
Residents’ Perceptions of Professionalism in Training and Practice:

Barriers, Promoters, and Duty Hour Requirements

Neda Ratanawongsa, MD,1 Shari Bolen, MD, MPH,2 Eric E. Howell, MD,1

David E. Kern, MD, MPH,1 Stephen D. Sisson, MD,2 and Dan Larriviere, MD, JD3

1Johns Hopkins Bayview Medical Center, Division of General Internal Medicine, Johns Hopkins University School of Medicine, Baltimore,

MD, USA; 2Division of General Internal Medicine, Johns Hopkins Hospital, Johns Hopkins University School of Medicine, Baltimore, MD, USA;
3University of Virginia School of Medicine, Charlottesville, VA, USA.

BACKGROUND: The Accreditation Council for Graduate Medical Edu-

cation duty hour requirements may affect residents’ understanding

and practice of professionalism.

OBJECTIVE: We explored residents’ perceptions about the current

teaching and practice of professionalism in residency and the impact

of duty hour requirements.

DESIGN: Anonymous cross-sectional survey.

PARTICIPANTS: Internal medicine, neurology, and family practice res-

idents at 3 teaching hospitals (n=312).

MEASUREMENTS: Using Likert scales and open-ended questions, the

questionnaire explored the following: residents’ attitudes about the

principles of professionalism, the current and their preferred methods

for teaching professionalism, barriers or promoters of professionalism,

and how implementation of duty hours has affected professionalism.

RESULTS: One hundred and sixty-nine residents (54%) responded.

Residents rated most principles of professionalism as highly important

to daily practice (91.4%, 95% confidence interval [CI] 90.0 to 92.7) and

training (84.7%, 95% CI 83.0 to 86.4), but fewer rated them as highly

easy to incorporate into daily practice (62.1%, 95% CI 59.9 to 64.3),

particularly conflicts of interest (35.3%, 95% CI 28.0 to 42.7) and self-

awareness (32.0%, 95% CI 24.9 to 39.1). Role-modeling was the teach-

ing method most residents preferred. Barriers to practicing profession-

alism included time constraints, workload, and difficulties interacting

with challenging patients. Promoters included role-modeling by faculty

and colleagues and a culture of professionalism. Regarding duty hour

limits, residents perceived less time to communicate with patients,

continuity of care, and accountability toward their colleagues, but felt

that limits improved professionalism by promoting resident well-being

and teamwork.

CONCLUSIONS: Residents perceive challenges to incorporating pro-

fessionalism into their daily practice. The duty hour implementation

offers new challenges and opportunities for negotiating the principles of

professionalism.
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S ince the publication of the 2002 American Board of

Internal Medicine (ABIM) Charter on Professionalism,

several medical societies have endorsed the renewed call for

enhancing professionalism’s place in the practice and teaching

of medicine.1,2 In 1999, the Accreditation Council for Graduate

Medical Education (ACGME) Outcome Project included pro-

fessionalism as 1 of its 6 core competencies.3 The ACGME duty

hour requirements, which limit residents’ work hours to im-

prove patient safety and resident well-being, may offer new

challenges to residents’ understanding and practice of profes-

sionalism.4 In this climate of organizational change to improve

duty hour compliance, some have raised concerns about how

these changes will affect the promotion of altruism and com-

petence in residency education.5,6

Understanding residents’ perspectives about the princi-

ples of professionalism, especially in the context of duty hour

requirements, may help educators to teach residents about

professionalism with learner-centered methods that incorpo-

rate their daily challenges as teachable moments. Prior surveys

have assessed resident perspectives on professionalism,7,8 but

no study has specifically examined the impact of ACGME duty

hour implementation on residents’ perceptions of the impor-

tance and practice of professionalism.

We designed a survey to explore the perspectives of resi-

dents about the importance of professionalism, current train-

ing in this domain, barriers and promoters of putting

professionalism into practice, and the impact of the ACGME

duty hour requirements on attitudes about professionalism

in residency.

METHODS

Sample Population

We surveyed residents in internal medicine (IM), neurology, and

family practice (FP) currently employed at 3 institutions: Johns

Hopkins Hospital (JHH), Johns Hopkins Bayview Medical Cen-

ter (JHB), and the University of Virginia Health System (UVA).

The total number of sampled programs was 6; at Johns

Hopkins, there is no FP program, and the 2 hospitals share 1

combined neurology program. The survey was conducted as a

needs assessment for developing a professionalism curriculum

for the 6 residency programs in these disciplines at these insti-

tutions. The programs were also selected for sampling because

they train residents in adult clinical care in acute inpatient and

ambulatory settings. We included residents from all postgrad-

uate years (PGYs) enrolled in the programs in spring 2005. The

eligible sample population comprised 312 total residents: JHH

IM (n=108), JHH neurology (n=24), JHB IM (n=46), UVA IM

(n=94), UVA neurology (n=15), and UVA FP (n=25).

Instrument Design and Survey Method

We identified 13 primary principles of professionalism based

on the ABIM Charter and ACGME Outcomes Project, review of

prior studies about resident experiences with professional and

unprofessional behavior, and discussions with the faculty and
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program administration for the residency programs.1,3 We de-

signed a survey to explore residents’ attitudes about the prin-

ciples of professionalism, current methods for teaching

professionalism, their preferred methods for learning about

professionalism, barriers or promoters of professionalism, and

how implementation of duty hours has affected professional-

ism. To enhance face and content validity, the authors devel-

oped the instrument in an iterative process over 3 months,

through discussions with the program directors and key faculty

about salient issues in professionalism training. The survey

was piloted among a group of general IM fellows and faculty.

Portions of the survey used Likert scales, while questions about

barriers and promoters used open-ended questions to encour-

age responses free from investigator influence. Demographic

data collected included program, PGY of training, and gender.

From February to June 2005, we distributed and collected

surveys at teaching conferences; participation and responses

were anonymous. A raffle for 2 $250 gift certificates served as

an incentive, and raffle entries were collected separately from

respondents’ surveys. Institutional Review Boards at Johns

Hopkins and the University of Virginia approved this study.

Data Analysis

We analyzed quantitative data using STATA Intercooled ver-

sion 8.0 (Stata Statistical Software: Release 8.0, Stata Corpo-

ration, College Station, TX, 2002). We used w2 tests to compare

categorical variables and frequency distributions to describe

Likert scale ratings and perceptions of teaching methods.

To analyze responses for questions about the principles of

professionalism, we compared 95% confidence intervals (CI)

for proportions of responses �6 on a scale of 1 to 7. Principles

with ratings that did not differ significantly were combined into

1 variable ‘‘Most Principles’’ to simplify presentation (Fig. 1).

The average proportions of respondents who rated these prin-

ciples �6 are presented with their 95% CIs. For principles

displayed separately, the proportion of responses �6 are sig-

nificantly different from the proportion of responses for the

‘‘Most Principles’’ category, as demonstrated by nonoverlap-

ping 95% CIs (Po.05). Respondents’ median Likert ratings for

each of the principles were also analyzed using nonparametric

tests, including the Wilcoxon Rank Sum test and the Mann-

Whitney U test, which yielded similar results.

For open-ended responses, we analyzed responses using

the ‘‘editing organizing style’’ of qualitative analysis, by which

themes emerge from the data itself rather than modifying the

data to fit a preexisting template.9 Two researchers (N.R. and

E.H.) independently developed a list of themes from the answers,

negotiating discrepancies in theme selection and application.

The final themes were applied to the data and tabulated for fre-

quency counts. For each question, we selected, for this paper, 2

or 3 themes that emerged most frequently from the responses.

We selected 1 or 2 quotes that best illustrated those themes, with

all authors corroborating the choice of quotes for the paper.

RESULTS

Response Rate and Characteristics of
Respondents

One hundred and sixty-nine residents (54%) responded to the

survey. Response rate by institution was as follows: 45%

(n=59) from JHH, 74% (n=34) from JHBMC, and 58%

(n=76) from UVA. Response rates by program were as follows:

56% (n=138) for IM, 38% (n=15) for neurology, and 48%

(n=12) for FP. Response rates by PGY were as follows: 74%

(n=74) PGY-1, 45% (n=44) PGY-2, 42% (n=41) PGY-3, 19%

(n=2) PGY-4 or PGY-5. Males comprised 53% (n=90) of re-

spondents and females 43% (n=72). Seven respondents (4%)

provided incomplete demographic data. Compared with non-

responders, responders included a significantly higher pro-

portion of JHBMC, IM, and PGY-1 residents and a significantly

lower proportion of JHH, neurology, and upper level residents

(Po.05).

Importance, Practice, and Teaching of
Professionalism in Residency

For each of 13 principles, we asked residents to rate responses

to 4 questions on a 7-point Likert scale (1=not at all, 7=ex-

tremely): (1) How important is this principle to your practice?;

(2) How important is it to teach/model this principle in your

residency training?; (3) To what degree is this principle already

being taught/modeled in your residency?; and (4) How easy is

it to incorporate/exercise this principle in your daily practice?

Accompanied by brief definitions, the 13 principles included

altruism, respect, sensitivity, accountability, confidentiality,

communication and shared decision making, integrity, com-

FIGURE 1. Percent of residents who rated highly� the importance

of practicing and teaching, the current degree of teaching, and

the ease of incorporating 13 principles of professionalism.wz �High,

� 6 on a 7-point scale, where 1=not at all and 7=extremely.
wThirteen principles: altruism, respect, sensitivity, accountability,

confidentiality, communication and shared decision making, in-

tegrity, compassion and empathy, duty, competence, managing

conflicts of interest, self-awareness, and commitment to excel-

lence and ongoing professional development. These were defined

for respondents (Appendix). zFor principles with responses demon-

strating no significant differences by 95% confidence intervals (CI),

responses were combined into 1 variable ‘‘most principles’’ to sim-

plify presentation. Responses displayed as separate principles are

significantly different (Po.05) from the category ‘‘most principles,’’

as demonstrated by nonoverlapping 95% CI.
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passion and empathy, duty, competence, managing conflicts

of interest, self-awareness, and commitment to excellence and

ongoing professional development (Appendix).

Respondents’ perceptions regarding the principles of pro-

fessionalism in residency are presented in Figure 1, with rat-

ings �6 representing ‘‘high’’ on the Likert scale. The majority

of residents felt that the principles of professionalism are high-

ly important to their practice (91.4%, CI 90.0 to 92.7) and that

it is highly important for these principles to be taught or mode-

led in residency (84.7%, CI 83.0 to 86.4). A significantly small-

er majority of residents felt that these principles are being

taught or role-modeled to a high degree in their residency pro-

grams (69.0%, CI 66.8 to 71.2), and even fewer found it highly

easy to incorporate these principles into their daily practice

(62.1%, CI 59.9 to 64.3). Residents rated the principles of con-

flicts of interest and self-awareness significantly lower than

the other principles for all questions (Po.05). Residents rated

altruism lower in importance to their practice and in current

degree of teaching/modeling than most other principles

(Po.05). Respondents rarely exercised the option to suggest

and rank additional principles.

Most residents (61%, n=96) felt that appropriate time

was devoted to teaching about professionalism, but 35%

(n=55) residents felt that there was not enough time and 4%

(n=6) felt there was too much time. Most residents felt that

professionalism was taught formally—through lectures, con-

ferences, or discussions—twice a year or more frequently

(70.7%, n=116). Most residents felt that professionalism was

taught informally—through role-modeling or de-briefing of

experiences—daily or weekly (78.9%, n=131). Most residents

felt that professionalism should be taught formally every 3

months or more frequently (75.3%, n=125) and taught

informally daily (70.2%, n=118).

Residents’ perceptions of teaching methods are displayed

in Table 1. Residents rated role-modeling by attendings (69%,

n=114) and by colleagues (58%, n=97) as methods used a

large amount (4 on 4-point scale) in their training. The meth-

ods they rated as used a small amount or not at all (�2 on

4-point scale) were standardized patients (84%, n=140), role-

plays (85%, n=142), and videotaped patient-physician inter-

actions (85%, n=141). The teaching methods that residents

preferred (�4 on 5-point scale) were role-modeling by attend-

ings (85%, n=145) and colleagues (80%, n=130) and evalu-

ation/feedback (75%, n=122). The methods that residents

opposed (�2 on 5-point scale) were standardized patients

(73%, n=117), role-plays (72%, n=117), and videotaped

patient-physician interactions (63%, n=101).

Barriers and Promoters of Professionalism in
Residency

We asked residents to list the top 3 barriers to practicing pro-

fessionalism (as defined by the 13 principles) and top 3 factors

that promote professionalism in their daily lives at their insti-

tutions (Table 2). In their narrative responses to our open-

ended questions, the most commonly cited barrier to practic-

ing professionalism was time constraints, followed by

workload. In describing time constraints, 1 resident wrote:
It takes time to demonstrate empathy/compassion to patients.

Another resident declared:
Being overworked and tired makes it hard to act graciously or . . .to

take the time required to do things right.

The third most commonly cited barrier was working with pa-

tients described as challenging or difficult. As 1 resident stat-

ed:
It is a difficult population that often lacks education and is often

noncompliant (this makes sensitivity and empathy difficult at

times).

The 2 primary factors promoting professionalism were

role-modeling by faculty and colleagues, with 1 resident noting

‘‘actions speak louder than words.’’ One resident wrote:
Role models—both faculty, fellows, as well as colleagues—provide

the best form of promoting professionalism.

Another resident lauded the interactions among his col-

leagues:
Professional behavior between colleagues and mutual respect is a

self-fulfilling prophecy. People who are treated well, trusted, and

respected will live up to the excellence expected from them. This is

almost universally the case at our institution.

The third most commonly cited factor for promoting

professionalism was the culture of the institution itself. As 1

resident wrote:
The institution as a whole seems to value patient opinions in

making decisions.

Similar responses about barriers and promoters were

mentioned in all programs and institutions.

Duty Hour Requirements’ Impact in Reducing or
Promoting Professionalism

We asked residents to describe the impact of the duty hour

requirements on the practice of professionalism. Using a 5-

point Likert scale, 45% of residents (n=67) felt professional-

Table 1. Methods for Teaching Professionalism During Residency
Training as Perceived by Residents at 3 Institutions�,w

N Percentage of
Respondents‰

Teaching methods rated as used a large amountz

Role-modeling by attendings 114 69
Role-modeling by colleagues 97 58

Teaching methods rated as used a small amount or not at allz

Role-play 142 85
Videotaped patient-physician interactions 141 85
Standardized patients 140 84

Teaching methods rated as preferredk

Role-modeling by attendings 145 85
Role-modeling by colleagues 130 80
Evaluation and feedback 122 75

Teaching methods rated as opposed‰
Role-play 117 72
Videotaped patient-physician interactions 101 63
Standardized patients 117 73

�Teaching methods assessed were: role-modeling by faculty attend-

ings, reflection/discussion of experiences, integration into existing

education (e.g., noon conference), role modeling by colleagues, resident

support group, evaluation and feedback, mentor program, videotaped

patient-physician interactions, standardized patients, role-play, case-

based scenarios, reading packet, web-based course, lectures, group

problem-solving exercises, and other (specify).
wFor these results, only the methods with the largest percentages are

displayed.
zOn a Likert ratings scale 0 to 4, ‘‘a large amount’’=4 and ‘‘a small

amount or not used’’ o=2.
‰Small numbers of the 169 respondents did not answer individual ques-

tions (range of nonresponses 1 to 10), and reported percentages are

based on total respondents for each question.
kOn a Likert ratings scale 1 to 5, ‘‘preferred’’ �4 and ‘‘opposed’’ �2.
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ism had been reduced, 32% (n=47) felt there was no change,

and 19% (n=28) felt professionalism had improved. There

were no differences in responses by gender (w2=1.30, P=.5)

or by PGY (w2=8.94, P=.348).

In narrative responses to open-ended questions, residents

elaborated on the ways in which the duty hour requirements

reduced or promoted professionalism (Table 3). Of note, PGY-1

residents comprised 61% and 44% of the nonrespondents for

these open-ended questions, respectively, with some specifi-

cally refraining to answer due to lack of prior residency expe-

rience. Residents cited both ways in which the requirements

had reduced and promoted professionalism, often regardless

of their chosen numerical rating about the overall impact of the

requirements.

Many residents stated that they felt they had less time to

talk with patients and families under the duty hour require-

ments. One resident wrote:
[It] restricts [the] amount of time available for communicating to

patients, families, and staff. For example, I would like to spend as

much time as I felt needed informing patients/families with

diagnoses, tests, etc, especially new diagnoses . . . but sometimes

feel like I need to cut short the discussion as I ‘‘need to get out’’ or

‘‘finish my work’’—though I feel this is part of my work.

Another resident related this time constraint to difficulties

in shared decision making:
It is harder to have as much time to speak with and really get to

know patients, which impacts the ability to have shared decisions

and understand patient perspectives.

In addition, many residents felt that the increased num-

ber of hand-offs from physician to physician had decreased

the continuity of care for their patients. These transitions of

care led many residents to feel that their colleagues were

demonstrating less accountability to their patients and to

one another. One resident described this as a:
Lost sense of accountability to patients and to each other (‘‘I’ve got

to go.’’) Less sense of duty (‘‘I’ll just sign out my remaining work’’).

Another resident argued that the current system of care—

based on individual physician’s ‘‘ownership’’ of particular pa-

tients—might not be structured appropriately for the new duty

hour requirements:
I think the basic problem is that we’ve gone to an hourly system

that would best suit a team-based approach, but we’ve held on to

the ideals of autonomy and patient ownership (which I value

highly). It makes it quite hard to get anything done in a short

period of time, and I think compassion, empathy, and

multiculturalism are probably the first things to go.

However, numerous residents felt that the duty hour re-

quirements also promoted professionalism. In particular, a

substantial number of residents linked decreased fatigue to a

higher capacity for empathy, compassion, and sensitivity to-

ward their patients and their colleagues. One resident wrote:
I think that residents feeling toxic leads to poor professionalism . . .

grumpy, lack of sympathy, not wanting to take time for shared

decisions with patients. Also makes it hard for learner excellence.

Thus better rest ! more professional behavior.

Table 2. Barriers to and Promoters of Professionalism as Perceived
by Residents at 3 Institutions

N Percentage of
Respondents�

Barriers
Time constraints 87 51.5
High workload 37 21.9
Working with challenging or difficult
patients

27 16.0

Lack of education, including discussions,
role-modeling, or feedback

21 12.4

Culture of medicine in general, at the
institution, or in the residency

15 8.9

Fatigue 13 7.7
System constraints and lack of resources 12 7.1
Duty hours implementation 11 6.5
Interpersonal conflict with other residents,
consultants, or staff

10 5.9

Lack of continuity of care 6 3.6
Conflicts of interest 6 3.6
Personal needs competing with professional
responsibilities

5 3.0

No barriers 3 1.8
No response 29 17.2

Promoters
Role-modeling in general or by faculty 95 56.2
Role-modeling and support by colleagues 46 27.2
Culture of professionalism within residency
or institution

32 18.9

Integrity to personal values or a personal
sense of duty

17 10.1

Formal education through lectures or
integrated into conferences

13 7.7

Discussions with faculty and colleagues 13 8.8
Interactions and experiences with patients 10 5.9
Respect from others 6 3.6
More time 5 3.0
Competence 5 3.0
Staff 4 2.4
Feedback on personal behavior 3 1.8
Autonomy 2 1.2
No response 31 18.3

�Because multiple or no responses were possible in each category, the

percentages do not add to 100%.

Table 3. How Duty Hour Limits have Reduced or Promoted
Professionalism as Perceived by Residents at 3 Institutions

N Percentage of
Respondents�

Reducing professionalism
Less time to talk with patients or families 32 18.9
Time pressure in general (excluding less
time to talk with patients/families)

28 16.6

Continuity reduced 24 14.2
Duty/accountability reduced 22 13.0
Education reduced 6 3.6
Altruism reduced 6 3.6
Empathy/shared decision making reduced 5 3.0
Competence reduced 4 2.4
Emphasis shifted away 4 2.4
No reduction 20 11.8
No response 51 30.2

Promoting professionalismw

Less fatigue 30 17.8
Teamwork 12 7.1
Communication with other providers 8 4.7
Time increased/stress reduced 8 4.7
Personal well-being 8 4.7
Competence 7 4.1
Professional growth/perspective/self-
awareness

5 3.0

Overall promotion 2 1.2
Education improved 2 1.2
No promotion 39 23.1
No response 52 30.8

�Because multiple or no responses were possible in each category, the

percentages do not add to 100%.
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Another resident agreed:
We are better rested when our basic needs are met (rest, food,

hygiene), and we are more empathic of our patients’ needs.

Some residents acknowledged the tension between the

potential reduction of professionalism due to duty hour re-

quirements and the improvements to their own well-being.

One resident wrote:
You are not able to see all patients through to the end and the

patient is confused about primary care provider. But it has helped

my life be at least livable.

Finally, some residents felt that the increased transitions

of care actually led to improved teamwork and communication

in patient care. One resident wrote:
[There is] increased communication between residents—increased

handing over, therefore increased conversations and trust.

DISCUSSION

In our survey, residents endorsed the importance of the train-

ing and practice of the principles of professionalism as defined

by the ABIM and ACGME.1,3 Residents’ perceptions of current

and preferred teaching methods reflect the importance of fac-

ulty and colleague role-modeling, the culture of professional-

ism within their institutions, and the importance of evaluation

and feedback. All of these are part of the informal and hidden

curriculum, which, our findings suggest, should be a focus for

curricular interventions in this area.10,11

Although residents felt that most principles of profession-

alism were important, significantly fewer residents felt that

these principles were easy to incorporate into their daily prac-

tice. Residents were less likely to feel that they could easily

incorporate certain principles—conflicts of interest and self-

awareness—into their daily practice than others. Some of the

reasons for this gap between importance and ease of practice

were reflected in their qualitative responses, which revealed

challenges to putting professionalism principles into practice,

particularly within the duty hour requirements. Residents cit-

ed time constraints as a primary barrier to incorporating pro-

fessionalism into their daily lives. Residents also described

how this time pressure actually intensified in the transition to

duty hour implementation, leaving them feeling that they had

even less time for communication and shared decision making

with their patients and patients’ families. Time constraints

may be a particularly important barrier to teaching residents

the skills for reflection, self-awareness, cultural sensitivity,

and communication that are required to interact successfully

with patients perceived as challenging or difficult.

The qualitative analysis revealed residents’ struggles to

reconcile how the duty hour requirements both reduced and

promoted their ability to incorporate professionalism into their

work. Residents appreciated that duty hour requirements re-

duced their fatigue and improved their own well-being, but

they struggled with the tension this created in remaining

altruistic toward patients and accountable to patients and

colleagues. Some residents felt that these goals are congruent

and that professional interactions with patients and col-

leagues are improved when their own well-being is maximized,

a sentiment echoed in the medical literature.12 Others lament-

ed the shift from ‘‘patient ownership’’ to a system of shiftwork

and transitions of care in which residents feel less responsible

for patients or less accountable to one another. Some acknowl-

edged the shift to team responsibility, which could result in

a broadened concept of individual, group, and institutional

responsibility to patients and colleagues, particularly with

respect to transitions in care.

Our results are consistent with previous studies about

residents’ attitudes toward professionalism. A Michigan study

analyzing interns’ essays about professional behavior revealed

as the most salient issues for residents the conflict between

altruism and self-interest and the management of difficult

interpersonal interactions.7 In 1 Canadian survey, senior

residents reported that they learned the most about profes-

sionalism by observing positive role models and interacting

with patients.8 Our study adds further insights about the

specific dilemmas in incorporating professionalism under

the duty hour requirements.

Professionalism curricula may increase salience for learn-

ers by highlighting conflicts in professionalism that occur in

daily practice and by guiding learners as they negotiate solu-

tions to these conflicts.13 The data from our study suggest that

professionalism curricula for residents could target such chal-

lenges as: managing time constraints, particularly under the

duty hour requirements; understanding and negotiating with

‘‘challenging patients’’; and balancing the need for personal

well-being with the welfare of patients and accountability

toward colleagues.

Our study has several strengths. The multi-institutional

and multispecialty sample population improves the generaliz-

ability of our findings to other specialties and academic insti-

tutions. We designed our survey questions to maximize face

and content validity, using literature searches, interviews with

program directors, and pilot testing among medical educators

to incorporate important topics within professionalism. In

addition, our use of open-ended questions provided an oppor-

tunity to solicit the opinions of our respondents in their own

words and allowed respondents to raise issues we may not

have considered in designing our closed-ended survey ques-

tions. Our qualitative analysis validated and supplemented

the findings of our quantitative analysis, highlighting the im-

portance of role-modeling and providing deeper insights into

the impact of the duty hour implementation.

Our study has several limitations as well. First, the re-

sponse rate to the survey was only 54%, although this is com-

parable to response rates in mailed physician surveys.14

Postgraduate year 1 residents were more likely to respond

than higher-level residents. This may account for the number

of unanswered open-ended questions regarding duty hours,

given PGY-1 residents’ lack of prior experience for comparison.

This may limit the validity of our sample as representative of all

PGYs. Second, although this survey was targeted at multiple

disciplines, our eligible sample included larger numbers of IM

residents. Third, we lack information about the general validity

and reliability of our questions. We did have experts in the field

as well as recent residency graduates review the survey for

content validity. In addition, our respondents confirmed the

components of professionalism included in the survey, partic-

ularly in their open-ended responses. Fourth, we did not col-

lect data regarding the actual compliance with duty hour

requirements within each institution, and our data must be

interpreted within the context of a transition toward multiple

systems of duty hour compliance. Finally, our survey was de-

signed to capture residents’ perspectives about the formal and

informal curricula and does not include the perspectives of

others in the work environment—such as faculty, staff, or pa-

tients. Given our methodology, we lack objective data to con-
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firm the actual curricula offered by the training programs, and

residents’ preferred learning styles do not necessarily include

those methods that will be most effective.

Despite these limitations, our study provides valuable da-

ta on residents’ perceptions of the principles of professional-

ism and their importance, perceptions of how professionalism

is taught, preferences regarding learning methods, and per-

ceptions of what promotes and inhibits professionalism, in-

cluding the impact of duty hour requirements. This

information should be helpful to educators as they plan inter-

ventions to promote professionalism, building on the strengths

of the informal curriculum within their programs and targeting

such challenges as time constraints, communication with

challenging patients, and continuity in the context of duty

hour implementation. Future research is needed to confirm

our findings, incorporate the perspectives of patients, staff and

faculty, and investigate the effectiveness of interventions for

promoting professionalism.
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