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ATTITUDES AND PRACTICES OF MEDICAL PROFESSIONALISM IN NIGERIAN HOUSE OFFICERS: FINDINGS FROM A PILOT STUDY

ABSTRACT
Objective
Medical professionalism are sets of values that healthcare professionals are expected to display in their practice. Unprofessional behaviors among young doctors like the house officers could however have serious consequences for patients’ care. The aim of the study is to explore the house officers’ attitude and self-reported practice of medical professionalism and to determine the possible determinants of good professionalism.
Methods
A cross-sectional, descriptive online pilot study conducted among house officers across Nigeria. A professional reported survey adapted from Chen et al was used to collect data from the respondents as google forms which were circulated via WhatsApp. The data were subsequently exported to IBM SPSS Statistics for Windows, version 22 for univariate, bivariate and multivariate statistical analysis using descriptive statistics, Chi square and multinominal logistic regression respectively.
Results
The participating house officers spanned across 24 training hospitals in Nigeria which include Federal, State and private centers. Fifty-nine (59.0%) have a good attitude towards professionalism, while 41 (41.0%) have a poor attitude. Forty-eight (48.0%) displayed good professionalism, while 52 (52.0%) have poor professionalism. The house officers with only MBBS/BDS degree are less likely to be associated with good self-reported practice when compared with those with additional degrees (OR-0.153, p-value= 0.006).



Conclusions
Among all the surveyed domains, only the respondents’ attitudes toward healthcare quality improvement showed a significant correlation with self-reported practice further emphasizing that beliefs do not always translate into consistent actions. This is however an online pilot study with sampling and potential selection bias limitations.
Keywords- Medical professionalism, self-reported practice, house officers, attitude

INTRODUCTION
[bookmark: _Hlk196809126][bookmark: _Hlk204447740][bookmark: _Hlk196809213]Medical professionalism is a sets of values, attitudes and behaviors that healthcare professionals are expected to display in their relationship with patients, colleagues, and in their practice and it also includes respect for human life and adherence to sound ethical principles.1,2 It is a very important part of a doctor’s professional life and it entails core medical expertise, good conduct,  excellent interpersonal skills and time management. According to the  American Board of Internal Medicine there are seven major aspects of medical professionalism which are: excellence, respect, self-denial, duty, rectitude, accountability and empathy.3 The concept of clinical excellence in medical doctors can be expressed as personal values like altruism and integrity. After excellence, empathy towards a patient is considered the most important and it is the ability to understand the patient’s perspective.4 Evidence in the literature has shown that a lower sense of empathy can result in a doctors’ malpractice, and this is usually learned from the behavior of seniors and also during training.5,6
[bookmark: _Hlk195541246][bookmark: _Hlk196809265]The concept of medical professionalism was first introduced in the Hippocratic Oath and has since evolved with its inculcation in the medical curriculum.1 Furthermore, medical professionalism has also been broadly categorized as three specific attributes. The first is professional excellence which has been associated with educational practices and doctors’ opinions of their colleagues as well as demonstration of professional conduct, supporting colleagues, placing patients’ needs above their own, and educating their patients.7 The second is integrity i.e. the extent doctors are considered to be honest and avoid unprofessional behaviors. The third is Altruism which entails selflessness, respect for patients, colleagues, and the hospital rules.7 Medical professionalism involves not only the healthcare providers’ conduct but also the quality of the relationship between the  doctor and patient.5,8 In addition, it also highlights the doctor’s ability to work efficiently to produce high-quality care and also upholding the highest ethical standards.8,9 
Professional identity being the bedrock of medical professionalism can be defined as array of beliefs, values, and behaviors that describes a professional’s role within his field. Strong professional identity has been associated with good medical professionalism and it is a function of the doctor’s attitudes towards patients which helps him to navigate through complex social and ethical issues in his practice.10,11 It also gives a sense of purpose and fulfillment for such individual in the medical practice. Despite the importance of medical professionalism, there are major concerns about the rising incidence of unprofessional behaviors in the healthcare field.12,13 
[bookmark: _Hlk196809312][bookmark: _Hlk204447847][bookmark: _Hlk196809369][bookmark: _Hlk204447901]The group of medical professionals considered in this study are house officers who are newly qualified medical doctors practicing under supervision in hospitals during the first year after graduation. It is a transition time for these young graduates from student life to clinical career and may be a challenging period for them.14 This abrupt change may have major implications on their relationship with fellow colleagues, other health workers and patients due to professional identity crisis.15 The unprofessional behaviors and inappropriate professional identity especially among young doctors like the house officers could have serious consequences for patients’ care and can also be a serious threat to ethical medical practice and the overall quality of healthcare.16 In addition, studies have also shown that when young doctors perceive unprofessional behaviors as normative, they may adopt these practices themselves.7,9  The aim of the study is to explore the house officers’ attitude and self-reported practice of medical professionalism, to determine the relationship between their attitude and self-reported practice and the possible sociodemographic determinants of good professionalism behavior.







METHODS 
Study Design and Population
We performed an online, descriptive cross-sectional survey of house officers who had completed at least one clinical posting while house officers who had their undergraduate medical training outside the country and those who did not consent for the study were excluded. Invitations went to colleagues at 24 federal, state, and private hospitals; respondents were encouraged to forward the link to their peers. The respondents' distribution among the hospitals was however not proportionate.
Survey Instrument
We adapted a validated questionnaire (Chen et al.) 17 covering three domains:
· Demographics (age, gender, marital status, religion, training center, additional degrees)
· Attitude toward professionalism (12 items, 5-point scale)
· Self-reported behaviors (12 items, 4-point scale)
Data Collection method  
A convenience sampling method was used in this study. The responses were collected via Google Forms over four weeks. Consent was implied by survey completion. 
Validation of instrument
The content validity of the questionnaire was established through expert reviews, ensuring that all items accurately reflected the constructs being measured. The survey questions yielded a Cronbach’s alpha coefficient of 0.70, indicating a good internal consistency. 
Ethics consideration
The study received ethical approval from LAUTECH Teaching Hospital Ethical review board (Approval number- LTH/OGB/EC/2025/610)  
Data Analysis
We used IBM SPSS version 22. Descriptive statistics was used to summarized sample characteristics. Chi-square tests examined associations between attitudes, demographics, and practice. Predictors of good practice were determined via forward stepwise multinomial logistic regression; significance was set at p ≤ 0.05
Scoring and categorization
For attitudes, we summed item scores and split at the mean to define “good” vs. “poor” attitude. For behaviors, we assigned higher points to frequent professional acts and to non-occurrence of unprofessional acts, then dichotomized at the mean.


















RESULTS
A total number of 100 participants were recruited into this study. The largest number of the house officers (56, 56%) are in the age bracket of 26-30 years followed by ages 21-25 (37, 37%). The gender distribution was ratio 0.9 to 1 (Male/Female) and majority of the respondents were Christians which accounted for 81% of them. Most of the respondents (79%) were single and the remaining 21% were married. Seventeen percent of the house officers have additional degrees other than the MBBS (Medicine and Surgery) or BDS (Dentistry). Some of the degrees include BSc in Biochemistry, Anatomy or Physiology, Microbiology, BMLS and MPH. (Table1)
[bookmark: _Hlk204448916]The participating house officers spanned across 24 training hospitals in Nigeria which include Federal, State and private centers. UNIOSUN Teaching Hospital, a state hospital accounted for the largest number of respondents (12%) and this was followed by Federal Medical Centre, Owo (10%). Four of the centers have only a single participating house officer and they include- Federal Teaching Hospital, Lokoja, University of Nigeria Teaching Hospital, Enugu, University of Calabar Teaching Hospital and St Nicholas Hospital. (Table 2)
In the domain on maintaining professional competence, 94% of the participants completely agreed with the statement- “Physicians should continually update their knowledge and improve professional ability”. There was however high variability in the response to the statement on honesty with only 42% of the respondents somewhat agreeing to the statement under the domain. Ninety and ninety-nine percent respectively of the house officers completely agreed to the statement under respecting patient’s confidentiality and autonomy domain. Seventy two percent and ninety-nine percent respectively of the respondents completely agreed that physician should participate in peer evaluation and health care quality improvement. (Table 3)
Under the domain, improving access to healthcare there is high variability in the response to the statement with 42% of the house officers somewhat agreeing. Just distribution of finite resources (96%) and commitment to scientific knowledge (91%) were completely agreed to by the respondents. Only 56% completely agreed that the patients’ health should be placed above the physician’s financial interest. Only 34% of the participants completely agreed to reporting incompetent colleagues and all significant medical errors. (Table 3)
Despite having a large number of respondents strongly agreeing with maintaining professional competence only 25% of them always meet the standard of quality medical care and only 28% were always able to apply new knowledge. Fifty-four percent of the respondents sometimes withhold information needed to be known by patients from them. Eighty five percent of the respondents never reveal information about a patient to irrelevant people. Only 20% always participate in quality improvement activities and 30% always provide quality health care for low-income patients. (Table 4) 
Almost half (48%) of them did not read any academic papers in the last 3 months. Incompetent behavior of the physician was observed by 60% of the house officers, and only 8.3% of them reported the observed incompetent behavior. Only 27% of the respondents observed a serious error, and 11.1% of them reported it to the relevant authority. The major reasons for not reporting were to avoid intimidation (33%) and not being aware they can report (33%) (Table 4)
[bookmark: _Hlk204449098]Figure 1 is a bar chart of the categorization of the respondents’ attitude scores towards professionalism. Fifty-nine (59.0%) have a good attitude towards professionalism, while 41 (41.0%) have a poor attitude. (Figure 1). Figure 2 is a pie chart showing the categorization of the respondents’ self-reported professionalism practice score. Forty-eight (48.0%) display good professionalism, while 52 (52.0%) have poor professionalism. (Figure 2)
Bivariate analysis using Chi-square showed that the respondents’ qualification was significant with a p-value of 0.036. Other sociodemographic factors were however, not associated with their self-reported professionalism practice. In addition, further analysis showed no association between the respondents’ attitude towards professionalism and their self-reported practice.(Table 5)  The chi-square analysis of the association between attitude and self-reported practice also shows that the attitude “physicians should actively participate in health care quality improvement activities” was significantly associated with the self-reported practice “I participated in medical quality improvement activities of the department in the hospital” (p value= 0.031). All other cross-tabulated variables were not statistically significant.
[bookmark: _Hlk204449210]The predictors of the respondents' self-reported practice were determined using the multinomial regression model. The factors were entered into the model in a forward stepwise fashion. According to Table 6, the house officers with only an MBBS/BDS degree are less likely to be associated with good self-reported practice when compared with those with additional degrees (OR-0.153, p-value= 0.006). Respondents who have read no academic papers in the last three months are more likely to have good professionalism practice when compared with those who have read at least a paper. (OR- 3.525, p 0.017). (Table 6)
The participants who completely agreed with the statement “physicians should provide necessary medical care regardless of the patient's ability to pay” are 24 times more likely to have good self-reported professionalism practice when compared with those who completely disagree. (OR- 24.614, p-value=0.006) Those who somewhat agree with the statement are 7 times more likely to have good self-reported professionalism than those who completely disagree. (OR- 6.013, p value= 0.016). The respondents who were indifferent to the statement are 6 times more likely to have good self-reported professionalism practice than those who completely disagree (OR-6.013, p value= 0.019) (Table 6)














DISCUSSION
In the context of healthcare, professional identity is closely linked to medical professionalism and encompasses the attitudes and behaviors that are expected of healthcare professionals in their interactions with patients, colleagues, and the wider community.2,18 Our results showed that the values of maintaining professional competence, respecting patients’ confidentiality and autonomy, improving quality of care, just distribution of finite resources, and commitment to scientific knowledge were uniformly high among the house officers while other domains like honesty with patient, improving access to care and maintaining conflict of interest were diverse and highly variable among them.
[bookmark: _Hlk203817724]Our study shows similar results to another study conducted among Chinese doctors and health workers using the same questionnaire, where they also recorded a large number of respondents who completely agree with similar values. There was also high variability in their agreement or disagreement with domains like honesty with patients and improving access to care. For the domains with a very high level of agreement, most of the respondents in our study completely agreed with the statements, while in the study by Chen et al, majority of the respondents somewhat agreed.17 
[bookmark: _Hlk205667834][bookmark: _Hlk205668956]Notable variability was observed in house officers’ attitudes towards providing care regardless of a patient’s ability to pay. In our study, only 20% completely agreed and 39% somewhat agreed with the statement, while 18% somewhat disagreed and 8% completely disagreed. This contrasts sharply with finding from the study among the Chinese population where 49.2% somewhat agreed and 31.6% completely agreed with far fewer in disagreement (15.3% somewhat, 4% completely).17 The disparity in agreement levels, particularly the lower support among Nigerian respondents may reflect differences in healthcare financing structures. In Nigeria, where out-of-pocket payments remain common due to limited health insurance coverage (especially in tertiary institutions), physicians may be more hesitant to endorse uncompensated care compared to their Chinese counterparts,17  who practice in a system with broader insurance coverage.
[bookmark: _Hlk203819034]Significant cross-national differences emerge in physicians' willingness to report impaired or incompetent colleagues. In our study, 32% of Nigerian house officers completely agreed that such cases should be reported to authorities—a figure closely aligned with the 28.1% of Chinese physicians who shared this stance. However, these proportions are markedly lower than those reported in the US (63.1%) and UK (59.36%) by Roland et al.19 The similarity between Nigerian and Chinese responses may reflect the absence of mandatory reporting laws in both countries, unlike the US and UK, where statutory requirements likely reinforce physicians' sense of obligation. This structural distinction could explain the stark divergence in attitudes, underscoring how policy frameworks shape professional norms.
Also, 18% and 42% of house officers in our study completely agreed and somewhat agreed with the statement “physicians should disclose all significant medical errors to affected patient and/or guardians, while 41.2% and 41.9% of Chinese physicians completely agreed and somewhat agreed with it.17 Comparatively, the rate of disclosure of errors to patients are more in the study among the Chinese population than in our study. 17 The possible reasons why the disclosure rate is less in our study may be because the respondents are house officers who only have provisional registration with the medical and dental council, they may be afraid of disclosing the error because they may have a belief it may affect their full registration. Also, they might think it’s the responsibility of the senior doctors who are directly in charge of the patient’s care to do so. 
The results from our study showed that 60% of the house officers observed the incompetent behavior of a physician in their hospital, but just 8.3% of them reported it to the relevant authority. Also, 27% observed serious medical errors caused by the physicians in their hospital, and 11% of them reported. Considering the reason why they did not report, a large number of them (34.5%) had no reasons, followed by 29.1% of respondents who did not report to avoid intimidation, and others were not aware they could report.  
Comparatively, Ward et al12 in her study showed that the doctors’ attitude towards disclosure of errors were variable. Most of the doctors admitted that they did not fully disclose the errors or incompetent behavior of other physicians because they were afraid of litigation. Rafter et al 20  revealed that Irish doctors who did not report their concerns felt nothing will happen as a result, some were afraid of retribution while others assume someone else will address it. Okoye et al also emphasized the absence of enforceable policies in Nigeria to report impaired colleagues.21 Apart from physicians, Moore et al 22 also found in his study among nurses that majority of them (88%) observed an incident of poor care, and 70% of the nurses reported. The reasons why the remaining nurses did not report include ‘not wanting to cause trouble’ and ‘not being sure if it is the right thing to do so’.
[bookmark: _Hlk204449330]Conclusions- Our findings reinforce the well-documented disconnect between physicians’ stated attitudes and their actual behaviors. Among all the surveyed dimensions, only one, attitudes toward healthcare quality improvement showed a significant correlation with self-reported practice. This suggests that while house officers may endorse certain professional principles in theory, these beliefs often fail to translate into consistent actions.
Limitations- Being an online study, it may be difficult to track the even distribution of the participating house officers across different training centers in the country. This is however a pilot study.
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Table 1-Characteristics of the respondents
	Characteristic
	Frequency
	Percentage

	Age
<25
26-30
>31
Gender
Male
Female
Marital status
Single
Married
Religion
Christianity
Islam 
Humanism
Qualification
MBBS/BDS only
MBBS/BDS and other degrees
	
38
56
6

49
51

79
21

81
18
1

83
17
	
38
56
6

49
51

79
21

81
18
1

83
17


*MBBS- Bachelor of Medicine, Bachelor of Surgery, BDS- Bachelor of Dental Surgery
**Other Degrees-Anatomy, Biochemistry and Physiology

Table- 2 House job training institutions
	Variable
	Frequency
	Percentage

	Training institution
LAUTECH TH
LUTH
LASUTH
UNIOSUN TH
UITH
UATH
OAUTH
FMC Owo
UCH
FTH Lokoja
UUTH
NAUTH
Afe Babalola Hospital
Dalhatu Araf Specialist Hospital
UNTH Enugu
OOUTH
FMC, Ebutemeta
FMC, Abeokuta
UBTH
Madonna Teaching Hospital
FMC Asaba
UCTH
Bowen University Teaching Hospital
St Nicholas Hospital
	
11
7
4
12
5
5
6
10
7
1
3
2
2
2
1
3
3
2
3
2
4
1
3
1
	
11
7
4
12
5
5
6
10
7
1
3
2
2
2
1
3
3
2
3
2
4
1
3
1





Table 3- House officers’ attitude towards professionalism (%)
	     Statement
	[bookmark: _Hlk203481632]Completely
Agree(%)
	Somewhat 
Agree (%)
	Indifferent
(%)
	Somewhat 
Disagree(%)
	Completely disagree(%)

	  Maintaining professional competence

	1.
	[bookmark: _Hlk203423284]Physicians should continually update their knowledge and improve professional ability					
	94
	1.0
	0.0
	0.0
	5.0

	Honesty with patients

	2
	[bookmark: _Hlk203817640]Physicians should disclose all significant medical errors to affected patient and/or guardians					
	18.0
	42.0
	2.0
	21.0
	17.0


	Respecting patient’s confidentiality and autonomy

	3
	Physicians should keep confidential the patients’ medical condition, privacy etc					
	90.0

	6.0
	0.0
	2.0
	2.0

	4
	Physicians should inform patients of the disease situation and treatment options in detail and respect patients' autonomy					
	99.0
	0.0
	0.0
	1.0
	0.0







	
	
	
	
	
	
	

	Improving quality of care

	5
	Physician should participate in peer evaluation of the quality of care provided by colleagues					
	74.0
	22.0

	3.0
	1.0
	0.0

	6
	Physicians should actively participate in health care quality improvement activities					
	94.0
	6.0
	0.0
	0.0
	0.0

	Improving access to care

	[bookmark: _Hlk203819007]7
	Physicians should provide necessary medical care regardless of the patient's ability to pay					
	20.0

	39.0

	15.0

	18.0

	8.0

	8
	Physicians should advocate legislation to assure that all patients have right to health insurance					
	78.0
	14.0

	6.0

	2.0

	0.0

	Just distribution of finite resources

	9
	Physicians should treat patients equally regardless of patients' ethnicity, gender, social status or economic status					
	96.0

	2.0
	2.0
	0.0
	0.0

	Commitment to scientific knowledge

	10
	Physicians should often read the relevant academic literature					
	86.0

	12.0
	0.0

	0.0

	2.0

	Maintaining trust by managing conflicts of interest

	[bookmark: _Hlk203821203]11
	Physicians should put the patients' health above the physician's financial interest					
	59.0

	24.0

	3.0

	7.0
	7.0

	Fulfilling professional responsibilities, including self-regulation

	12
	Physicians should report significantly incompetent colleagues to the hospital or other relevant authorities					
	32.0

	42.0
	9.0
	12.0
	5.0

	13
	 Physicians should report all significant medical errors they observe to hospital, or other relevant authorities
	30.0
	43.0
	10.0
	11.0
	6.0






Table 4- House officers’ self-reported professional practice
	 Statement
	Never
	Sometimes
	Usually
	Always

	  Maintaining professional competence

	1
	I met the standard of quality medical care					
	1.0

	17.0

	57.0

	25.0

	2
	I am able to apply new professional knowledge and skills critically
	0.0
	24.0

	48.0

	28.0

	    Honesty with patients

	3
	I withheld information that a patient or the patient's family should have known about a medical error					
	36.0

	54.0
	8.0
	2.0

	   Protecting patient confidentiality

	4
	I revealed information about a patient to irrelevant people					
	85.0

	15.0
	0.0
	0.0

	    Improving quality of care

	5
	I participated in medical quality improvement activities of the department in the hospital					
	15.0

	30.0
	35.0
	20.0

	    Improving access to care    

	6
	For low-income patients I provide the same medical services					


	4.0

	36.0
	30.0
	30.0

	     Commitment to scientific knowledge

	Statement
	                       Response (%)

	7
	Academic papers read in 3mths
0
1-5
6-10
11-15
16-20					
	
33
48
15
3
1

	 Fulfilling professional responsibilities, including self-regulation

	8
	[bookmark: _Hlk203844838]Did you observe the incompetent behaviour of a physician in your hospital					
	Yes (60.0)
	No (40.0)

	9
	If yes did you report that physician to the hospital or relevant authority					
	Yes (8.3)
	No (91.7)

	10
	If you did not report to the hospital or relevant authority why?
To avoid intimidation
Because of solidarity with my colleagues
Because I am not aware I can report
No reason					
	


29.1
18.2

18.2

34.5

	11
	[bookmark: _Hlk203845226]Did you observe any serious medical error caused by the physicians in your hospital					
	Yes (27.0)
	No (73.0)

	12
	If yes, did you report that physician to the hospital or relevant authority					
	Yes (11.1)
	No (88.9)

	13
	If you did not report to the hospital or relevant authority why?
To avoid intimidation
Because of solidarity with my colleagues
Because I am not aware I can report
No reason						
	


33.3
20.8

12.5

33.3


	

[bookmark: _Hlk203828066]Table 5- Association between sociodemographic factors and self-reported professionalism practice
	Self-reported practice
	 Good  
N (%)
	Poor
N (%)
	Statistics

	Sociodemographic variables
Age (Years)
15-20 
21-25
26-30
31-35
36-40
>40
	


1 (1.0)
17 (17.0)
33 (33.0)
1 (1.0)
0(0.0)
0 (0.0)



	


0 (0.0)
20 (20.0)
23 (23.0)
3 (3.0)
1(1.0)
1 (1.0)
	


P value-0.503
Chi square-0.370
Df- 1


	Gender
Male
Female
	
25(25.0)
27(27.0)
	
24(24.0)
24(24.0)
	P value-0.503
Chi square-0.37
Df- 1

	Marital status
Single
Married
	
40 (40.0)
12 (12.0)
	
39 (39.0)
9 (9.0)
	Pvalue-0.389 Chisquare- 0.282
Df- 1

	Religion
Christianity
Islam
Others
	
42 (42.0)
10 (10.0)
0 (0.0)
	
39 (39.0)
8 (8.0)
1 (1.0)
	P value-0.556
Chisquare- 1.175
Df- 2

	Qualification
MBBS/BDS only
MBBS/BDS and other degrees
	
5 (5.0)
47 (47.0)
	
12 (12.0)
36 (36.0)
	*p-value-0.036
Chisquare- 4.187
Df- 1


*Statistically significant
Table 6- Multinominal logistic analysis depicting predictors of professionalism practice
	Model variables
	   β
	OR (95% CI)
	Df (p-value)

	Qualification
MBBS/BDS only
MBBS/BDS and other degrees
	
-1.875
  0b
	
0.153(0.041-0.577)
	
1 (0.006)

	Number of academic papers read in the last 3 months
None
Atleast one
	

1.260
0b
	

3.525(1.254-9.907)
	

1(0.017)

	[bookmark: _Hlk203462800]Physicians should provide necessary medical care regardless of the patient's ability to pay	
Completely agree
Somewhat agree
Indifferent
Somewhat disagree
Completely disagree

	


3.203
2.027
1.794
0.607
0b
	


24.613(2.483-244.0)
7.590(1.467-39.274)
6.013(1.347-26.837)
1.836(0.345-9.778)
	


1 (0.006)
1(0.016)
1(0.019)
1(0.447)













	
	
	
	
	
	
	
	
	

	Figure 1- Categorization of the attitude score of the respondents

	



	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	


	
	
	
	
	
	
	
	



	







	
	
	
	
	
	
	
	



Figure 2- Categorization of the respondents' self-reported professionalism practice score
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