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Abstract
The virtues that constitute medical
professionalism have been aptly
described in multiple position statements
from professional organizations and
individuals. These professional virtues
depend on particular moral community
traditions to undergird and sustain them.
Attempts to ground these virtues in
narratives intrinsic to medical practice—
in the moral consensus of physicians or
patients, in the self-regulating character
of medicine as a profession, in the
Hippocratic tradition, or in the physician–
patient encounter— have been
unsuccessful. Modern medicine must,
therefore, look outside its own
methodological and clinical practices for
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grounding narratives sufficient to sustain
the professional virtues set forth in the
recently published professionalism
statements. These professionalism
statements are written to capture
consensus, and they rarely acknowledge
the external moral traditions on which
the virtues depend, because doing so
would, in a pluralistic culture, entail the
risk of moral disagreement and division.
The authors argue that meaningful
education in professionalism must look
beyond the consensus statements and
deeply engage the particular cultural
traditions external to the practice of
medicine that sustain the professional
virtues. Medical professionalism curricula

drafted definitions and statements on
professionalism. These statements
collectively constitute an impressive
catalogue of virtues in an era when
physician autonomy and self-regulation
are increasingly challenged by third-party
payers, patients and their families, and
external critics.8 Physicians are expected,
among other things, to subordinate their
own interests to the interests of patients
(and to assume risk when doing so); to
strive for excellence, knowledge, and
competence; to work for fair allocation of
health care resources; to treat patients,
physician colleagues, and other health
care professionals with respect; to avoid
conflicts of interest; and to demonstrate
sensitivity to other cultures.
To defend its conclusions, each
professionalism statement appeals to
values that are supposedly inherent to the
practice of medicine, and each statement
presents itself as a consensus document
about the virtues necessary for good
medical care. But this is, at best, ironic:
the very need for these statements, as well
as the large amount of energy, time, and
resources dedicated to producing them,
betrays the fact that the described virtues
are not shared by all physicians. There is,

should embody an open pluralism, giving
voice to diverse moral communities,
encouraging critical self-exploration and
discussion about the truth claims of
these communities, and, if possible,
facilitating the integration of students’
professional development with their
ongoing participation in these
communities. Engagement with and
participation in these sustaining moral
communities would promote the
cultivation of virtue capable of
withstanding the economic and social
threats to professionalism that are
inherent in modern medical practice.
Acad Med. 2007; 82:40–45.

as Coulehan has described, a “hidden
curriculum” deeply entrenched in
modern medical practice, which in many
ways directly contradicts the lofty ideals
of the professionalism statements.9,10 It is
also unclear whether the professionalism
statements have made any difference in
the actual practice of medicine.
We fully support the various statements
on professionalism with respect to
patient care, and we agree with the
sponsoring organizations that adherence
to these standards is imperative for the
proper practice of medicine. We further
agree that adherence to these standards is
not universal among physicians and that
it is the responsibility of the medical
profession to self-regulate and to
mandate adherence to these standards.
We do not believe, however, that these
statements or the well-intentioned and
well-organized movements that have
produced them are likely to do much to
correct the problem. In this article, we
will argue why we believe this to be the
case, and we will propose the beginning
of a solution. Our argument proceeds in
four parts: first, that the professional
virtues, themselves the products of
particular moral community traditions,
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require these traditions to establish them
and undergird them; second, that
modern American medicine is not
currently able to generate a moral
narrative sufficient to support the
professional virtues without appealing to
the traditions of external moral
communities; third, that the
professionalism statements represent the
product of particular moral community
traditions that they do not acknowledge
and that they therefore forfeit power;
and, finally, that medical education in
professionalism must be openly
pluralistic, listening and giving voice to
the particular community traditions
within which the virtues can flourish.
The Importance of Grounding
Community Traditions for the
Virtues

Suppose that a first-year medical student,
reading the widely endorsed “Medical
Professionalism in the New Millennium:
A Physician Charter”1 (referred to
hereafter as the Physician Charter) for an
introductory class on professionalism,
asks why the fundamental principles of
the Physician Charter—the principle of
the primacy of patient welfare, the
principle of patient autonomy, and the
principle of social justice—are, in fact,
fundamental. Why, she might ask, should
physicians embody a dedication to
serving the interest of the patient, care
about the fair distribution of health care
resources, or be honest with their
patients? How should the class instructor
respond to her questions?
First, and perhaps most obviously, the
instructor should be prepared to answer
such questions with good reasons
defending each of the defined principles.
Indeed, the professional virtues have
moral force only to the extent that good
reasons can be given for cultivating them.
It is not enough to tell the student “it is
right because I said so,” or “it is selfevidently right.” But this leads quickly to
more complex questions. Which
arguments might the instructor use to
defend, for example, the principle of
social justice? Indeed, how is justice
defined at all? No answer can be given to
these questions without recourse to
particular moral traditions as they have
evolved in particular moral communities
of discourse in history. These moral
communities consist of any group of
persons who, in the context of life
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together, share in practice and in theory
some concept of the ends of human life
and appropriate human behavior.
Functioning moral communities may
range in size from a family unit to an
ethnic or religious subculture to (in some
cases) a nation or transnational
movement. The sustained moral
reflection of a community over time
becomes a moral tradition.11 The
instructor’s own answer to the student’s
question could identify her as part of any
number of moral traditions; for example,
her response might show her (among
many other options) to be a Marxist, a
defender of human rights, a deontologist,
a utilitarian, a Thomist, a Platonist, or
some combination of the above. Ethics,
like all human inquiry, is historically
situated. Each of the professional virtues
has a history; each emerged in the context
of contested and particular moral
traditions; and none can stand alone
apart from the moral communities in
which it is rooted and from which it
springs.12
Moral communities do much more,
however, than provide good reasons for
the professional virtues: they embody
them. It is here, in the real-life practice of
these moral communities, rather than in
discursive inquiry, that the most
powerful moral education takes place.
Most first-year medical students are
unlikely to ask the hypothetical questions
posed above, not because they are already
fluent in biomedical and professional
ethics but because they have been formed
in familial, cultural, and/or religious
communities, often from an early age, to
value the virtues of respect, altruism, and
service. Alternatively, as Coulehan9 has
suggested, they may have been raised in
cultures in which these values are given
lip service but undercut implicitly in a
powerful manner. If students have
already cultivated these virtues within a
living moral community, formal
education in medical professionalism
may be largely unnecessary. If they have
not cultivated these virtues,
professionalism education is necessary
but, unfortunately, often ineffective.13
The academic medical culture, as
evidenced in Coulehan’s description of
the “hidden curriculum,” often functions
as a moral community that discourages
the virtues by socializing trainees into
“hospital narratives” that implicitly
subvert the lofty moral ideals taught in
preclinical professionalism curricula.9

Where, then, can future generations of
physicians find the moral community
traditions to ground the virtues?
Modern Medicine Lacks Sufficient
Internal Resources to Properly
Ground the Virtues

What arguments might teachers of the
inquiring first-year student use to ground
the professional virtues? Some teachers
may refer to accounts of professional
virtue, such as the Physician Charter1 or
the principle-driven system of
Beauchamp and Childress,14 which
attempt to ground professional behavior
not in any particular moral community
tradition but by appeal to social
consensus about what is morally valuable.
However, this argument fails to
adequately ground professionalism for
two reasons. First, modern culture is less
a Rawlsian well-ordered society15 than a
cacophony of different and often
conflicting moral communities. Hidden
behind every consensus are these
particular moral communities—the
“diverse cultures and national traditions”
of the Physician Charter—without the
presence of which no consensus could
emerge.1 Second, as mentioned in the
introduction, it is unclear whether
consensus among physicians or in the
culture truly exists in the way assumed by
many professionalism statements.
Engelhardt16 has argued that much
apparent moral consensus in medicine is
a façade created by those who happen, by
historical and cultural accident, to have
been formed in similar moral traditions
(e.g., liberal individualism) and that this
façade would collapse if the conversation
were broadened to include a more diverse
array of correspondents. Are the highly
principled authors of the various
professionalism statements truly
representative of physicians as a whole?
Most likely, they are not, because they
have already made the moral
commitments they wish to persuade the
profession as a whole to adopt. But even
if such broad moral consensus among
physicians could be shown to exist, it is
unclear that theoretical agreement on the
principles and virtues of professionalism
would lead to agreement about how these
virtues should be enacted in praxis.
Ginsburg and colleagues,17 for example,
recently reported a small study in which
30 teaching faculty of an academic
medical center were shown video clips of
medical students in morally challenging
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situations and were asked to rate the
appropriateness of the students’
responses; they displayed “substantial
disagreement both between and within
faculty about what constitutes
professional and unprofessional behavior
in medical students.”
Other teachers responding to the
inquiring first-year student might
attempt to ground the professional
virtues in the self-regulating character of
medicine as a profession.18,19 Physicians,
it is argued, have been granted nearly
monopolistic control over medical
practice and technology, and therefore
they have the opportunity and obligation
to self-regulate and to define ethical
practice for themselves. This sociological
model, however, is controversial,20 and
even the theorists who advocate this
professional dominance model do not
argue that professional ethics can sustain
themselves independent of underlying
grounding moral traditions.19 (p 215)
Medical ethics can clarify what justice
means in the context of, for instance, an
intensive care unit, but it cannot, on the
basis of professional autonomy, ground
the concept of justice per se.
Other teachers would answer the
questions of the inquiring student by
appealing to the moral traditions intrinsic
to the practice of medicine. The
Physician Charter, for example, argues
that physicians “share the role of healer,
which has roots extending back to
Hippocrates.”1 The AMA Declaration of
Professional Responsibility4 refers to a
“common heritage [among physicians] of
caring for the sick and suffering.” Others
have attempted to ground professional
virtues specifically in the particular
nature of the physician–patient
relationship without explicit appeal to
external moral tradition.21–23 The
possibility of a tradition-neutral, intrinsic
ground for medical professionalism may
seem appealing, but it is unlikely that any
such ground can be successfully
established. Consider the venerable
Hippocratic tradition, which is
sometimes cited as an intrinsic ground of
professional behavior for physicians. The
Hippocratic Oath, the principal
document of that tradition, commits its
adherents not only to “use those
regimens that will benefit my patients
and . . . to do no harm or injustice to
them” but also to abstain from abortion,
euthanasia, “us[ing] the knife,” and
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charging a fee for medical education.24,25
At best, this has been selectively
appropriated in modern medicine. Only
one U.S. medical school graduating class
recited the Hippocratic Oath per se in
2000, whereas 59 recited a modified
Hippocratic Oath, 30 recited a studentor faculty-authored oath, and 18 offered
more than one oath option.26 On what
moral basis did all but one of the
graduating classes decide which of the
Hippocratic stipulations to modify or
delete? It is there—not in the oath itself,
but in the patterns by which the oath has
been selectively appropriated and
modified—that the true grounding
community traditions of modern
professionalism can be found. If
Hippocratic maxims such as primum non
nocere have survived, it is more because
the moral traditions that currently
inform medical ethics (e.g., human
rights, liberal individualism) have found
them useful and relevant than because
they are part of the Hippocratic corpus
per se. The Hippocratic ideals, including
primum non nocere, would be
inconsequential for modern medical
practice if there were no living moral
communities to foster, sustain, and
practice them. For example, the practice
of professional courtesy—treating fellow
physicians and their dependents without
charge—was once a common
professional practice that derived from
the language of the Hippocratic Oath. In
the modern world of insurance
copayments and managed care, this
courtesy is rarely practiced and is viewed
as an optional professional practice by
the AMA, despite its Hippocratic
foundations.27
Some may reply that the Hippocratic
tradition is a straw man and that these
modern grounding narratives may still be
defined as intrinsic to the practice of
medicine. We affirm and celebrate the
common heritage of caring for the sick
and suffering that has been cultivated by
generations—indeed, centuries— of
physicians. There is much to be learned
from this collective history; but is it a
necessary or logical conclusion that a
physician’s encounter with patients who
are sick will encourage the cultivation of
the professional virtues of altruism,
respect, benevolence, and so on? The
numerous counter examples both in
history28 and in the present13 suggest
otherwise. Medicine has had many
embodiments throughout history, from

the Hippocratics to the reductionist
physicians whom they opposed,29 to the
monastic physicians of the earliest charity
hospitals,30 to early professionals such as
Percival and Gregory,31 to the physician–
scientists of the modern academic
medical center.32 In each of these cases,
medical care has existed in a particular
cultural milieu and has been profoundly
influenced and directed by the prevailing
moral community traditions of the
broader culture. The experience of
physicians in caring for the sick can
inform and influence these broader
community traditions, but it cannot
supplant them. Working with
underserved populations can strengthen
our commitment to economic justice,
but only if we already think that justice is
a goal to be pursued; sitting with
vulnerable and suffering patients can
strengthen our commitment to altruism,
autonomy, and respect, but only if we
already believe that the vulnerable should
not be exploited. Modern medicine, as it
has done in the past, must look outside
itself—that is, beyond its own
methodological and clinical practices—
for grounding narratives sufficient to
sustain the professional virtues.
The Professionalism Statements
Depend on Moral Traditions They
Do Not Acknowledge

So far, we have suggested that the
professional virtues cannot be justified
except by appealing to grounding moral
narratives that are extrinsic to modern
medical practice. We are dismayed by
how rarely this sort of external
acknowledgement occurs in the recent
consensus statements on professionalism.
The Physician Charter is the only
document to make any such
acknowledgement, referencing “diverse
cultures and national traditions” before
positing a consensus for the principles
and responsibilities it describes. We
realize that the various professionalism
statements are intended to be consensus
statements, acceptable to and
representative of a large number of
culturally, philosophically, and religiously
diverse physicians, and that explicit
acknowledgement of grounding moral
narratives external to the tradition itself
would likely compromise the ability of
the documents to describe a consensus.
But this is precisely the quandary. The
professional virtues, like spring flowers,
bloom and grow most fruitfully in the
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context of the particular, specific
grounding traditions that originated and
sustain them. Cut off from these
traditions, they begin to fade and wither,
to become increasingly arbitrary, anemic,
and perfunctory. But explicit
acknowledgement of these traditions in a
pluralistic culture entails the risk of
moral disagreement and division.11
It is understandable that the leaders of
professional societies, intent on
preserving unity in diversity, would
attempt to ground the professional
virtues in consensus or in the practice of
medicine per se rather than risk explicit
acknowledgement of external moral,
philosophical, and religious traditions.
But has this strategy worked? Can it
work? Is it possible that the true “threat
to medical professionalism”33 is not
market forces, insurance companies, trial
lawyers, or managed care,34,35 but, rather,
medical students, residents, and
physicians who are inadequately formed
in any substantial moral tradition that
would help enable them to withstand
these pressures?
Professionalism and Medical
Education: Fostering an “Open
Pluralism”

If the professional virtues are to survive,
they must be grounded in moral
narratives and cultivated in moral
communities that exist outside medicine
as it is currently practiced. Most of this
cultivation, we have argued, occurs
during the decades of character
formation before an individual ever
matriculates in medical school. Medical
school admission is partly about the
selection of individuals who already value
the virtues that the various
professionalism projects hope to
encourage. But there is still much work to
be done.13,36 What can be done to foster
the professional virtues in the context of
medical education?
First, as Coulehan9 and others37– 40 have
argued, educators must pay close
attention to the hidden, implicit
curriculum of medical education—the
world of call rooms, patient rooms,
operating rooms, and workrooms, rather
than classrooms—in which the real
moral education of physicians takes
place. But what about the explicit
curriculum, the efforts to teach the
professional virtues to medical students
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and trainees? Any effective moral
education of students should
acknowledge that moral formation
occurs primarily through participation in
moral communities and only secondarily
through discursive reasoning. Formal
education in professionalism should at
least acknowledge this and make room in
the curriculum for the particular voices
of these moral communities to be heard.
Explicit medical education in
professionalism should be characterized
by open pluralism: a commitment to
explore, understand, and hear the voices
of the particular moral communities that
constitute our culture. We contrast this
not only with exclusivism, in which the
perspectives of any moral communities
other than those of the instructors are
consciously ignored or silenced, but also
with two variants of multiculturalism
frequently taught in academic medical
centers. First, we wish to contrast open
pluralism with melting-pot pluralism, in
which the perspectives of particular
moral communities are entertained but
discounted as a basis for practice in favor
of a more neutral common morality
purportedly held by the broader culture.
This least-common-denominator
consensus ethic is no substitute for
engagement with the particular moral
traditions that sustain the virtues, and it
may mask the fact that the liberal
individualism, which is often presented as
the moral consensus of the culture of
medical practice, is a formidable,
particular, and historically grounded
moral tradition of its own that requires
critical scrutiny. Second, we wish to
contrast open pluralism with detached,
objective pluralism, in which particular
moral community traditions are
examined as data that can help clinicians
in their work with patients from
particular communities without making
any truth claims on the inquirer. It is
important to explore cultural and moral
traditions separate from one’s own, but
there is no absolutely neutral view from
which this can occur. Open pluralism
would reject the still-common
assumption that scientific empiricism is
the only epistemological ground of
medical practice41– 43 and would
acknowledge that all parties involved in
the conversation find themselves living
within one or more particular moral
traditions that inform professional
judgment.

A curriculum committed to open
pluralism would invite students to
explore particular moral traditions as
they relate to health and healing44 and
would invite (particularly minority)
cultural and religious leaders to address
students and trainees about the
particularities of their moral
communities. It would also encourage
respectful, charitable discussion
regarding the value of the moral
commitments of those communities.
Students would be encouraged to
acknowledge, explore, and critically
examine their own a priori moral
convictions, allowing for the recognition
of orienting and substantive narratives
out of which profession and professional
duty can flow. Students would then be
encouraged, both in discursive inquiry
and in clinical practice, to integrate their
development as physicians and their
ongoing participation in particular moral
communities. A student of a particular
ethnic group might find a mentor of the
same ethnic group; a Catholic student
might meet with Catholic physicians
and/or clergy to reflect on the theological
implications of his or her practice; a
student passionate about human rights
might be able to work, as a student, in the
developing world with mentors who
share similar commitments.
We do not consider pluralism itself to be
a virtue or an end in itself. The virtues are
not formed by moral indecision or
cacophony but, rather, by moral
communities. Open pluralism is
important insofar as it encourages
medical students and trainees to hear the
voices of actual moral communities with
embodied practices of virtue and truth
claims about the practice of medicine.
The truth claims of these moral, religious,
and cultural communities matter, and
students should not only listen to these
claims but question whether they are true
in their professional identities and in
their lives. This is a complex and difficult
task, and instructors who facilitate these
inquiries must model and encourage the
humility, charity, and respect they hope
to cultivate in future physicians.
Some may object that not all moral
communities are equal, that some do not
sustain, and may even undermine, the
professional virtues. Would not the
approach of open pluralism fail to
challenge adherents of these traditions,
or, worse, cause others to fall prey to
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them? Take, for instance, a student
principally motivated by the marketdriven consumer economy (a substantial
moral tradition itself) who matriculated
in medical school primarily because of
the prestige and high income associated
with the profession and for whom
lifestyle is much more important than
self-sacrifice or altruism. How would
open pluralism affect the development of
professional virtue in this student?
In a case such as this one, the traditional
approach to education in
professionalism— didactic exposure to
codes of ethics such as the Physician
Charter1—is unlikely to work. An openly
pluralistic curriculum would encourage
the student to name his or her guiding
moral narrative and to consciously affirm
or reject it. This would expose the
student, through classroom engagement,
mentoring, or shadowing experiences, to
members of moral communities who do
embody the professional virtues. We
believe that the risk of students being
influenced by particular moral traditions
that did not undergird commonly held
professional virtues such as altruism,
justice, and honesty, would be mitigated
by the ability of particular traditions to
come into conversation with one another
and by the deeper inculcation in the
virtues that many, if not most, other
students would experience.
Clothing the Emperor of
Professionalism

In the Hans Christian Andersen fairy tale
“The Emperor’s New Suit,”45 two
swindlers convince a vain emperor that
they are crafting him a suit of beautiful
material that would be “invisible to any
man who was unfit for his office or
unpardonably stupid.” They sell the
nonexistent suit to the emperor who, not
wanting to acknowledge that he cannot
see the fabric, appears naked before his
subjects. His subjects, also unwilling to
acknowledge that they cannot see the
cloth, shower him with praise until a
small child points out that the emperor is
wearing no clothes.
In a sense, the emperor of medical
professionalism, as described in the
various statements on professionalism,
has no clothes. There is no common
consensus or morality intrinsic to
modern medical practice in which the
professional virtues can be firmly
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cultivated and grounded. But our
argument is constructive as well as
critical. We believe firmly in the
professional virtues, and we believe that
the virtues have been, and can be,
grounded and “clothed” in the rich
moral, cultural, and religious traditions
that make our culture so complicated,
dynamic, and colorful. We propose a
model of education that allows these
colors to shine in their particularity by
encouraging participation in
communities of virtue that will allow the
professional virtues to be cultivated from
within rather than imposed arbitrarily
from without. The emperor, we believe,
has clothes, but we wonder: will he
choose to wear them?
Acknowledgments
The authors wish to thank Bill Pearson and
Professor Keith Meador for their careful review
and helpful suggestions.

References
1 American Board of Internal Medicine
Foundation, American College of PhysiciansAmerican Society of Internal Medicine
Foundation, European Foundation of
Internal Medicine. Medical professionalism
in the new millennium: a physician charter.
Ann Intern Med. 2002;136:243–246.
2 American Board of Internal Medicine. Project
Professionalism. Available at: (http://www.
abim.org/resources/publications/
professionalism.pdf). Accessed
September 19, 2006.
3 Gruen RL, Arya J, Cosgrove EM, et al.
Professionalism in surgery. J Am Coll Surg.
2003;197:605–608.
4 American Medical Association. Declaration
of Professional Responsibility: Medicine’s
Social Contract with Humanity. Available at:
(http://www.ama-assn.org/ama/upload/mm/
369/decofprofessional.pdf). Accessed
September 19, 2006.
5 Association of American Medical Colleges.
Assessment of Professionalism Project.
Available at: (http://www.aamc.org/members/
gea/professionalism.pdf). Accessed
September 19, 2006.
6 Popp RL, Smith SC. Cardiovascular
professionalism in the modern era.
Circulation. 2004;110:2510–2511.
7 Swick HM. Toward a normative definition of
medical professionalism. Acad Med. 2000;75:
612–616.
8 Stevens RA. Themes in the history of medical
professionalism. Mt Sinai J Med. 2002;69:
357–362.
9 Coulehan J. Today’s professionalism:
engaging the mind but not the heart. Acad
Med. 2005;80:892–898.
10 Coulehan J, Williams PC. Vanquishing virtue:
the impact of medical education. Acad Med.
2001;76:598–605.

11 MacIntyre AC. After Virtue: A Study in Moral
Theory. 2nd ed. Notre Dame, Ind: University
of Notre Dame Press; 1984.
12 MacIntyre AC. Whose Justice? Which
Rationality? Notre Dame, Ind: University of
Notre Dame Press; 1988.
13 Papadakis MA, Teherani A, Banach MA, et al.
Disciplinary action by medical boards and
prior behavior in medical school. N Engl
J Med. 2005;353:2673–2682.
14 Beauchamp TL, Childress JF. Principles of
Biomedical Ethics. 5th ed. New York: Oxford
University Press; 2001.
15 Rawls J. A Theory of Justice. Cambridge,
Mass: Belknap Press of Harvard University
Press; 1971.
16 Engelhardt HT. The Foundations of
Bioethics. 2nd ed. New York: Oxford
University Press; 1996:56 –58.
17 Ginsburg S, Regehr G, Lingard L. Basing the
evaluation of professionalism on observable
behaviors: a cautionary tale. Acad Med. 2004;
79(10 suppl):S1–S4.
18 Durkheim E. Professional Ethics and Civic
Morals. London: Routledge & Kegan Paul;
1957.
19 Friedson E. Professionalism: The Third Logic.
Chicago: University of Chicago Press; 2001.
20 Wolinsky FD. The professional dominance,
deprofessionalization, proletarianization, and
corporatization perspectives: an overview and
synthesis. In: Hafferty FW, McKinlay JB, eds.
The Changing Medical Profession: An
International Perspective. New York: Oxford
University Press; 1993.
21 Pellegrino ED, Thomasma DC. A
Philosophical Basis of Medical Practice:
Toward a Philosophy and Ethic of the
Healing Professions. New York: Oxford
University Press; 1981.
22 Pellegrino ED, Thomasma DC. The Virtues
in Medical Practice. New York: Oxford
University Press; 1993.
23 Pellegrino ED. Professionalism, profession,
and the virtues of the good physician. Mt
Sinai J Med. 2002;69:378–384.
24 Hippocratic Oath. Available at: (http://www.
nlm.nih.gov/hmd/greek/greek_oath.html).
Accessed September 19, 2006.
25 Jotterand F. The Hippocratic oath and
contemporary medicine: dialectic between
past ideals and present reality? J Med Philos.
2005;30:107–128.
26 Kao AC, Parsi KP. Content analyses of oaths
administered at U.S. medical schools in 2000.
Acad Med. 2004;79:882–887.
27 American Medical Association. American
Medical Association Code of Medical Ethics:
E-6.13. Professional Courtesy. Available at:
(http://www.ama-assn.org/ama/pub/
category/8376.html). Accessed September 19,
2006.
28 Lifton RJ. The Nazi Doctors: Medical Killing
and the Psychology of Genocide. New York:
Basic Books; 1986.
29 Nuland S. Doctors: The Biography of
Medicine. New York: Vintage; 1995:9.

Academic Medicine, Vol. 82, No. 1 / January 2007

Professionalism
30 Risse GB. Mending Bodies, Saving Souls: A
History of Hospitals. New York: Oxford
University Press; 1999:70 –109.
31 McCullough LB. Taking the history of medical
ethics seriously in teaching medical
professionalism. Am J Bioethics. 2004;4:13–14.
32 Starr P. The Social Transformation of American
Medicine. New York: Basic Books; 1982.
33 Ludmerer KM. Instilling professionalism in
medical education. JAMA. 1999;282:
881–882.
34 Rothman DJ. Medical professionalism –
focusing on the real issues. N Engl J Med.
2000;342:1284–1286.
35 Wynia MK, Latham SR, Kao AC, Berg JW,
Emanuel LL. Medical professionalism in
society. N Engl J Med. 1999;341:1612–1616.

36 Shea JA, Bellini LM, Reynolds EE. Assessing
and changing unprofessional behaviors
among faculty, residents, and students. Acad
Med. 2000;75:512.
37 Huddle TS. Teaching professionalism: is
medical morality a competency? Acad Med.
2005;80:885–891.
38 Benbassat J, Baumal R. What is empathy, and
how can it be promoted during clinical
clerkships? Acad Med. 2004;79:832–839.

41 Wear D, Castellani B. The development of
professionalism: curriculum matters. Acad
Med. 2000;75:602–611.
42 Polanyi M. Science, Faith, and Society: A
Searching Examination of the Meaning and
Nature of Scientific Inquiry. London: Oxford
University Press; 1946.
43 Polanyi M. The Tacit Dimension. London:
Routledge & Kegan Paul; 1967.

39 Markakis DM, Beckman HB, Suchman AL,
Frankel RM. The path to professionalism:
cultivating humanistic values and attitudes in
residency training. Acad Med. 2000;75:141–150.

44 Jotkowitz AB, Glick S. The physician charter
on medical professionalism: a Jewish
ethical perspective. J Med Ethics. 2005;31:
404–405.

40 Hilton SR, Slotnick HB. Proto-professionalism:
how professionalisation occurs across the
continuum of medical education. Med Educ.
2005;39:58–65.

45 Owens L, ed. The Complete Hans Christian
Andersen Fairy Tales. New York: Gramercy;
1984.10.1097/01.ACM.0000249965.83540.ed

Did You Know?
In 2001, researchers at the University of Minnesota Medical School discovered the genetic cause of myotonic dystrophy
type 2—the most common form of muscular dystrophy in adults. This discovery was made possible with funding from the
National Institutes of Health.
For other important milestones in medical knowledge and practice credited to academic medical centers, visit the “Discoveries and Innovations in Patient
Care and Research Database” at (www.aamc.org/innovations).
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