1.1 Introduction 
Professionalism as a word comes from a Latin ‘professio’ which means public declaration (Mueller, 2009).
By definition it is well expressed as ''a set of values, behaviors and relationships that underpin the trust the public has in doctors” (Royal College of Physicians of London, 2005). 
Medical professionalism in any society demands the exhibition of a range of qualities/responsibilities in the patients care, and not just mastery and autonomy. These qualities are- Professional competence, honesty with patients, patients’ confidentiality, maintaining appropriate relationships with patients, improving quality of care, Just distribution of finite resources, scientific knowledge, maintain trust by managing conflicts of interest and professional responsibilities (Medical Professionalism Project, 2002).
 Medical Education’s ultimate aim is to supply society with knowledgeable, skilled and up-to date cadre of professionals who put patient care above self-interest, and undertake to maintain and develop their expertise over the life long career (Potter, 2006).
The LCME (The Liaison Committee on Medical Education) which is the nationally recognized accrediting authority for medical education programs in the United States and Canada (Liaison Committee on Medical Education, 2013) accreditation standard MS-31- A states: “ a medical education program must ensure that its learning environment promotes the development of explicit and appropriate professional attributes in its medical students (i.e. Attitudes, behaviors and identity)” (  Byszewsk et al, 2012).
Most complaints to the GMC (The General Medical Council- which is the independent regulator for doctors in the UK); are about doctor’s behavior, not because of their lack of knowledge (Naomi et al, 2009).
Since the publication of the 2002, ABIM (American Board of Internal Medicine) Charter on Professionalism, several medical societies have endorsed the renewed call for enhancing professionalism in the practice and teaching of medicine (Blank et al, 2003 ).The Accreditation Council for Graduate Medical Education (ACGME) Outcome Project included professionalism as 1 of its 6 core competencies (ACGME, 1999).
The last two decades have seen a grounds well in the recognition of the importance of medical professionalism, especially in academic settings ( Cruess  & Cruess , 1997).There are several possible explanations for this movement, including greater societal interest in medical professionalism, higher expectations for medical professionals, the growing impact of commercialism on health care systems, growing malpractice litigation, and the conflict between altruism and work–life balance among younger generations of medical professionals. Whatever the reasons,  society both needs and expects; high standards of professional behavior from its physicians (Hodges  et al, 2011).
There are several specific interventions that can foster medical professionalism among residents and medical students: setting expectations, providing experiential learning (e.g., formal/informal/hidden curriculum, ethics courses, role models), and evaluating outcomes using valid and reliable tools and methods (Cruess et al, 2009).
 Lynch et al, 2004 Assessing professionalism: a review of the literature dispute that in spite of the fact of assessing professionalism carries many challenges but detecting professionalism is impossible without measurement.
The article by Ginsburg et al, 2000 warned that professional behaviors are highly context dependent, and therefore any systematic method of assessing these behaviors must take into account the context in which they take place. Challenges to professional behavior often occur in situations where there is a conflict of values, and understanding how the conflict was resolved is necessary before a behavior can be properly assessed.
Finally, students, residents and faculty have been shown to disagree on the interpretation of behaviors which could be labeled professional or unprofessional (Park et al, 2010), indicating the need for caution. In this context, it must be remembered that residents have two roles that may influence their behavior: they are students responsible to faculty, and they are role models to those more junior. Because of the importance of context, it has been suggested that the term “lapse in professional behavior" should be used rather than labeling a behavior “unprofessional” (Ginsburg et al, 2004).
 It is difficult to assess beliefs, values, or attitudes in a valid and reliable way and they do not always predict good behavior. Nor does behavior necessarily consistently or accurately reflect an underlying value or attitude. However the past decade has been marked by attempts to develop methods based upon observable behaviors which reflect these beliefs, values, or attitudes and which can be objectively measured (Tsugawa et al, 2010).  The deliberations of the Ottawa Conference Working Group (Professionalism Theme Working Group, 2010) represent a recent effort which produced a nuanced set of recommendations about the assessment of professionalism. This group suggests that the overall assessment program and its component parts are more important than any individual tools. Multiple observations/measurements by multiple observers increase the accuracy of the assessments. While summative assessment represents a societal responsibility (Van et al, 2009); formative assessment with feedback is of extreme importance for proper professional development. Finally, although most attention has been given to valid and reliable tools for assessing behaviors, there is a feeling that something is missed by focusing only on this approach (Huddle, 2005) and that the development of some form of comprehensive and feasible global assessment plan by trained observers should emerge in the future.
There is general agreement that frequent assessments throughout the educational experience are required. Summative assessments should be longitudinal at regular predetermined intervals. Summative evaluations are required at transition or decision points or where certain milestones are expected to be attained. There is an overlap between summative and formative assessments, with an accumulation of formative assessments being utilized for summative purposes, and summative assessments often assisting the formative (Hawkins et al, 2009).
Professionalism assessments can be used formatively to improve the learners' competence and for summative purposes for the recognition of lapses and rewarding or even reject those who cannot attain this core competency (Mueller, 2009).
It is widely accepted that the assessment of professionalism itself conveys a strong message about what the evaluators consider to be important to the practice of medicine. Moreover; it is acknowledged that appropriate evaluation of medical professionalism can help prevent professional lapses. (Sullivan & Arnold, 2009)    
1.2. Background of the study
The last two decades have seen a groundswell in the recognition of the importance of medical professionalism, especially in academic settings (according to Reynolds, 1994 as cited by Tsugawa et al, 2010). A physician charter was published in 2002 and is now endorsed by many professional associations and societies around the world reflecting the growing importance of medical professionalism (Blank et al, 2003). There are several possible explanations for this movement, including greater societal interest in medical professionalism, higher expectations for medical professionals, the growing impact of commercialism on health care systems, growing malpractice litigation, and the conflict between altruism and work–life balance among younger generations of medical professionals.
Whatever the reasons, society both needs and expects;  high standards of professional behavior from its physicians (Hodges et al, 2010). There are several specific interventions that can foster medical professionalism among residents and medical students: setting expectations, providing experiential learning (e.g. formal/informal/hidden curriculum, ethics courses, role models), and evaluating outcomes using valid and reliable tools and methods (Cruess et al, 2009)
It is widely accepted that the assessment of professionalism itself conveys a strong message about what the evaluators consider to be important to the practice of medicine (Epstein, 2007). Moreover, it is acknowledged that appropriate evaluation of medical professionalism can help prevent professional lapses (Sullivan & Arnold, 2009). Although a variety of evaluation methods for medical professionalism have been developed and are currently available, the absence of a standard tool that is valid and reliable has constituted a significant challenge (Ginsburg et al, 2004).
Wilkinson and colleagues( Wilkinson et al ,2009) conducted a systematic review between 2007 and 2008 in order to analyze and categorize the various definitions and evaluation tools of medical professionalism currently available in the literature. They identified more than 30 evaluation tools that could be employed in a wide variety of methods and contexts and found a lack of a universally accepted tool. They categorized the evaluation tools into nine groups based on their respective characteristics. Among the nine categories, they placed the highest emphasis on “assessment of an observed clinical encounter,” based on the perspective that “doing” is placed at a higher level than simply “knowing” with regard to clinical competence (Wilkinson et al ,2009; Miller ,1990). In keeping with this perspective, they concluded that the Professionalism Mini- Evaluation Exercise (P-MEX) (Cruess et al ,2006) could be a core component of an assessment program, combined with other supplemental evaluation methods like multisource feedback, patients’ opinion, paper-based tests, etc. (Wilkinson et al, 2009). 

















1.3. Rationale 
The physicians should have highest degree of professionalism. The common people expect doctors must possess the qualities of good behavior, high values and positive attitudes related to their profession. Professionalism is the core issue of any professional education especially for medicine. Again for medical doctor, professionalism is a concern till he retires. Hence, it is the responsibility of the medical teachers to safeguard professional criterions among the medical students as they are the future doctors. Moreover, it is an exclusive opening for medical school to develop a strong foundation of professionalism among medical student as they are young, energetic and exposed to odds of life. Researchers believe that collaboration between teachers globally is urgently needed to ensure such critical issue among our students. 
Health care and medical care in the new millennium has been changed abruptly which lead to different relations between doctors and society. Free market concept in health care eroded public trust in medicine and traditional values and behavior. However, there is evidence of a widespread mismatch between the knowledge and attitudes reported by practicing physician and their actual professional behaviors.
Before beginning the process of creating awareness in any given community, it is first necessary to assess the environment in which awareness creation will take place. Conducting a KAP (Knowledge, Attitude & Practice) study can best to do this. KAP Study tells us what people know about certain things, how they feel and also how they behave. It serves as an educational diagnosis of the community.  Understanding the levels of Knowledge, Attitude and Practice will enable a more efficient process of awareness creation as it will allow the program to be tailored more appropriately to the needs of the community (Kaliyaperumal, 2004).
By doing a study regarding Knowledge, Attitude & Behavioral skills about professionalism among our future doctors we can assess what measures should be taken to improve professionalism. It will help to find out lacking in both formal & hidden curriculum. Present status will help in future to achieve excellent practice of professionalism as well as to integrate   professional development program in the curriculum.

1.4. Research Question
What is the status of professionalism among intern doctors of different medical college Hospitals in Bangladesh?
1.5. Objectives of the study
1.5. a. General objectives
To find out the present status of professionalism among intern doctors of different medical college Hospitals in Bangladesh.
1.5. b. Specific objectives 
The specific objectives of the present study were to -
1) assess the level of knowledge regarding professionalism among intern doctors of assigned medical college Hospitals;
2) evaluate their attitude towards attributes of professionalism; 
3) assess their behavioral skills regarding professionalism by their immediate seniors & their patients.







                                               
  1.6. Variables
A) Characteristics of the intern doctors regarding
· Gender 
· Type of the hospital they are working:        Govt. / Non Govt.
· Duration of  Training experience by them
    B) Variables regarding the Knowledge of Professionalism of the interns on
· Professionalism
· Physicians charter
· Principles of physicians' charter
· Attributes of professionalism
· Teaching methods of professionalism
· Assessment methods of professionalism
· Medical ethics
· Difference between ethics and professionalism
· Future application of professionalism
C) Variables regarding Attitude of the intern doctors towards professional attributes
· Honesty with patients
· Patient confidentiality 
· Maintaining appropriate relations with patients- Respect ,Sympathy, Empathy  
· Improving quality of care
· Improving access to care
· Just distribution of finite resources 
· Scientific knowledge
· Maintaining trust by managing conflicts of interest
· Professional responsibilities & Self-regulation
· Maintain integrity
· Altruism
·  Professional competence

D) Variables  regarding Behavioral skills/Performances of the intern doctors 
· Doctor-patient relationship skills
· Reflective  skills
· Time management skills
· Inter professional  relationship skills
· Communication skills
· Self- confidence
· Patient’s satisfaction











1.7. Operational definition 
Knowledge regarding professionalism
Ideas about Professionalism:
It embraces a set of attitudes, skills and behaviors, attributes and values which are expected from those to whom society has extended the privilege of being considered a Professional.
The underlying assumption that necessitates professionalism in medicine is the understanding that practicing medicine is a moral endeavor, requiring a rigorous application of behavioral and ethical standards in combination with scientific training and the ability to care for humans in distress with compassion and empathy.
All definitions of Professionalism include 3 essential elements
1. a physician has mastered a body of knowledge and skills, and this knowledge and training is to be used in the service of others,
2. the expectation that physicians will uphold the highest standards of ethical and professional behavior in all their actions and activities,
3. The practice of medicine involves a compact of trust between patient and doctor – a social (moral) contract termed a fiduciary relationship. This contract with society allows us to regulate ourselves, both personally and professionally (Swick, 2000).
Core Values of Professionalism include
· Honesty and Integrity
· Altruism
· Respect
· Responsibility and Accountability
· Compassion and Empathy
· Dedication and Self-improvement (Swick, 2000).

Set of professional responsibilities defined in the Physicians’ charter on professionalism (Medical Professionalism Project, 2002)
	· Professional competence

	· Honesty with patients

	· Patients’ confidentiality

	· Maintaining appropriate relationships with patients

	· Improving quality of care 

	· Just distribution of finite resources

	· Scientific knowledge 

	· Maintain trust by managing conflicts of interest 

	· Professional responsibilities 



Physician’s Charter
The European Federation of Internal Medicine (EFIM), the American College of Physicians and American Society of Internal Medicine (ACP-ASIM) Foundation and the American Board of Internal Medicine (ABIM) simultaneously published comparable views on professionalism in a ‘Physician’s charter on professionalism’ in 2002 (Project Medical Professionalism,2002). The charter provides an ethical, educational and practical framework for professionalism to guide physicians in the practice of medicine and their relationships with patients, colleagues and society. It is applicable to different cultures and political systems. The charter is based on three fundamental principles and a set of professional responsibilities.

Fundamental Principles of Physician’s Charter
1. Principle of primacy of patient welfare
2. Principle of patient autonomy.
3. Principle of social justice.


Difference between Ethics & professionalism
Ethics refers to the guidelines that state the dos and don’ts in a specific context whereas professionalism refers to the specific traits that are expected of a professional. Ethics are usually stated whereas professionalism is cultivated by the individual personally. Professionalism encompasses a variety of dimensions. It is not only polite behavior or else academic competence; on the contrary, it is mixture of a number of qualities that contributes to profession (Difference Between.com- posted by admin. on June 23, 2015)
Teaching and Learning of Professionalism
Professionalism is not a single skill, but a multidimensional competency construct with several component skills. A combination of teaching-learning methods is essential for imparting training in professionalism (Modi et al, 2014). 
Assessment of Professionalism
Without a system to assess professionalism, acquisition of professional values will be rated low in priority. Teaching cannot happen without a supportive assessment. Like assessment of knowledge and skills, assessment of professionalism has be both, formative and summative. However, assessment should be defensible (Hodges, 2011).
Obligations to professionalism after graduation
 Dedication to lifelong learning & ethical medical practices are highly expected.

Professional attitude
A professional attitude could be defined as a predisposition, feeling, emotion, or thought that upholds the ideals of a profession and serves as the basis for professional behavior. (Purkerson, 1999)
Professional behavioral Skills
Professional behavior can also be described as “behavioral professionalism” — behaving in a manner to achieve optimal outcomes in professional tasks and interactions (Purkerson, 1999).
Behavioral skills were assessed / evaluated in various ways and was scored according to modified P-MEX format and rating scale (Cruess et al, 2006). 

                                                    RATING SCALE
	Not applicable (N/A)
	Utilize the N/A (not applicable) category if the behavior was not observed or if the category is not applicable to the setting.

	Unacceptable(UN)
	Lapses of professional behavior that are intentional are likely to harm, and for which there are no mitigating circumstances.

	BELow expectations (BEL)
	Lapses of professional behavior that are unintentional result in minimal to no harm, or for which there may be mitigating circumstances.

	MET expectations (MET)
	Demonstrated the performance expected for the level of the student/resident.

	Exceeded expectations (EXC)
	Exceptional performance, demonstrating the behaviors expected of an outstanding physician-to-be.




                                                        
                                                      





2. Literature Review
2.1. Defining Professionalism 	
A profession can be defined as ‘a vocation with a body of knowledge and skills that is put into service for the good of others and the welfare of society’ (Arnold, 2002). Society has traditionally granted autonomy to the medical profession based on the understanding that doctors will put the welfare of the patients before their own and that the profession is self-regulated by a code of ethics (Cruess & Cruess, 1997). This code of ethics dates back to the Hippocratic Oath. Over the centuries, different definitions have emerged across a range of cultures (Arnold, 2002).

Despite over 20 years of intense scrutiny and rumination in the medical literature, there is still a lack of consensus as to what defines professionalism (Hafferty, 2006). Even the UK Working Party on Medical Professionalism, tasked to develop such a definition, given ample resources to do so, and including the leading thinkers in medicine and medical education in the UK, conceded that ‘‘an easy definition of ‘professionalism’ eludes us’’ (Tallis et al. 2005, p. 8), and consider their work to be a framework document, not a manifesto. Swick (2000) argues that ‘‘the complexity of contemporary medical practice drives the complexity of medical professionalism and confounds a simple, universally accepted definition’’. Cruess (2006) sees professionalism as a social contract with society.

Firstly, the question of whether there is a distinction between the concepts of ‘‘personal and professional development’’ (PPD) and ‘‘professionalism’’. It could be argued that the former is primarily a means to an end and that professionalism is a set of acquired traits, not a set of innate personal attributes (Baldwin & Daugherty, 2006). However, the terms are used almost interchangeably (Parker et al. 2008). No fundamental distinction between these terms exists in the literature; hence the terms are essentially synonymous.

Rabow et al., from the University of California San Francisco, where The Healer’s Art professionalism elective was established in 1992 (Remen & Rabow 2005), prefer the term ‘‘professional formation’’. They argue that this term integrates students’ ‘‘individual maturation with [their] growth in clinical competency, and their ability to stay true to values which are both personal and core values of the profession’’ (Rabow et al. 2010, p. 311). In their view this ‘‘resonates with medicine’s current focus on the skills and commitments of the profession’’, and is analogous to the parallel concept of ‘‘formation’’ in the clergy – one of the other traditional ‘‘professions’’.

The University of Washington deleted the word professionalism from its curriculum in 2005, replacing it with professional values, in response to complaints from students that the word was overused (Goldstein et al. 2006).

Levine et al. (2006), in a prospective qualitative study clearly designed to measure what would be deemed ‘‘professionalism’’ labeled their outcome measure ‘‘personal growth’’. 

2.1. a. Humanism vs. Professionalism
There is considerable overlap, or at least a vagueness of definition leading to confusion of usage, between professionalism and the concept of humanism. Humanism in medicine (Marcus 1999) has been defined variously as ‘‘the application of science in recognition of human values and in service of human needs’’ (Kumagai 2008, p. 653) and ‘‘the physician’s attitudes and actions that demonstrate interest in and respect for the patient and that address the patient’s concern’s and values’’ (Branch et al. 2001, p. 1067). 

Cohen (2007) differentiates humanism from professionalism. Humanism, he argues, is a set of beliefs, convictions, or virtues, including altruism, compassion, and respect for others. Professionalism, by contrast, is a set of actions and behaviors (that can be influenced by humanism). An important aspect of the distinction he makes is his argument that doctors could act as professionals because they know that they are supposed to, without actually believing in the intrinsic worth of doing so. To him, “humanism provides the passion that animates authentic Professionalism’’ (Cohen 2007, p. 1029).


   
 
Figure 1: Relationship between Humanism & Professionalism (Forhana & McGregor, 2012)

Stern et al, (2008) also attempt to offer a differentiation between professionalism and humanism before proceeding to describe how best to teach ‘‘humanism’’. Citing the Cohen quote mentioned earlier (Cohen is a co-author in this work), they review the distinction from the Hippocratic oath through recent American professional societies and regulatory bodies’ work. They see professionalism associated with actions and behaviors, humanism with a set of beliefs that influence those actions and behaviors (Stern et al, 2008).
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Hilton & Slotnick (2005) considered professionalism to be ‘‘an acquired state, rather than a trait’’ (p. 59). They identify six domains of professionalism. One set of these consists of personal (intrinsic) attributes, including ethical practice, reflection and self-awareness, and responsibility/accountability for actions (including commitment to excellence/lifelong learning/ critical reasoning). The other set constitutes co-operative attributes such as respect for patients, working with others (teamwork), and social responsibility. While many of these domains are life skills useful in any social interactive occupation, Hilton & Slotnick suggest that they encompass the scope of medical practice and propose a simple follow-on definition of professionalism as ‘‘a doctor who is reflective and who acts ethically’’ (p. 61), assuming consensus definitions of ‘‘reflective’’ and ‘‘ethics’’.

2.1. b. Ethics vs. Professionalism
Codes of professional conduct are the tangible expressions of professionalism.
The professions are the offspring of the medieval craft guilds. The codes of conduct of the profession reflect what it needs to maintain its guild powers against the forces of capitalism and the state (Harold, 2007). 

Starr (1982) defines a profession, and the role of a code of ethics, as follows: “A profession, sociologists have suggested, is an occupation that regulates itself through systematic, required training and collegial discipline; that has a base in technical, specialized knowledge; and that has a service rather than profit orientation enshrined in its code of ethics.” This definition illustrates the way that the functions of a profession operate at different levels. One function is collective: self-preservation. A profession preserves itself by taking collective action, such as setting, and enforcing, high standards of practice, which make it indispensable to the public. A second function operates at the individual level: requiring behavior that increases the well-being of society. Unlike business, the physicians’ code of ethics elevates service, not profit making, to an ethical principle. But the code also reflects self-interest at the individual and collective levels. Codes of ethics over the years have encouraged behaviors that help to preserve the guild powers of the profession.

Ethics refers to the guidelines that state the dos and don’ts in a specific context whereas professionalism refers to the specific traits that are expected of a professional (Harold, 2007). Ethics are usually stated whereas professionalism is cultivated by the individual personally. Professionalism encompasses a variety of dimensions. It is not only polite behavior or else academic competence; on the contrary, it is mixture of a number of qualities that contributes to profession (Difference Between.com- posted by admin. on June 23, 2015)

Wilkinson et al. (2009) performed a thematic analysis of definitions of professionalism as part of a review the aim of which was to link assessment methods with attributes of professionalism. They identified five major themes in the definitions they reviewed: ‘‘adherence to ethical practice principles, effective interactions with patients and with people who are important to those patients, effective interactions with people working within the health system, reliability, and commitment to autonomous maintenance/improvement of competence in oneself, others, and systems’’ (from the abstract). They found self-reflection to be an attribute common to nearly all definitions.

2.1. c. Profession & Professionalism
The definition created by Cruess et al. (2004), ‘‘Profession: An occupation whose core element is work based upon the mastery of a complex body of knowledge and skills. It is a vocation in which knowledge of some department of science or learning or the practice of an art founded upon it is used in the service of others. Its members are governed by codes of ethics and profess a commitment to competence, integrity and morality, altruism, and the promotion of the public good within their domain. These commitments form the basis of a social contract between a profession and society, which in return grants the profession a monopoly over the use of its knowledge base, the right to considerable autonomy in practice and the privilege of self-regulation. Professions and their members are accountable to those served and to society.’’ (p. 74) is a valiant attempt, if over-broad, as Cruess’ team creates a definition of professions and then fit medicine into that, rather than attempting to define professionalism as it fits within the field of medicine.

Several writers stress the context-dependent nature of professionalism (Van et al. 2009a), including Hafferty (2008, p. 21), who sees professionalism as ‘‘something that resides in the interface between the possession of specialized knowledge and a commitment to use that knowledge for the betterment of others’’.

Despite the move to consensus, the concept of professionalism has continued to evolve. An ever expanding range of empirical definitions continues to emerge from different authors and organizations placing varying interpretations and emphasis on the individual elements (Arnold 2002). Examples include the Society of Academic Emergency Medicine (Adams et al. 1998), the Accreditation Council on Graduate Medical Education (ACGME) (Accreditation Council for Graduate Medical Education 1999) and the UK General Medical Council (General Medical Council 2006, 2009). More recently, an influential report from the Royal College of Physicians UK aimed to agree a definition for doctors practicing in the twenty-first century. They define professionalism as ‘a set of values, behaviors, and relationships that underpin the trust the public has in doctors’ (Royal College of Physicians 2005). 

2.2. Professional responsibility
At present, the medical profession is confronted by an explosion of technology, changing market forces, problems in health care delivery, bioterrorism, and globalization. As a result, physicians find it increasingly difficult to meet their responsibilities to patients and society. In these circumstances, reaffirming the fundamental and universal principles and values of medical professionalism, which remain ideals to be pursued by all physicians, becomes all the more important.

The medical profession everywhere is embedded in diverse cultures and national traditions, but its members share the role of the healer, which has roots extending back to Hippocrates. Indeed, the medical profession must contend with complicated political, legal, and market forces. Moreover, there are wide variations in medical delivery and practice through which any general principles may be expressed in both complex and subtle ways.
2.2. a. Physician’s Charter 
The European Federation of Internal Medicine (EFIM), the American College of Physicians and American Society of Internal Medicine (ACP-ASIM) Foundation and the American Board of Internal Medicine (ABIM) simultaneously published comparable views on professionalism in a ‘Physician’s charter on professionalism’ in 2002 (Project Medical Professionalism, 2002). The charter provides an ethical, educational and practical framework for professionalism to guide physicians in the practice of medicine and their relationships with patients, colleagues and society. It is applicable to different cultures and political systems. Physician’s charter has been dubbed as ‘‘modern-day Hippocratic Oath’’ (Rabow et al. 2010).The charter is based on three fundamental principles and a set of professional responsibilities. 

2.2. b. Fundamental Principles of Physician’s Charter
1. Principle of primacy of patient welfare
The principle is based on a dedication to serving the interest of the patient. Altruism contributes to the trust that is central to the physician-patient relationship. Market forces, societal pressures, and administrative exigencies must not compromise this principle. 

2. Principle of patient autonomy
Physicians must have respect for patient autonomy. Physicians must be honest with their patients and empower them to make informed decisions about their treatment. Patients’ decisions about their care must be paramount, as long as those decisions are in keeping with ethical practice and do not lead to demands for inappropriate care.

3. Principle of social justice
The medical profession must promote justice in the health care system, including the fair distribution of health care resources. Physicians should work actively to eliminate discrimination in health care, whether based on race, gender, socioeconomic status, ethnicity, religion, or any other social category.
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                        Figure 2: Core Responsibilities of Professionalism (Modi JN et al, 2014).


2.2. c. Set of professional responsibilities defined in the Physicians’ charter    
           (Medical Professionalism Project,  2002). 
	      Commitments
	           Action including, amongst others

	Professional competence
	Lifelong learning to maintain medical knowledge and skills

	Honesty with patients
	Complete and honest information, including reporting of medical error

	Patients’ confidentiality
	Disclosure of patient’s information

	Maintaining appropriate relationships with patients
	Avoid sexual advances, financial gain

	 Improving quality of care 
	Reducing medical error and increase patient safety, optimize outcome

	Just distribution of finite resources
	 Wise and cost-effective management of limited clinical resources

	Scientific knowledge 
	 Promote research, create new knowledge

	Maintain trust by managing conflicts of interest 
	 Recognize, disclose and deal with conflicts of interest

	Professional responsibilities 
	Collaborate respectfully, participate in process of self-regulation, and standard setting
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              Figure 3: Association of Professional responsibilities (Forhana & McGregor, 2012).
2.3. Teaching and Learning in Professionalism
Professionalism is not a single skill, but a multidimensional competency construct with several component skills. A combination of teaching-learning methods is essential for imparting training in professionalism. It is worthwhile to address the 'why, what, who, where, when and how' of teaching professionalism before incorporating it into the curriculum (Hawkins et al.2009).

2.3. a. Why does professionalism need to be taught and assessed?
For years, the development of professional values in a doctor was taken for granted and it perhaps held true in the earlier apprenticeship model of physician training. With changing models of physician training, this view has changed. As professionalism is so intrinsic and integral to the medical profession, it should be an explicit part of the medical curriculum. It is globally agreed that professionalism is a core competency for physicians and cannot be left to informal means to be imbibed (O’Sullivan et al, 2012 & Cruess & Cruess, 1997). It is well known that what is not assessed is not valued by students. Therefore, institutions need to develop written criteria about what needs to be taught and assessed.

2.3. b. What should be taught and learnt?
As mentioned earlier, it is important for each institution to define professionalism in its own context. The faculty as well as students should have a clear understanding of the traits, characteristics and qualities that contribute to professionalism. A written statement of curricular outcomes, content (such as ethics, decision making/ moral reasoning, humanism, empathy, communication), and an explicit list of knowledge, skills and attitudes guards against delivering conflicting messages to students. Developing an institutional curriculum for professionalism with a feasible and acceptable blueprint for teaching-learning and assessments is also likely to instill a sense of ownership in the faculty, and hence facilitate effective delivery of this curriculum           ( Wilkinson  et al, 2009).

2.3.c. Who should teach and be taught?
Without doubt, professionalism should be included in the formal curriculum of both undergraduate medical students and postgraduate trainees (Ponnamperuma et al, 2007). At the same time, the traditional place of professionalism in the hidden and informal curriculum deserves equal attention. The behavior of faculty must reflect the attributes of professionalism as endorsed by the institution rather than be at conflict with it. For this, the sensitization and training of faculty in teaching learning and assessing professionalism is of key importance. The students' training will enable them to observe and imbibe appropriate attitude and behavior.

2.3. d. When and where should professionalism be taught?
Teaching and learning of professionalism cannot be confined to a certain stage of medical training but has to be explicitly 'woven into the fabric' of entire undergraduate curriculum and also the postgraduate training (Goldie, 2008). Inculcation of professional values should begin at the time of entry into medical school. Cruess and Cruess suggest 'continuity' and 'incremental approach' in teaching-learning and assessing professionalism in medical schools (cruess & Cruess , 2012). They further propose that with an initial strong cognitive base, 'stage appropriate' educational activities (including assessment) should be devised. Faculty must also utilize the opportunities at workplace to reinforce the correct behavior and allow the students to practice what they have learnt during the formal training sessions in professionalism. Thus training should focus not only on inculcating the core aspects of professionalism, but also on making the student a self-motivated and self-directed learner.

2.3. e. How should professionalism be taught?  
Many of the core attributes of professionalism are related to soft skills. Some common aspects that contribute to bringing about attitudinal or behavioral changes and are integral to planning educational activities for professionalism are outlined below:
(i) Motivation (self-driven; intrinsic): Students must imbibe the importance of the desired change in behavior for it to be a driving force.
(ii) Observation of role models: Teachers have always been role models for students and their positive as well as negative behavior patterns are likely to be imbibed by the students (informal and hidden curriculum). The trainees need orientation and a cognitive base to be able to discriminate between good and poor role modeling (Jochemsen et al, 2013).
(iii) Continued stimulus to be thinking about these aspects of being a physician rather than in spurts occasionally.
(iv) Feedback: Timely and effective feedback on own behavior received from friends, colleagues, peers, seniors with positive reinforcement of desired behavior as well as corrective suggestions for improvement.
(v) Reflection and reflective practice: Very simply expressed as ‘mental processing with a purpose or anticipated outcome’, this is the key to attitudinal change (O’Sullivan et al, 2012). One could reflect on an experience or a behavior or on feedback received. 'Reflection on action' is most important and can be well encouraged by providing situations and experiences during the course of training (Goldie , 2008).
(vi)  Extrinsic motivation: Reward or appreciation related to behavior. Assessment works by way of feedback as well as by providing an extrinsic motivation. Teaching professionalism involves several intricacies.
The teaching-learning methods that may be utilized are:
• Interactive lecture and brainstorming: These can help in initial sensitization and in introducing students to the concept. A good cognitive base with clarity on definitions and concept in the initial stages of training will enable the students to make the most out of experiences and other educational activities in later stages of training (Cruess & Cruess, 2006).
• Clinical scenarios or case vignettes: These could be designed to focus on various aspects of professionalism, such as, honesty with patients, patient confidentiality, maintaining appropriate behavior with patients and their caregivers, active listening etc. Small group discussions or individual exercises that involve responding to such scenarios compel the students to reflect on these aspects of a doctor's working (Cruess & Cruess, 2006).
• Reflective exercises: These could be discussions based on actual situations that arose during work, sharing of own experiences by the trainee or based on what they observed. Dedicated time needs to be put aside for this activity (Goldie, 2008).
• Feedback: Provision of timely and effective feedback to the trainee is a powerful way of guiding the development of professional values. The feedback should be specific, based on an observed incident/ behavior and be given along with a feed forward for appropriate behavior in future in such situations. Assessment methods such as mini clinical evaluation exercise and directly observed procedural skills (DOPS) have 'feedback' built into the assessment process and are therefore excellent teaching methods as well.
• Portfolios: Student portfolios, in contrast to a logbook, include reflections of the student in his own words. This is another way of compelling the trainees to think-back about their observations and experiences, and thus inculcate a habit of self-development based on reflective thinking Passi et al, 2010).
• Role models: Students knowingly or unknowingly imbibe the professional behavior of teachers. So it is of utmost importance that teachers are sensitized to their role as a 'role model' to the students and that they are consciously aware of the same at all times (Jochemsen et al, 2013).
• Art-based interventions: Use of arts in medical education to foster a better understanding of patients' perspectives is also being utilized as a strategy for developing professional values in some institutions. This approach not only develops trainees as better communicators, but also encourages them to explore own feelings (Perry, 2011). The 'Theatre of the Oppressed' initiative by the medical humanities group of University College of Medical Sciences, New Delhi, India is an example of this effort in India. In summary, a structured stepwise approach in planning a training program using a judicious combination of various methods in an appropriate sequential or simultaneous manner is desirable. Faculty development in teaching and learning of professionalism serves two main purposes. One, faculty are sensitized to their role as 'role models' to students and the imbibed curriculum. Second, it encourages them to consciously adopt one or more methods for imparting professional values to the students (Steinert et al, 2005). In India, it may be a good idea to include a module on professionalism in faculty training sessions by the Medical education units. An obvious cognizance of professional behavior by authorities (rather than appreciation of only clinical competence) can be an effective way of setting the expected standards (Wilkinson et al, 2009). Positive acknowledgement of exemplary professional behavior and punitive action for unprofessional behavior will drive home the message well.
2.4. Assessment of Professionalism
Assessment is said to be the driving force behind learning. It directs and guides learning, and provides a degree of importance to a given area. Professionalism is no exception. Without a system to assess professionalism, acquisition of professional values will be rated low in priority (Ponnamperuma et al, 2007). Furthermore, without assessment, teachers and students will have no yardstick to gauge the level of teach (Arnold, 2002). There are several impediments to the assessment of professionalism. The first is the common belief that "professionalism is caught and not taught". There is no evidence for or against this belief so far. However, by saying that professionalism is not taught, we accept the fallout of this idea that this learning is haphazard, not guided by any specific objectives and not amenable to assessment. This approach is likely to promote negligence of professionalism in assessment planning. The second issue is the cultural acceptance (or no acceptance) of unprofessional behavior. In India, so far, unprofessional behavior has been viewed rather leniently by society. In our society, it may be difficult to penalize a student on the basis of deviations from professional behavior. Unless society demands strict professional behavior from doctors, lapses in professionalism may be difficult to control. For this, to be effective, we need to identify and respond appropriately to each unprofessional behavior (Van et al, 2010). The third issue is our obsession with objectivity in assessment. Given the present state of our understanding, we may not be able to objectively measure professionalism. However, we could take steps to blunt the effect of subjectivity (e.g. by increasing the number of tests and raters, or by faculty training). Lastly, behavior is greatly influenced by the local context and organizational factors. What is considered professional in one organization may be considered unprofessional in another (Goldie, 2013). This explains why we have not been able to develop standardized tools to assess professionalism. Further, when an institution or a faculty member in an institution demonstrates unprofessional behavior and goes unpunished, then it may really be difficult to penalize students for similar behavior. Despite these odds, it is prudent to assess professionalism.
Many of issues of professionalism faced by doctors or patients relate to their conduct rather than to their competence. There is evidence to suggest that since professionalism is learnt, it can be molded in a particular direction. This teaching - as argued above – cannot happen without a supportive assessment. Like assessment of knowledge and skills, assessment of professionalism has be both, formative and summative. However, such assessment should be defensible (Hodges, 2011).
2.4. a. What should be assessed under professionalism?
The best way to answer this question is to use Miller's pyramid and assess each level as appropriate to the stage of the training. Thus new students should be assessed to find out what they know about professionalism, while final year students and interns may be assessed at the 'shows' and 'does' levels (Goldie, 2013). It needs to be emphasized that the base of knowledge should not be undermined, because the students have to first know "what is professionalism'', before they can demonstrate professional behaviors in different contexts. This is not to say that assessment should be limited only to written tests. Assessment should include behavioral aspects as well. As far as possible, assessment of professionalism should take place in actual work settings i.e. Work place based Assessment (WPBA) rather than in the controlled artificial settings of formal examinations (Passi et al, 2010). At this juncture, issues of reliability of workplace based assessment are likely to be raked. However, going by the experience of using individual tools of WPBA, as well as the composite program - it should be possible to get fairly reliable results by having 6-8 assessments per year by different assessors (Norcini & Burch , 2007). In the beginning, for several years, such assessments will happen only for formative purposes. This is useful, as here one does not aim for a very high reliability. Experience and faculty training will also help to improve the reliability of such assessments (Adkoli, 2012). Vague definitions and lack of unanimous standards may make the assessment of professionalism challenging. Additionally, some teachers may be hesitant to give negative ratings, while others may tend to inflate summative ratings (like what happens with internal assessment now). However, these kinds of issues should not be taken against professionalism, as we happily accept the assessment of knowledge and skills by the same teachers, many of whom are likely to be as much influenced by the conflict in the role of a teacher and an assessor. It may be worthwhile to relook at the concept of utility of assessment, which is a notional concept and is represented as a product of its validity, reliability, feasibility, acceptability and educational impact (van derv Vleuten CPM, 1996). 

2.4.b. Tools for assessing professionalism
 Professionalism is a multi-dimensional concept and no single tool may be able to capture it in entirety. A number of tools have been developed for assessing professionalism. These include observing patient encounters (mini-CEX, professionalism mini assessment tool P-MEX, standardized direct observation tool); simulations (OSCE using standardized patients); reporting of unprofessional incidents (critical incident method); paper and pencil tests (MCQs, critical incident reports); observer ratings (multi source feedback, global ratings); self-reported scales and patient satisfaction surveys (Wilkinson et al, 2009& Passi et al, 2010). We need to select the appropriate tools from this toolkit to suit our purpose.    
  
                                              
	                Level of Miller's pyramid

	                                                 Tools

	           Does
	Multi Source Feedback (MSF), healthcare outcomes, critical incident report

	         Shows
	Observed real or standardized patient encounter (m-CEX; P-MEX; OSCE)

	  Knows how
	Reflective/narrative portfolio, Case based discussion

	
 Knows
	
Multiple Choice Questions (MCQ)/ Short Answer Questions (SAQ)/ Vignettes with professional conflicts


M-CEX=Mini clinical evaluation exercise; P-MEX =Professionalism mini evaluation exercise; OSCE=Objective structured clinical examination. 
            Figure 4: Tools used for Assessment of Professionalism (Modi JN et al, 2014).
P-MEX is a structured observation tool and consists of 21 items, each of which is rated on a 4 point scale (unacceptable, below expectations, met expectations and exceeded expectations) (Cruess et al. 2006). In addition, it has space for recording of an incident which has shown a clear breach of professional boundaries. The assessment is discussed with the trainee, who signs the form at the end of this discussion. The forms become a part of the learning portfolio and can be used to show the development of professionalism over a period of time (Hodges et al.2011). Factor analysis has confirmed that it assesses four important factors viz. doctor-patient relationship, reflection, time management and inter-professional relationship. A generalizability coefficient of 0.82 (SEM 0.08) is attainable by 12 forms (Cruess et al, 2006). 
Assessment of professionalism needs to be linked to the overarching assessment of knowledge and skills. While it usually remains formative, it may need to be made summative, especially at decision points (e.g. graduation). Compilation of data over a period of time should help students to attempt to acquire professional values in areas found lacking and also help teachers to take remedial action. Irrespective of which tool is used for assessment of professionalism, the basic premise remains the same i.e. direct observation in authentic settings followed by feedback and an opportunity to reflect. There is an agreement on the fact that without solid assessment tools, questions about the efficacy of approaches to educating learners about professional behavior will not be effectively answered (Norcini & Burch, 2007). 





















3. 1. Methodology
3. 1.1. Study design
This was a descriptive type of cross-sectional study.
3. 1.2. Study period
One year (July 2015 – June 2016)
3. 1.3. Place of study
Six selected Medical College Hospitals of Bangladesh. These were Dhaka Medical College Hospital; Sir Salimullah Medical College Mitford Hospital; Saheed Suhrawardi Medical college Hospital –Shere Bangla nogor, Dhaka; Ibrahim Medical College BIRDEM Hospital, Dhaka; Chittagong Medical College Hospital, Chittagong; East West Medical College Hospital, Tongi,Gazipur during this study period.
3. 1.4. Study population
All Bangladeshi intern doctors those were working in the selected medical college Hospitals.
3. 1.5. Target Population
All Bangladeshi intern doctors those were working in different medical college Hospitals.
3. 1.6.  Sampling unit
Each intern doctor those were working in the selected medical college Hospitals.
3. 1.7. Selection criteria
 i)   Those Bangladeshi intern doctors willing to respond after motivation.
 ii)  At least one month placement should be passed in internship.
iii)  For behavioral skills evaluation interns should be passed in a particular ward for at least one    week under a certain assistant registrar who will evaluate them.
iv)  For performance evaluation by patients interns should be attached with those patients for at least four days. 

3. 1.8. Sample size
A total of 300 intern doctors were enrolled. All of them participated to the test of knowledge and attitude.  But due to limitations of allocated time and unavailability of interns with specific duration; behavioral skills evaluation was done from observation of 72 intern doctors by assistant registrars & performance evaluation by patients done on activities of 60 interns respectively.
3. 1.9.  Sampling technique   
Convenience sampling technique.
3. 1.10. Research Instrument 
Three pre-tested instrument were used for data collection. 
i) Self-administered questionnaire
           It has two parts -
                                    ia.  Knowledge was assessed by a semi-structured questionnaire. There were 13 questions (7 structured; 2 semi–structured and 4 open questions) focused on knowledge &    understanding of   different topics regarding professionalism. 
ib. Attitude towards professionalism was assessed by using 5-points Likert’s Scale  
     (Campbell et al, 2003).
 ii) Professionalism Evaluation Form
A semi-structured Evaluation form (containing modified P-MEX format and two open questions) was used to evaluate intern’s professional behavioral skills (Cruess et al, 2006).
 iii) Performance Evaluation Form
          Another semi-structured Evaluation form (containing modified ABIM Patients Survey
          Format and two open questions) was completed by the patient/ researcher as per opinions
          of the patients. Scope to express their any experiences other than format was also there
          (Abadel & Hattab, 2014).




3. 1.11. Pretesting
Every research instrument was pretested in Dhaka Medical College Hospital. 30 samples were selected for pretesting. After pretesting all feedback were taken positively and questionnaire was rearranged. Individual identification was maintained to avoid duplication during main research.  
3. 1.12. Data collection procedure 
                    Triangulation method was followed during data collection. After a short briefing; self-administered questionnaire were distributed among intern doctors and they were requested to put their honest responses instantly without hesitation. To test knowledge there were 13 questions (7 structured; 2 semi–structured and 4 open questions) focused on knowledge &    understanding of   different topics regarding professionalism. To test attitude there were 15 statements regarding     
12 major professional attributes& responsibilities cited in the most of the literatures as well as in Physician’s charter.  Responses of participants were collected within one hour. Total 300 questionnaires could be collected. 
Evaluation by Assistant Registrar and Patients were also collected on that day in separate forms. Behavioral skills of 72 intern doctors were evaluated by 17 assistant registrars (who already   directly supervised an intern for at least one week). Here, 27 behavioral skills were evaluated under six major categories as modified P-MEX (Professionalism Mini Evaluation Exercise) format. To evaluate behavioral skills initially researcher instructed selected assistant registrars of different wards of different medical college hospitals separately & during evaluation researcher also supervised the process. A rating scale was also supplied during evaluation.
Activities of 60 interns were evaluated by same number of patients during same study period through another Performance evaluation form. Patient who was admitted for at least four days and attached to an intern doctor was requested to express his/her opinion regarding that intern. Total 9 activities of intern doctors regarding their professionalism were evaluated according to modified ABIM Patients Survey format .Form was completed by the patient/ researcher as per opinions of the patients. Scope to express any experiences of patients with their intern doctors; other than format was also there. 


3. 1.13. Data presenting & Analysis
Data were checked and edited after collection, then processed and analyzed by using SPSS version 16. Data were presented in the form of tables and graphs to compare the findings. Level of significance (p-value) was set at < 0.05.
3.1.14. Ethical issues
This research was conducted after getting permission from respective authorities. All respondents participated voluntarily in this study.  Individual consent was taken & confidentiality was fully maintained. Only average results were used for further study and presentations.
3. 2. Limitations                                   
I. Non-probability sampling might not be representative to whole population.
II. Convenience sampling due to limited allocated time and availability of purposive sample.
III. Evaluation of behavioral skills by single evaluator.
IV. Fewer samples from non-government hospitals.
V. Not equal sample for all three instrument due to unavailability of purposive sample and evaluator


         



           
4. Results	

The results of this cross-sectional descriptive study are organized according to three instruments. A total of 300 intern doctors were enrolled to test knowledge and attitude by self- administered questionnaire. However due to limitations of allocated time and availability of purposive evaluators; behavioral skills evaluation   was done from observation of 72 intern doctors by assistant registrars & performance evaluation by patients done on activities of 60 interns respectively. Results are presented here as tables, pie charts, bar diagrams as well as descriptive texts. Non parametric Chi square, Mann –whitney U & Wilcoxon W test were applied to analysis of various findings. Level of significance (p-value) was set at < 0.05.

                                    












                                        Table 1:  Basic information of respondents 
	 
  Characteristics  of  respondents
	Number of Data (n) & weighted proportion (%)

	
	Self-administered questionnaire     
      n (%)
	Skills Evaluation   
      n (%)
	 Patient’s Evaluation 
    n (%)

	Gender
	Male
	149(49.7)
	36(50.0)
	34(56.7)

	
	Female
	151(50.3)
	36(50.0)
	26(43.3)

	Type of Hospital
	Govt.
	220(73.3)
	52(72.2)
	51(85.0)

	
	Non-govt.
	80(26.7)
	20(27.8)
	9(15)

	

Name of Hospitals
	DMCH
	70(23.3)
	30(41.7)
	30(50)

	
	SSMCH
	70(23.3)
	17(23.6)
	10(16.7)

	
	ShSMCH
	60(20.0)
	5(6.9)
	2(3.3)

	
	CMCH
	20(6.7)
	4(5.6)
	9(15)

	
	BIRDEM
	56(18.7)
	0(0)
	2(3.3)

	
	EWMCH
	24(8.0)
	16(22.2)
	7(11.7)

	                                        Total (n)
	300
	72
	60



Table 1 shows that total 300 intern doctors responded in self-administered questionnaire. Among them, 220 (73.3%) attended from government medical colleges hospitals & 80(26.7%) from non-government medical colleges hospitals. Male female ratio was almost 1:1 .Their mean length of internship was 7.41±2.36 months. Total 72 interns were evaluated by 17 Assistant Registrar & their mean length of internship was 6.10 ± 2.89 months; male: female was 1:1 & Government: non - government was 52:20. Duration of internship under assistant registrar was 8.04±4.63 weeks.60 interns were evaluated by their 60 patients. Government: Non-government ratio of interns was 5:1; whereas male: female ratio was about 2:1. Lengths of Hospital stay of patients’ were 10.82± 6.35 days.
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          Figure 5: Distribution of respondents by their opinion about the term of    
                        Professionalism  (n=300)

About one third of total participants i.e. 95 (31.77%) responded that they never heard the term Professionalism.











         




         Figure 6: Distribution of respondents by opinions regarding their first orientation  
                          about the term Professionalism (n=205)

Among 205 participants who already heard the term professionalism; most of them i.e. 156 out of 205(76.1%) stated that they first heard the term ‘professionalism’ during their under graduate course.








           Figure 7: Distribution of respondents by opinions regarding their first experience 
                          about the term professionalism (n=205)

Among 205 participants who already heard the term professionalism; about 56.1%(115)  stated that  they first heard the term professionalism from their  teacher , 16.1%(33) stated that they heard from their colleagues ,17.1%(35) from books , 7.9%(16) from internet, 2.9%(6) from journals.




Table 2: Distribution of respondents by their opinion regarding their ideas
             about professionalism (n=200)
	Ideas regarding Professionalism expressed by intern Doctors
	Frequency (%)

	Master of   Knowledge and Skills in respective areas
	           05(2.5)

	Uphold the  highest standard of ethical & professional behavior
	29(14.5)

	Maintain moral and social contract between patients and doctor both personally & professionally.
	33(16.5)

	Master of   Knowledge and Skills in respective areas and
uphold the  highest standard of ethical & professional behavior
	05(2.5)

	Uphold the highest standard of ethical & professional behavior & maintain moral and social contract between patients and doctor both personally & professionally.
	67(33.5)

	Master of   Knowledge and Skills in respective areas& maintain moral and social contract between patients and doctor both personally & professionally.
	17(8.5)

	Master of   Knowledge and Skills in respective areas, uphold the highest standard of ethical & professional behavior & maintain moral and social contract between patients and doctor both personally & professionally.
	30(15)

	Meaningless descriptions
	08(4)

	Expressed that they have no ideas
	06(3)

	Total
	200(100)




Among 200 participants who responded the question about ideas of professionalism only 30(15%) were responded correctly included 3 elements e.g. Master of Knowledge and Skills in respective areas, uphold the highest standard of ethical & professional behavior & maintain moral and social contract between patients and doctor both personally & professionally.






Table 3: Distribution of respondents by their opinion regarding characteristics of a  
             Physician to be a best professional (n=232)


	            Characteristics of a Physician 
	Frequency
     (%)

	Honesty with patients
	83(35.8)

	Sincere/Caring/Careful about patient 
	95(40.9)

	Punctual
	87(37.5)

	Responsible, attentive
	48(20.7)

	Well Disciplined
	15(6.5)

	Maintain Professional competence
	17(7.3)

	Knowledgeable
	44(19)

	Skilled(Technical, Clinical)
	40(17.2)

	Attitude
	20(8.6)

	Confident
	15(6.5)

	Intelligent
	3(1.3)

	Patients’ confidentiality
	5(2.2)

	Maintaining appropriate relationships with patients
	40(17.2)

	Respect
	31(13.4)

	Good Behavior
	34(14.7)

	Good Moral, ethics, etiquettes
	66(28.5)

	Sympathy
	12(5.2)

	Empathy
	37(16)

	Easy access, adequate time, attend when required
	10(4.3)

	Just distribution of finite resources Equity, priority to illness
	15(6.5)

	Maintain trust by managing conflicts of interest(Less investigation) 
	12(5.2)

	Professional responsibilities (attentive to duty
	20(8.6)

	Friendly, understandable, co-operative, sharing to other colleagues, Nurses, Medical assistant & others
	41(17.7)

	Regularity
	12(5.2)

	Devoted/Dedicated
	36(15.7)

	Self –regulation
	18(7.8)

	Not hamper other dignity
	3(1.3)

	Not loss temper, patients
	18(7.8)

	Idealistic, maintain a limit
	10(4.3)

	Industrious
	48(20.7)

	Respect to teacher
	6(2.6)

	Respect to own profession, happy
	15(6.5)

	Good communication skills
	20(8.6)

	Capable to manage all the unfavorable  situation, Leadership
	14(6.0)

	Helpful
	15(6.5)

	Volunteer to humanity , country
	16(6.9)





Among 300 participants most of them 232(77.3%) responded this question regarding characteristics in a Physician should have to be a best professional. Almost all respondents stated multiple characteristics. Among those responses Honesty with patients 83(35.8%), Sincere/Caring/Careful about patient 95(40.9%), Punctual	87(37.5%), Responsible& attentive 48(20.7%), Good Moral/ ethics/ etiquettes 66(28.5%), Maintaining appropriate relationships with patients 40(17.2%) - by Respect 31(13.4%), Good behavior 34(14.7%), Sympathy 12 (5.2%) and Empathy 37(16.0%) etc.
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 Figure 8:    Distribution of respondents by their opinion  about the term “Physician 
                    Charter" (n=300)


Most of the participants 266(88.6%) responded negative i.e. they never heard about ‘Physician Charter’. Among those who responded ‘yes’; no one could answer next question regarding ‘Fundamental Principles of Physician Charter’. 
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                 Figure 9: Distribution of respondents by their opinion about Medical Ethics  
                                (n=300)

                     Almost all participants 293(97.6%) knew about Medical Ethics. 









[image: ]






              Figure 10: Distribution of respondents by their opinion that ‘Ethics &                            
                              Professionalism are different’ (n=300)


‘Is there any difference between Ethics & professionalism?’  More than half of the participants 157(52.3%) were not clear about the differences between ethics and professionalism. Among those who responded ‘yes’; only 24(08%) could mentioned clear difference between Ethics & professionalism e.g. Ethics refers to the guidelines in a specific context whereas professionalism refers to the specific traits that are expected of a professional. Ethics are usually stated whereas professionalism is cultivated by the individual personally. 



	



Table 4: Distribution of respondents by their opinion about teaching methods of  
              Professionalism (n=289)


	          Opinion regarding teaching methods of Professionalism

	Frequency (%)

	Formal curriculum                                                     

	69(23.9)

	Role models

	83(28.7)

	 Prior life experience and background                      

	103(35.6)

	 Experiential learning    

	99(34.3)

	Regulate Hidden curriculum

	10(3.5)

	 All of the above        

	121(41.9)

	Others (Seminars, CME, CPD, Group discussion, Workshop, Role Modeling etc.)

	12(4.2)






As a single teaching method of professionalism; 69(23.9%) of respondents selected formal curriculum, 83(28.7%) selected role models, 103(35.6%) selected prior life experience and background, 99(34.3%) selected experiential learning and only 10(3.5%) select regulation of hidden curriculum. Majority of the respondents 121(41.2%) expressed their opinion that there are multiple methods of teaching professionalism includes formal curriculum, role models, prior life experience and background, experiential learning and regulate hidden curriculum.









Table 5: Distribution of respondents by their opinion about the assessment process of   
              Professionalism (n=282)



	
Opinion regarding assessment process of   professionalism
	
Frequency (%)

	
Self- assessment      
	
128(45.4)

	
Grading different activities then average (Conscientiousness index)
	
78(27.7)

	
Peer (by own colleagues) assessment.  
	
49(17.4)

	
Professionalism mini-evaluation exercise (P-MEX)
	
64(22.7)

	
Multi sources professionalism appraisal (by teachers, peers, patients etc.); 
	
174(61.7)

	
Written  examinations  
	
06(2.1)

	
Others (Assessment by supervisor during internship, Portfolio Assessment) 
	
04(1.4)





Among the participants, 128(45.4%) selected self-assessment as the best single assessment process of professionalism. Majority of the respondents 174(61.7%) expressed their opinion that Multi sources professionalism appraisal (by teachers, peers, patients etc.) is the best process to assess professionalism.  











     Table 6: Distribution of respondents by their opinion  about obligations to     
                     professionalism after graduation (n=278)



	                     Obligations to professionalism after graduation
	Frequency (%)


	Consideration to cost-effectiveness and resource allocation

	88(31.7)

	Dedication to ethical medical practice

	184(66.2)

	Participation in pharmaceutical research

	14(5.0)

	Dedication to lifelong learning

	102(37.7)





There were four (4) structured answers of this question about obligations to professionalism after graduation. Among them answer-2 (Dedication to ethical medical practice) & answer-4 (Dedication to lifelong learning) were correct.  Rubric was set as answer- 2 was less important and answer- 4 was strongly important answer. Only about one third of total respondents’ i.e.102 (37.7%) expressed their dedication to lifelong learning. 








 Attitude

Table 7: Distribution of respondents by opinions regarding Attitude towards             
             Professionalism

	                 Domains 
	Statements
	Number of Respondents
(n)
	Strongly disagreed 
(SD)
     (1)
   f (%)
	Disagreed
(D)

     (2)
   f (%)
	Neither disagreed nor 
agreed
(ND/NA)
    (3) 
  f (%)
	Agreed (A) 
  (4) 
 f (%)
	Strongly agreed 
     (SA)
      (5) 
     f (%)
	Total Agreed      
 (A)
f  ( %)
	95% CI of Agreed
     
  % 
	Mean Score
 ( SD)

	Honesty with patients
	Physician should disclose all significant medical errors to affected patients and/or guardians.
	n=290
	75(25.9)
	83(28.6)
	25(8.6)
	55
(19.0)
	52(17.9)
	107
(36.9)
	31.35 to 42.45
	2.74
(1.47)

	Patients confidentiality
	 Physician should keep confidential the patient’s medical condition, privacy, and etc.
	n=292
	6(2.1)
	11(3.8)
	3(1.0)
	23
(7.9)
	249(85.3)
	272
(93.2)
	90.13 to 96.09
	4.71
(0.84)

	Appropriate relations with patients 

	Appropriate relations with patients-Respect
	Physician should inform all about the disease situation and treatment options in details and respect patients’ autonomy.
	n=291
	29(10)
	22(7.6)
	11(3.8)
	46
(15.8)
	183(62.9)
	229
(78.7)
	74.0 to 83.4
	4.14
(1.36)

	Appropriate relations with patients-Sympathy
	Physicians have responsibility to take steps to reduce other sufferings of patients along with treatment.
	n=289
	13(4.5)
	11(3.8)
	15(5.2)
	62
(21.5)
	188(65.1)
	250
(86.6)
	82.67 to 90.53
	4.39
(1.06)

	Appropriate relations with patients-Empathy
	Physician I should always put themselves in the place of patient’s sufferings to increase confidence of patient.
	n=287
	40(13.9)
	52(18.1)
	48(16.7)
	63
(22.0)
	84(29.3)
	147
(51.3)
	45.52 to 57.08
	3.34
(1.42)

	Improving quality of care
	 Physician   should participate in peer evaluations of the quality of care and accept feedback from any source.
	n=277
	21(7.6)
	12(4.3)
	18(6.5)
	66
(23.8)
	160(57.8)
	226
(81.6)
	77.04 to 86.16
	4.20
(1.21)

	Improving access to care
	  Physician  should provide necessary medical care regardless of the patient’s ability to pay.
	n=290
	31(10.7)
	29(10.0)
	20(6.9)
	59
(20.3)
	151(52.1)
	210
(71.4)
	67.21 to 75.59
	3.93
(1.40)

	Just distribution of finite resources (Equity)
	Physician should treat equally regardless patients’ ethnic, gender, social status, or economic status.
	n=289
	18(6.2)
	4(1.4)
	4(1.4)
	10
(3.5)
	253(87.5)
	263
(91.0)
	86.21 to 95.79
	4.65
(1.04)

	Commitments to scientific knowledge
	 Physician should often read the relevant academic literature.
	n=290
	15(5.2)
	1(0.3)
	9(3.0)
	39
(13.4)
	226 (77.9)
	265
(91.3)
	86.76 to 95.84 
	4.59
(0.97)

	Maintaining trust by managing conflicts of interest
	 Physician should put the patient’s health above the physician’s financial interest
	n=286
	32(11.2)
	15(5.2)
	13(4.5)
	35
(12.2)
	191(66.8)
	226
(79.0)
	74.28 to 83.72
	4.18
(1.38)

	Professional responsibilities & self-regulations

	Professional responsibilities
	Physician should report significantly incompetent colleagues/any significant medical errors they observed to hospital, or other relevant authorities.  
	n=283
	16(5.7)
	32(11.3)
	32(11.3)
	74
(26.1)
	129(45.6)
	203
(71.7)
	67.48 to 75.92
	3.95
(1.24)

	Self-regulation
	 Physician should maintain a limitation/ boundaries with patients/colleagues.
	n=287
	64(22.3)
	40(13.9)
	17(5.9)
	74
(25.8)
	92(32.1)
	166
(57.9)
	52.17 to 63.63
	3.31
(1.56)

	Maintain integrity
	Ethical decisions must be made relative to the needs of the patient and the needs of the health care system.
	n=285
	17(6.0)
	10(3.5)
	17(6.0)
	54
(18.9)
	187(65.6)
	241
(84.5)
	80.3 to 88.7
	4.35
(1.13)

	Altruism
	Physician should always attend emergency situation voluntarily during his/her off days.
	n=284
	36(12.7)
	45(15.8)
	14(4.9)
	77
(27.1)
	112(39.4)
	189
(66.5)
	61.01 to 71.99
	3.65
(1.45)

	Professional competence
	 should undergo Re -certification examinations to renewal their registration periodically (say, 10-15 years interval) throughout their career.
	n=286
	92(32.2)
	31(10.8)
	40(14.0)
	48
(16.8)
	75(26.2)
	123
(43.0)
	37.26 to 48.74
	2.94
(1.62)



More than 80% of respondents agreed with 6 of 15 statements regarding 12 principles of professional attribute. These are patient’s confidentiality (93.2%), appropriate relations with patients by sympathy (86.6%), improving quality of care (81.6%), Just distribution of finite resources (Equity 91%), commitments to scientific knowledge (91.3%), maintain integrity (84.5%).
Whereas, regarding honesty with patients, one statement like physicians should disclose all significant medical errors to affected patients and/or guardians  36.9% agreed (only 17.9% strongly agreed & 19%  agreed)  with this.
 Mean score of attitude is 3.98±0.42; 95% CI is 3.92 to 4.03.


           
  Table 8:  Distribution of mean of  attitude scores on professionalism (n=260)
	

Type of Hospital
	
	    Attitude score
	     
    Level of difference

	
	
	  Mean
	 SD
	

	
	Government (189)
	4.01
	0.44
	   Z = - 2.43
   p= 0.02 (p<0.05) (Significant difference)
          

	
	Non-Government (71)
	3.88
	0.37
	

	Gender of Respondents

	Male (127)
	3.95
	0.42
	Z = -1.03
p= 0.31 (p>0.05)
(No significant difference)
           

	
	Female (133)
	4.00
	0.42
	


        

Calculated Z- value ( by non- parametric Mann-whitney U & Wilcoxon W) indicates there is a significant difference (p<0.05) between  intern doctors working in government and non-government hospitals regarding attitude towards major attributes of professionalism. But there is no significant difference (p>0.05) between male and female intern doctors regarding attitude towards major attributes of professionalism due to only gender variations.







                                                             
Behavioral skills

Table 9: Distribution of the Behavioral skills of studied Interns by Assistant Registrar   
             (n=72)

	Skills 
	                                                                                        

                           Descriptions
	                                  Rating Scores
	
 Mean 
 ( SD) 

	
	
	Not applicable  
   (-)
	Unacceptable  
   
(1)
	Below expectation                       
       (2)
	Met expectation
    (3)
	Exceeded
   
 (4)
	

	Doctor-patient relationship skills
	
	3.16(0.49)

	1
	Listens attentively to patients 
	-
	-
	7(9.7)
	36(50)
	29(40.3)
	3.31(0.64)

	2
	Sincere to recognize & to meet their  needs
	2(2.8)
	-
	8(11.1)
	38(53.8)
	24(33.3)
	3.14(0.83)

	3
	Exhibits truthfulness (providing information)  
	2(2.8)
	2(2.8)
	6(8.3)
	42(58.3)
	20(27.8)
	3.08(0.82)

	4
	Ensures continuity of patient care
	2(2.8)
	-
	16(22.2)
	31(43.1)
	23(31.9)
	2.99(0.96)

	5
	No disparity in services according to patient’s different status  
	1(1.4)
	1(1.4)
	8(11.1)
	33(45.8)
	29(40.3)
	3.19(0.88)

	6
	Demonstrates respect to patients of different groups.
	-
	2(2.8)
	7(9.7)
	31(43.1)
	32(44.4)
	3.29(0.76)

	7
	Regards to patient’s confidentiality.
	-
	1(1.4)
	12(16.7)
	37(51.4)
	22(30.6)
	3.11(0.74)

	8
	Maintaining trust by managing conflicts of interest. 
	1(1.4)
	2(2.8)
	10(14.1)
	32(44.4)
	27(37.5)
	3.17(0.84)


	9
	Maintains informed consent & counseling 
	-
	1(1.4)
	4(5.6)
	39(54.2)
	28(38.9)
	3.25(0.73)

	10
	Sincere to record keeping
	1(1.4)
	2(2.8)
	9(12.5)
	35(48.6)
	24(33.3)
	3.07(0.91)

	Reflective  skills
	
	2.98(0.60)

	11
	Ready to admit errors/omissions
	-
	-
	13(16.7)
	34(47.2)
	26(36.1)
	3.14(0.70)

	12
	Solicits /accept feedback
	-
	-
	12(16.7)
	34(47.2)
	26(36.1)
	3.18(0.74)

	13
	Maintain composure in a difficult situation
	5(6.9)
	1(1.4)
	10(14.1)
	45(62.5)
	11(15.3)
	2.78(0.97)

	14
	Attend clinical sessions/journal clubs/workshops regularly
	1(1.4)
	5(6.9)
	19(26.4)
	27(37.5)
	20(28.8)
	2.83(0.96)

	Time management
	
	3.02(0.51)

	15
	Careful in time management 
	-
	2(2.8)
	18(25.0)
	40(55.6)
	12(16.7)
	2.86(0.72)

	16
	Available to patients/colleagues
	-
	-
	7(9.7)
	45(62.5)
	20(27.8)
	3.18(0.59)

	Inter professional  relationship skills	
	
	3.12(0.52)

	17
	Avoid  derogatory comments about other’s services
	2(2.8)
	1(1.4)
	11(15.3)
	34(47.2)
	24(33.3)
	3.07(0.89)

	18
	Respects and appropriate manner to other non-physician healthcare workers
	-
	3(4.2)
	7(9.7)
	45(62.5)
	17(23.6)
	3.04(0.76)

	19
	Use health resources appropriately
	-
	2(2.8)
	12(16.7)
	37(51.4)
	21(29.2)
	3.10(0.72)

	20
	Respectful to rules and procedures 
	1(1.4)
	-
	6(8.3)
	42(58.3)
	22(30.6)
	3.14(0.79)

	21
	Maintains appropriate boundaries with patients/colleagues
	1(1.4)
	1(1.4)
	4(5.6)
	34(47.2)
	32(44.4)
	3.32(0.77)

	22
	Fulfilling professional responsibility by reporting impaired/incompetent one 
	1(1.4)
	1(1.4)
	14(19.4)
	40(55.6)
	16(22.2)
	3.00(0.86)

	23
	Participatory and works well with others
	-
	1(1.4)
	14(19.4)
	32(44.4)
	25(34.7)
	3.14(0.76)

	Communication skills
	
	3.08(0.54)

	24
	Writes in a clear, concise manner; thoughts well-expressed and unambiguous
	-
	1(1.4)
	9(12.5)
	41(56.9)
	21(29.2)
	3.04(0.68)

	25
	Speaks clearly and effectively
	1(1.4)
	1(1.4)
	10(14.1)
	36(50.0)
	24(33.3)
	3.11(0.72)

	Self- confidence &  Decision making
	
	3.14(0.68)

	26
	Secure, able to take decision & act independently and ask help when necessary
	-
	1(1.4)
	16(22.2)
	35(48.6)
	19(26.4)
	3.00(0.82)

	27
	Maintains hygiene, appropriately groomed & clean, no provocative , no extremes of dress 
	-
	-
	4(5.6)
	42(63.9)
	26(36.1)
	3.28(0.68)

	                                      Mean score in all domains of  behavioral skills(n=72)  
	3.08(0.40)



Total 72 interns were evaluated in this study period July 2015 to June 2016 by 17 Assistant Registrars. Total 27 behavioral skills were evaluated which were categorized in to six leading skills. All six categories were calculated as a single variable as total behavioral score  & its mean was 3.08±0.40; 95%CI was 2.99 to 3.18. Where male score was 3.06±0.41 & Female score was 3.11 ± 0.39. 
 




        Table 10:  Distribution of mean scores of Behavioral skills of interns (n= 72)
	

Type of Hospital
	
	Mean
	SD
	Level of difference

	
	Government (52)
	3.05
	0.43

	        2 = 0.26
        so, p>0.05
(No significant difference)


	
	Non-Government (20)
	3.17
	0.28
	

	
Gender of Respondents

	Male(36)
	3.06
	0.41

	        2 = 0.38
       so, p>0.05
(No significant difference)


	
	Female(36)
	3.11
	0.39
	



Calculated 2- value (by non- parametric Pearson’s chi-square) indicates there is no significant difference (p>0.05) between government and non-government hospitals as well as male female intern doctors regarding behavioral skills of professionalism.









In the Professionalism Evaluation Form there were 2 separate open questions- one to state any comments on evaluation process and another to state any suggestions to improve this evaluation process. Most of the evaluators did not put any comments or any suggestions. A few comments & suggestions were recorded.
Regarding Comments
There were some dissimilarity between score & comments:-
1. Mean score was 4.47(0.38) but evaluator’s comment was “This intern needs to develop more confidence in decision making.”
2. Mean score was 3.55(0.37) but evaluator’s comment was “This intern has very poor academic knowledge.”
There were good similarity between score & comments:-
3. Mean score was 2.87(0.47) and evaluator’s comment was “This intern is introverted and lacks of repute in profession & unable to handle emergency.”
 Suggestions
1. “I would like to see a separate section for the clinical & administrative work, so we can concentrate on teaching & learning of students; betterment of doctor- patient relationship.” 
2. “There should be a short training for the intern about patient management, basic skills in each clinical ward.”
3. “Outdoor placement should be there for intern.”
4. “Every intern should attend ATLS (Advanced Trauma Life Support) course.”
5. “Please evaluate the facilities that should be given to the intern as they need by the hospital authority”.
   
  


Evaluation of interns by Patients 
                   

                                       













                             Figure 11: Type of bed distribution of Patients (n=60)

Though most of the patient was in free bed (56.70%) but in bed with rent & cabin a large number of patients were also present (43.30%). Government: Non-government ratio was 5:1; whereas male: female ratio was about 2:1. Lengths of Hospital stay in days were10.82± 6.35.
                     
                    
   Table 11: Distribution of patients by their opinion regarding Performance of Interns  
                  (n=60)

	Q. no.
	
            Situations
	Poor

 ( 1)       
f (%)
	Fair

( 2) 
 f (%)
	Good
 
( 3)
 f (%)
	Very good
( 4) 
 f (%)
	Excellent
  
 ( 5) 
 f (%)
	Unable to Evaluate

	   Mean 
    ( SD)

	1
	Greeting you warmly; calling you by the name you prefer; being friendly.
	-
	1(1.7)
	8(13.3)
	32(53.3)
	14(23.3)
	5(8.3)

	4.09
(0.69)


	2
	Letting you tell your story while listening carefully; not interrupting you while you are talking
	-
	-
	8(13.3)
	33(55.0)
	15(25.0)
	4(6.7)

	4.15
(0.63) 

	3
	Asking thoughtful questions related to your problem
	-
	2(3.3)
	7(11.7)
	36(60.0)
	11(18.3)
	4(6.7)
	4.02
(0.64) 

	4
	Showing interest in you as a person; not acting bored or ignoring what you have to say
	1(1.7)
	-
	6(10.0)
	39(65.0)
	12(20.0)
	2(3.3)

	4.11
(0.58) 


	5
	Informing you during the physical exam about what he/she is going to do and why; telling you what he/she finds
	-
	-
	11(18.3)
	39(65.0)
	7(11.7)
	3(5.0)

	3.96
(0.55) 


	6
	Discussing options with you and asking your opinion; offering choices and letting you help decide what to do; asking what you think before telling you what to do
	1(1.7)
	-
	33(55.0)
	20(34.5)
	4(6.7)
	2(3.3)

	3.53
(0.64) 


	7
	Can communicate/discuss  easily when you have need 
	1(1.7)
	4(6.7)
	39(65.0)
	13(21.7)
	3(5.0)
	-

	3.26 
(0.63) 

	8
	How much responsible & accountable your Intern doctor was?
	1(1.7)
	-
	12(20.0)
	37(61.7)
	7(11.7)
	3(5.0)

	3.96
(0.55)


	9
	How much satisfied you were by your Intern doctor as a whole?
	1(1.7)
	1(1.7)
	12(20.0)
	36(60.0) 
	9(15.0)
	1(1.7)

	3.94
(0.63)




    Mean score was 3.89±0.49. 95% Confidence Interval was 3.76 to 4.03.
                                                                     


Table 12: Distribution of mean scores of performance of interns evaluated by patients       
               occupying different type of beds (n=53)

	
Type of Bed
	
	Mean
	SD
	Level of significance

	
	Free bed (31)
	3.83
	0.49
	F= 0.88; p= 0.42 e.g.>0.05
By ANOVA test there is no significant differences among different groups (p>0.05).

	
	Bed with rent(20)
	4.01
	0.51
	

	
	Cabin(2)
	3.72
	0.24
	



There were no significant differences (p>0.05) in patient’s satisfaction regarding services of intern doctors when patent in any type of bed – free/with rent/cabin. 














Few verbatim comments of the patients regarding intern doctors

	“Here, all intern doctors are very good. My early recovery is due to their good take care.” 
“Came with group, talk each other & laughing.”
“There is no special consideration in spite I paying the rent for bed.”
“I am unhappy due to behavior of other staff.”
 “Good teaching leads to good interns.”
“I am extremely grateful to my intern doctor because his regular dressings save my limb.”
“Their (Intern doctors’) discussion about my illness creates hope for recovery”.


          

                                                
                                          







5. Discussion
Medical doctors share a common professional standard & responsibility throughout the word although there are enormous difference in culture and health care back ground. However, in many parts of the modern world healthcare services have been much commercialized; which is terrifying to damage professionalism of medical doctors (Sullivan, 1999). In these present situations, our future doctors should be prepared to participate in the complex clinical settings as well as they should be highly conceptualized & skilled enough regarding their professionalism.
To achieve those goals; this cross sectional study was design to find out present situation among our intern doctors of different medical college hospitals in Bangladesh. Findings are compared with other studies done in Bangladesh, Asian countries & other parts of the world. 
To determine actual status, evaluations were done by multiple sources. One self-administered questionnaire, two professionalism evaluation forms (evaluated by their immediate seniors and patients separately) were used. 
A total of 300 intern doctors were enrolled to test knowledge and attitude by self- administered questionnaire. But due to limitations of allocated time and availability of purposive evaluators; behavioral skills evaluation   was done from observation of 72 intern doctors by assistant registrars & performance evaluation by patients done on activities of 60 interns respectively.
In all three instrument participants from non-government hospitals were less due to rigid schedule of interns from authority which was inconvenient for researcher to collect data. Senior professors were more helpful and provided various scopes in data collection. 
In this study, about one third of total participants i.e. 95 (31.77%) responded that they never heard the term Professionalism. But almost all participants 293(97.6%) knew about Medical Ethics. It indicates that the word ‘Professionalism’ is not a generalized term as the word ‘Ethics’. 
Among 205 participants who already heard the term professionalism; most of them i.e. 156 out of 205(76.1%) stated that they first heard the term ‘professionalism’ during their under graduate course. This number is about 50% of total number (156 out of 300). Among 205 participants who already heard the term professionalism; about 56.1 %( 115) stated that they first heard the term professionalism from their teacher. It is nearer to one third of total participants. From these findings it can be assumed that with in formal curriculum scopes of teaching – learning are less or this term is less clear than the term  ‘ethics’ among medical teachers in Bangladesh. It also reflected in following questions. 
‘Is there any difference between Ethics & professionalism?’  More than half of the participants 157(52.3%) were not clear about the differences between ethics and professionalism. Among those who responded ‘yes’; only 24(08%) could mentioned clear difference between Ethics & professionalism e.g. Ethics refers to the guidelines in a specific context whereas professionalism refers to the specific traits that are expected of a professional. Ethics are usually stated whereas professionalism is cultivated by the individual personally. 
One open question was put to describe their ideas about professionalism. Among 300 interns   66.7 %( 200) responded to this question. Among 200 participants who responded the question about ideas of professionalism only 30(15%) were responded correctly included 3 elements e.g. Master of Knowledge and Skills in respective areas, uphold the highest standard of ethical & professional behavior & maintain moral and social contract between patients and doctor both personally & professionally.
Similarly, in “comparative study on professionalism of fourth coming medical doctors between two private medical colleges in Saver, Bangladesh” by Salam A et al, on 2012-2013  thirty seven percent(37%) students of both GSSVMC( Gono Shastho Somaj Vikttik Medical College) and EMC (Enam  Medical College) were possessing positive response towards professionalism. Rest 63% either did not answer the question “What do you mean by Professionalism?” or they did not understand the issue. This finding is dissimilar with the other studies in other countries (Swick HM, 2000). 
This issue can be interpreted as Bangladeshi medical students are either quite lazy to respond open ended questions or there is a possibility that they are meager in expressing their words, or they are quite shy to express their inner feelings to the teachers (Salam et al, 2013).


The physician’s charter provides an ethical, educational and practical framework for professionalism to guide physicians in the practice of medicine and their relationships with patients, colleagues and society. It is applicable to different cultures and political systems. The charter is based on three fundamental principles and a set of professional responsibilities (Project Medical Professionalism, 2002). Physician’s charter has been dubbed as ‘‘modern-day Hippocratic Oath’’ (Rabow et al, 2010). 
Most of the participants 266(88.6%) responded negative i.e. they never heard about ‘Physician Charter’. Among those who responded ‘yes’; no one could answer next question regarding ‘Fundamental Principles of Physician Charter’. 
Second open question was ‘what characteristics in a physician should have to be a best professional?’  Among 300 participants most of them 232(77.3%) responded this question. Almost all respondents stated multiple characteristics. Among those responses Honesty with patients 83(35.8%), Sincere/Caring/Careful about patient 95(40.9%), Punctual	87(37.5%), Responsible& attentive 48(20.7%), Good Moral/ ethics/ etiquettes 66(28.5%), Maintaining appropriate relationships with patients 40(17.2%) - by Respect 31(13.4%), Good behavior 34(14.7%), Sympathy 12 (5.2%) and Empathy 37(16.0%) etc. 
Medical professionalism in any society demands the exhibition of a range of qualities/responsibilities in the patients care, and not just mastery and autonomy. These qualities are-Professional competence, honesty with patients, patients’ confidentiality, maintaining appropriate relationships with patients, improving quality of care, Just distribution of finite resources, scientific knowledge, maintain trust by managing conflicts of interest and professional responsibilities (Harold, 2007).

These results indicate that though the perceptions are very much positive among our future doctors regarding characteristics should have to be a best professional but it not well conceptualized. Organized teaching& learning can ensure best practices.  

There were six major questions regarding knowledge about professionalism. Among them 04 questions (KA4, KB1, KC2 and KD3) were open and 02 questions (KE1 & KFI) were semi structured.
 Highest responses (n=289) were to the question ‘How professionalism should be taught?’ Lowest responses (10) were to the question ‘What are the fundamental principles of physician charter?’ Only 94(31.3%) respondents attended all five other major questions. 
One semi structured question regarding ‘How professionalism should be taught?’ Most of the respondents 121(41.2%) expressed their opinion that there are multiple methods of teaching professionalism included formal curriculum, role models, prior life experience and background, experiential learning and regulate Hidden curriculum. As a single teaching method of professionalism; 103(35.6%) select Prior life experience and background, 99(34.3%) select experiential learning, 83(28.7%) select role models , 69(23.9%) select formal curriculum and only 10(3.5%) select regulation of hidden curriculum. 

In the study of Salam et al, 2013, 27% students viewed professionalism should be taught through role model, 25% viewed through experience, 11% through education and the rest were not very precise about the question. Among respondents no one could conclude that it should be multiple.   
Regarding the question “How do you learn professionalism?” 17%, 16% and 11% respondents opted education, experience and role model respectively while the rest 56% were not precise how they learnt professionalism (Salam et al, 2013).
Most of the respondents 174(61.7%) expressed their opinion that Multi sources professionalism appraisal (by teachers, peers, patients etc.) is the best process to assess professionalism. Whereas; 128(45.4%) select self-assessment as the best single assessment process of professionalism. There were four (4) structured answers of this question about obligations to professionalism after graduation. Among them answer-2 (Dedication to ethical medical practice) & answer-4(Dedication to lifelong learning) were correct.  Rubric was set as answer- 2 was less important and answer- 4 was strongly important answer. Only about one third of total respondents’ i.e.102 (37.7%) expressed their dedication to lifelong learning. It indicates that hidden curriculum should be addressed routinely.
Mean score in attitude is 3.98±0.42; 95% CI is 3.92 to 4.03. It represents average attitudes towards principles of professionalism are almost positive among our intern doctors in Bangladesh. More than 80% of respondents agreed with 6 of 15 statements regarding 12 principles of professional attribute. These are patient’s confidentiality(93.2%), appropriate relations with patients by sympathy(86.6%), improving quality of care(81.6%), Just distribution of finite resources (Equity 91%), commitments to scientific knowledge(91.3%),maintain integrity(84.5%).
Whereas, regarding honesty with patients, one statement like physicians should disclose all significant medical errors to affected patients and/or guardians  36.9% agreed (only 17.9% completely agreed & 19% somewhat agreed)  with this. Similarly, to maintain professional competence physician should undergo re -certification examinations to renewal their registration periodically (say, 10-15 years interval) throughout their career, this statement agreed 43% (26.2% completely agreed & 16.8% somewhat agreed).
Chen et al,   done a pilot study among 390 physicians in two tertiary hospitals of China between May and July 2011.More than 90% of physicians agreed (somewhat agree or completely agree) with 9 of the 13 normative statements about 9 principles. The agreement stayed above 80% for all the statements. In terms of ‘honesty with patients’, ‘improving quality of care’, ‘improving access to care’, and ‘self-regulation’, physicians were more likely to report that they ‘somewhat agreed’ rather than ‘completely agreed’. For instance, 59.3% of the respondents ‘somewhat agreed’ and 28.1% ‘completely agreed’ that physicians should report significantly incompetent colleagues; and 50.7% ‘somewhat agreed’ and 44.0% ‘completely agreed’ that physicians should report all significant medical errors. 
According to Roland et al,(2011) 63.1% of USA doctors and 59.36% of UK doctors, respectively, ‘completely agreed’ that physicians should report all instances of significantly impaired or incompetent colleagues to relevant authorities. In this study our interns 45.6% completely agreed with it, while only 28.1% of Chinese physicians ‘completely agreed’ with it (Chen et al, 2011).  
Campbell et al, on 2003-2004 conducted a national survey using a stratified random sample (sample size was 3504) among practicing physician of USA. More than 90% of physicians agreed with 8 of the12 normative statements regarding professionalism posed in the survey. Agreement fell below 80% only for the question about periodic recertification. Similar normative statements were also used in present study. 
Calculated Z- value ( by non- parametric Mann-whitney U & Wilcoxon W) indicates there is a significant difference (p<0.05) between  intern doctors working in government and non-government hospitals regarding attitude towards major attributes of professionalism. Interns of government hospitals expressed more positive attitude then interns of non-government hospitals. It is probably due to more convenient environments in government hospitals to express one without any hesitation.
There is no significant difference (p>0.05) between male and female intern doctors regarding attitude towards major attributes of professionalism due to only gender variations.
Despite the growing importance of and interest in medical professionalism, there is no standardized tool for its measurement. The P-MEX (Professionalism Mini-evaluation Exercise) is newly developed and well accepted tool to measure professionalism behavioral skills. The P-MEX was originally developed based on the mini-CEX (clinical evaluation exercise).One hundred forty-two behaviors relevant to medical professionalism were identified by 92 faculty members at McGill University; from these, 24 items were retained because they had the potential to evaluate the largest number of attributes of professionalism(Cruess et al, 2006). 
In this study, 72 interns were evaluated during the period July 2015 to June 2016. An evaluation form including modified P-MEX format with another two open questions was used.  Interns  were evaluated by  17 assistant registrars. Male: Female was 1:1 & Government: non - government was 52:20. Length of internship was 6.10 ± 2.89 months. Duration of internship under principal evaluator was 8.04±4.63 weeks. Total 27 behavioral skills were evaluated which were categories in to six leading skills. When all six categories were calculated as a single variable as total behavioral score & its mean was   3.08±0.40; 95%CI was 2.99 to 3.18. Where male score was 3.06±0.41 & Female score was 3.11 ± 0.39. 
Tsugawa et al, had done a multicenter study in Japan from 2009-2010, by using P-MEX format containing 24 items to be evaluated. A total of 837 P-MEX forms were completed and collected for 165 residents and fellows. Four hundred fifty-three (54.1%) of the P-MEX forms were completed by attending physicians, 165 (19.7%) by nurses, 96 (11.5%) by peers, and 123 (14.7%) by junior residents. A total of 378 evaluators enrolled in this study and completed the P-MEX assessment. An average of 5 evaluators per resident/fellow conducted the evaluation. The mean score for the 24 P-MEX items was calculated for each evaluation form, and scores were then aggregated for all trainees being evaluated. The mean average score on all 837 forms was 3.25(0.44), identical to that of the original study conducted at McGill University (Cruess et al, 2006).
Evaluations by multiple evaluators increase its reliability. Due to single evaluator for individual’s skill evaluation biasness might be more in this study of Bangladesh. 
Calculated Z- value (by non- parametric Mann-whitney U & Wilcoxon W) indicates there is no significant difference (p>0.05) between government and non-government hospitals as well as male female intern doctors regarding behavioral skills of professionalism.
In Professionalism Evaluation Form there were 2 separate open questions- one to state any comments on evaluation process and another to state any suggestions to improve this evaluation process. Most of the evaluators did not put any comments or any suggestions. A few comments & suggestions were recorded. There was some dissimilarity as well as similarity between scores & comments.
As a part of multi-source evaluation another evaluation form was used to collect patients’ opinion regarding professional services of our intern doctors. Total sixty (60) forms could be collected from six medical college hospitals. Government: Non-government ratio was 5:1; whereas male: female ratio was about 2:1. Lengths of hospital stay in days were10.82± 6.35. Though most of the patient was in free bed (56.70%) but in bed with rent & cabin a large number of patients were also present (43.30%).
Mean score was 3.89±0.49.  96.20 % patients were satisfied by the services of our intern doctors. 95% CI of satisfaction was 95.49% to 96.90%.
There were no significant differences (p>0.05) in satisfactory services when patent in any type of bed – free/with rent/cabin. It indicates our patients are satisfied by minimum services when they are suffering from diseases. 

6.1. Conclusion
From this study it can be concluded that concept of professionalism and level of knowledge regarding its various aspects are not satisfactory among the interns. Attitude towards most of the major principles of professionalism are much positive. Interns of government hospitals have more positive attitude then those of non-government hospitals. 
From this study it can also be concluded that; regarding behavioral skills of interns working both government and non-government hospitals as well as male female have no difference and meet the expected level.
As this study was a multisource evaluation of professionalism among intern doctors; conclusion also drawn from patients evaluation. Patients’ satisfaction towards performances of interns is positive in most of the time and similar when patient in any type of bed- free/with rent/cabin.                                                










                                                         
6.2. Recommendations
I. Students should be oriented from the beginning of their undergraduate course regarding professionalism. Institutional agreement on a definition, setting expectations &   a framework should be developed for professionalism. 
II. Scope of teaching & learning in our undergraduate curriculum should be revised.
III. Hidden curriculum should be addressed regarding obligations of our future doctors.
IV. Regular formative assessment as well as summative assessment regarding professionalism to some extent should be introduced in undergraduate medical curriculum.
V. Seminar, Symposium, CME & CPD program should be arranged regularly.
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