has identified that organi-
zational climates in which teamwork is a core
value are positively related to improved patient
safety and quality outcomes.”” Group cohesion
is reflected in teams in which members signal
mutual respect and trust.*’

A recent working group of the Institute of
Medicine defined the values associated with
teamwork as honesty, discipline, creativity, hu-
mility, and curiosity.”® The values of coopera-
tive teams are defined as self-respect, mutual
respect, and equality.”® Organizational theorists
describe team building as integral to developing
organizational resilience.”” Teams operating
with a collective organizational professional
identity can more fully focus on helping the pa-
tient and delivering quality care—beyond the
sum of abilities of individual team members.*°
The capacity for individuals to work effectively
within a team and across role boundaries can
be fostered through education, training, and
modeling®” and is critical to addressing issues
of cost, quality, and safety.”>®"

In high-functioning health care teams, all
members are empowered to ask for clarifica-
tion should concerns arise, which helps to
create a learning culture that is critical to
reducing medical errors. Extending trust fos-
ters a sense of competence and autonomy,
which is essential to human motivation that
promotes discretionary effort.®” The opposite
paradigm relies more heavily on monitoring,
assessment, and measurement, which may be
instructive but can sow distrust.

Autonomy and Trustworthiness

Organizations that operate on a foundation of
trust provide members of the health care
team with a degree of autonomy and flexi-
bility that takes into account individual

Mayo Clin Proc. 8 May 2014:89(5).644-652 @ hitp.//dx.doi.org/10.1016/}.mayocp.2014.01.011
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patient needs and preferences while adhering
to validated practice guidelines. Patient-
physician relationships in which patient needs
and preferences are understood and sup-
ported translate into improved outcomes of
care. Patients with diabetes mellitus who rated
their physicians’ support for their autonomy
as high had statistically significantly improved
levels of hemoglobin A;. (P<.01).% A meta-
analysis of studies involving the use of patient
autonomy support reported a consistent posi-
tive relationship with physical and mental
health outcomes®® while increased levels of
employee autonomy consistently enjoy higher
levels of motivation.®’

Fostering Employee Well-Being and
Engagement as a Core Strategy

The final element that leaders should pay atten-
tion to is the development of organizational
strategies that promote and sustain employee
well-being and engagement. Most of the ele-
ments that Gallup has identified as predictive
of improved financial performance of the orga-
nization occur through a strong emphasis on
organizational professional identity and team-
work, but others are more directly shaped by
the hidden curriculum of compensation policies
and target goals for productivity or performance.
Several prominent and highly successful health
care organizations have structured their
compensation program in a manner that serves
to reinforce professional identity and foster
teamwork through the use of salaried models
of compensation. These organizations, notable
for high levels of discretionary effort and low
turnover rates, support practice efficiencies,
work-life balance, scholarship, and advance-
ment rather than productivity bonuses. Such
outcomes are consistent with research findings
that rewarding work motivates and is sustained
by constructive individual feedback and author-
ity. Further work is needed to identify strategies
to mitigate physician burnout, but some recently
reported approaches show promise %

CONCLUSION

Health care delivery in the United States is under-
going rapid and systemic change, which is
accompanied by rising concerns among patients
and physicians as to what it may mean for
them. Tt is against this background that health
care organization leaders are attempting to

understand and successfully navigate the increas-
ingly complex regulatory and payment system
environments, which together have the potential
to relegate medical care to the status of a mere
commodity. Such an outcome will not serve pa-
tients’ needs but rather will have the effect of
undermining trust, which is an essential compo-
nent in the compact between the medical profes-
sion and society. To avoid such a bleak outcome,
a determined recommitment to professionalism
by physicians and health care organizations is
required. The approaches outlined in this review
carry a realistic promise of improved patient
safety and outcomes, rewarding and meaningful
careers, healthy formative educational environ-
ments, and resilient health care organizations
combined with renewed trust and respect for
the medical profession, which will serve to sus-
tain the social compact.

Correspondence: Address to Michael D. Brennan, MD,
FRCP}, Mayo Clinic Program in Professionalism and Ethics,
200 First St SW, Mayo West 18 B, Rochester, MN
(brennan.michael@mayo.edu).
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