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Over the past 15 years, medical schools have paid some attention to the
importance of developing students’ communication skills as part of their
medical education. Over the past decade, medical ethics has been added to the
curriculum of most U.S. medical schools, at least on paper. More recently, there
has been growing discussion of the importance of professionalism in medical
education. Yet, the nature and content of these fields and their relationship to
one another remains confused and vague, and that lack of clarity, in turn,
impairs the effectiveness of medical education. This ambiguity invites serious
contention over who should design and teach the curriculum as well as when,
where, and how it should be taught.

Today, we also encounter vastly different views on the tools, discipline, and
skills that are inherent in medical ethics itself. Some see medical ethics as an
interdisciplinary field and invite humanists of every persuasion, assorted
health professionals, and multiculturalists to join their ranks and contribute to
their deliberations. Others see medical ethics as a demanding specialty that
brings the insights of philosophers to bear on contemporary clinical dilemmas
arising from dramatic advances in medical technology and knowledge. And
others see philosophers as having nothing especially distinctive or valuable to
contribute to the field. In what follows, we explain the centrality of philosophy
in medical ethics by pointing out an important distinction between two con-
cepts of medical ethics. We then elucidate the significant implications of that
distinction and show how philosophy can be used to construct an ethical
framework for the medical professions by drawing on the work of John Rawls.
Finally, we offer an account of how education on the ethics of medicine should
relate to the training and assessment of communication skills and be integrated
into the medical school curriculum.

Two Concepts of Medical Ethics

When teachers and program directors set out to design a program or course,
they begin by asking themselves questions about their audience and their
goals: Who will be the students? When in their education will they be learning
the material? Why are you teaching the material? How much time will you
have for this education, and how will that time be organized? What should be
included? How should it be taught?

The answers, with respect to teaching medical ethics, will differ significantly
depending on whether you are attending to the educational needs of under-
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graduates taking an introductory course in philosophy, philosophy majors,
philosophy graduate students, medical students, or seasoned clinicians. It
would be a huge mistake to imagine that the same materials and the same
presentation would meet the needs of all of these diverse groups. It is also a
huge mistake to overlook the distinction between two distinct subjects that
both are called “medical ethics.” 1 Educators need to recognize that: (1) “med-
ical ethics” is a subject in applied ethics; and (2) “medical ethics” is the sum of
moral commitments of healthcare professionals. These are very different sub-
jects, and educators need to be aware of which one is the subject of their
concern.

Applied Ethics

Ethics is a field of philosophy. It has a long history, a rich literature, and a long
narrative of debate over theoretical approaches and philosophic commitments.
From its beginning, those engaged in moral philosophy have recognized the
importance of applying their theories to practical problems. Examples explain
and clarify their points, applicability demonstrates the usefulness of a theory,
and the coincidence of theoretical implications with moral intuitions argues for
a theory’s acceptability.

Difficult ethical problems in the practical lives of philosophers also provide
them with the opportunity for ethical insight. Moral quandaries challenge
philosophers to refine their theories, to clarify previously obscured vagueness,
to recognize distinctions that were not apparent at a higher level of abstraction,
and to develop conceptual tools for sorting out answers to different cases. In
sum, applied ethics has, and always has had, an important role in ethics.

Medical ethics is but one of several areas of applied ethics. It is most
typically associated with innovative biomedical technology or challenging
questions at the intersection of medicine with law, public policy, or personal
morality. Among others listed in Table 1, standard topics now include: justice
and access to healthcare, allocation of scarce resources, abortion, separation of
conjoined twins, physician-assisted suicide, legalization of drugs, cloning, and
stem-cell and embryo research.

Recent debates in medical ethics are inherently interesting subjects. Because
the material is self-motivating, it provides an excellent entree for teaching

Table 1. Some Popular Topics in Medical Ethics (Applied Ethics)

Definitions of illness and disease Euthanasia
Definitions of death Legalization of drugs
When life begins Cloning
Personhood Sex selection
Personal identity and dementia Abortion
Genetic determinism Informed consent in research
Justice and access to healthcare Using animals in research
Allocation of scarce resources Xenotransplantation
Sterilization Stem-cell and embryo research
Separation of conjoined twins International research
Physician-assisted suicide Payments to research subjects
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introductory students about philosophical argument and moral theory. Medical
ethics, as an area in applied ethics, therefore presents an ideal introduction to
moral philosophy for undergraduates. It provides an opportunity for learning
about the difference between premises and conclusions, about argument and
consistency. It also provides an opportunity for students to learn what a
philosophical theory is, how theory is applied, how theories differ, and how
differences in theoretical commitments lead to different conclusions. Medical
ethics can also provide students with an understanding of the specific concepts
that play important roles in contemporary ethical and political debates. Some
examples include the concepts of justice, liberty, autonomy, and personhood.

Professional Ethics

The reasons for teaching medical ethics, the subject matter, the goals, and the
methods are (and should be) vastly different in medical school undergraduate
and graduate education than they are in nonprofessional school education. As
part of the students’ professional training, the broad educational goal is to
provide students with the knowledge and skills that they will need to be good
physicians. Medical education should also promote the development of essen-
tial habits of disposition and attitude to perform as a good physician should —
that is, the character (i.e., virtues) of a good physician.2 In other words, as a
part of medical education, medical ethics education is (and should be) primar-
ily concerned with inculcating medical professionalism. This involves helping
students to understand the content and the justification of their special respon-
sibilities as physicians as well as to accept their professional responsibilities as
important and overriding.

The content of medical-school ethics education, therefore, has to be signifi-
cantly different from other applied ethics education. Medical students do not
need to become fluent in moral theory. They do need to become fluent in the
concepts that are most relevant to clinical practice, and they have to learn to
navigate the situations they are most likely to encounter. In their professional
careers, few will need to make professional decisions about cloning, stem-cell
research, or healthcare allocation policy. Instead, they need to understand the
ethical necessity of professional competence. They have to develop a clear
understanding of the moral nature and requirements of the doctor-patient
relationship including the importance of caring, presence, responsiveness3 and
respect, the centrality of trust, confidentiality, nonjudgmental regard, nonsexual
regard, truth-telling, and informed consent, and they have to see the relevance
of these principles to clinical practice. They also need to learn to apply the
principles and use them in case discussions so that they can reach a consensus
with peers on difficult cases, even in the face of unavoidable uncertainty, or
recognize when to tolerate reasonable differences in views. Students also have
to understand the moral importance of their relationships with peers and other
health professionals. They have to develop a clear understanding of patient
capacity and surrogate appropriateness so that they can decide when patients
lack capacity and when surrogate decisions are unacceptable. They have to
learn the local legal constraints on physician action so that they can make
judgments about conforming with or violating the law. They have to learn
standards for allocating the resources that fall to their discretion (e.g., time,
energy, priority, beds). They have to be given templates for approaching
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difficult issues like giving bad news, dealing with medical errors, nonadher-
ence, and helping patients with important decisions at the beginning and end
of life. They have to learn about their responsibilities to society at large and
how to triage their principles and commitments when they conflict. They have
to understand the importance of clinical research and their role in clinical
investigations. In sum, rather than focusing on highly unusual issues or
subjects that will be decided by the legislature, courts, or voters, medical-
student ethics education should address issues that are common and relevant
to situations that they are likely to encounter with some frequency. Some of
these issues are listed in Table 2.

Teaching methods and materials have to be chosen with a clear recognition of
who these students are and their special needs. Small-group, interdisciplinary,
case-based teaching that provides an active learning experience is the rule.
Readings have to be short, clear, engaging, and selected for didactic value
rather than for illustrating a theoretical approach. Students’ preparation time,
as well as instructional time, is very limited by the competing demands of a
crammed and rigorous curriculum. Hence, each piece of assigned reading and
every written assignment should have clear and compelling justification.
And the topics and timing of medical ethics education should be linked and
integrated into the overall curriculum so that students can appreciate their
relevance.

A good part of professional education involves habit formation. In that
respect, medical ethics is very much like the other subjects taught in medical
schools. Basic concepts have to be revisited in different settings, and students
have to develop fluency in their use and application. That is why most
statements on medical ethics education call for programs to span all years of
medical education.4 Like any other medical skill, the ability to recognize the
ethical issues involved in a case, to work through the moral tangles, and to find
a resolution through discussion with peers requires practice at different levels
of medical education. These skills are developed through repetition, planned

Table 2. Some Essential Topics in Medical Ethics (Professionalism)

Essential characteristics of a physician Assessing patient capacity
Codes and traditions of medical ethics Assessing surrogates and

surrogate decisionsCentrality of trust
Foundations and uniqueness of

professional responsibility
Protecting others and the limits

of confidentiality
Fiduciary responsibility Adherence and compliance
Caring Errors
Presence End-of-life decisionmaking
Respect and the primacy of patient values Advance directives
Truth-telling DNR orders
Informed consent for treatment The scope of medicine
Confidentiality and privacy Physicians’ roles in clinical research
Nonjudgmental regard Research ethics
Nonsexual regard Giving bad news
Professional relationships and responsiveness Definition of death
Using patients as learning tools Responsibilities to the bereaved
Using animals in medical education

and research
Peace-time and war-time triage
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redundancy, and modeling in carefully constructed exercises in the context of
an integrated comprehensive curriculum designed to meet the unique require-
ments of training for professionalism.

Many relevant articles and case discussions can be found in journals or
scavenged from textbooks. Two relatively recent collections are especially
useful resources: Ward Ethics, edited by Thomasine Kushner and David Tho-
masma5 ; and The Cambridge Medical Ethics Workbook, edited by Michael Parker
and Donna Dickenson.6 Both focus specifically on issues faced by medical
students and house staff. Unfortunately, the unifying justification that is needed
to explain medicine’s special obligations and to serve as a touchstone in
adjudicating conflicts has hardly been explicated, and hence is hardly taught.7

Yet a clear understanding of the foundation of medical ethics would make its
distinctiveness and importance transparent.

Although the theoretical work to produce such an account requires the tools
of philosophy, philosophers have been devoting their attention to the first kind
of medical ethics. They have thoroughly discussed the controversial, politically
and legally contested topics, but not professionalism. Nevertheless, the theories
and concepts of moral philosophers do provide the resources for construct-
ing and explaining the content of physicians’ unique professional responsibil-
ities.8 To illustrate what such an account would entail, and also as a reply to the
radical pluralists who argue for the priority of each agent’s unique perspective
over the common standard of professionalism, we offer a sketch of the ethics of
the medical profession by drawing on the theory of Rawls’s Political Liberalism.9

We invoke the later Rawls for his theory’s usefulness and intuitive appeal.
Also, we choose Rawls to echo the spirit of John Gregory drawing on David
Hume and Thomas Percival drawing on John Locke over the course of the
history of medical ethics. Above all, we choose Rawls’s theory because, sur-
prisingly, the practice of medicine in the contemporary hospital setting often
instantiates the concept of political liberalism and provides clear examples of
the practice and success of Rawlsian public reason.10

Constructing Medical Ethics Rawls’s Way

It is important to recognize that medicine is a social institution; it develops as
a distinctive part within a society, and its role, tools, principles, and commit-
ments vary somewhat because of the individuality of societies. Yet, because of
its distinctive position in society, medicine has its own ethical principles11 that
are different, in some notable respects, from the rules of ordinary morality, and
they have a distinctive rationale. Reflection on a few examples should make the
singularity of medical ethics apparent and justify an independent account of
the principles of medical ethics.

• The core content of ordinary morality is primarily negative responsibili-
ties, duties to avoid harming others in various ways. The core content of
physician responsibilities is to positively promote the patient’s good by
using the tools of medicine.

• In ordinary morality we are supposed to be discriminating in our choices
of friends and associates. Physicians are committed to nonjudgmental
regard and to providing treatment for anyone who needs it.

• In ordinary morality we are to presume as far as possible that others are
acting autonomously and leave them alone to live according to their own
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lights. Physicians suspend the presumption of autonomy and constantly
assess patients’ capacity with an eye toward protecting them from the
dangerous consequences of impaired decisionmaking. Doctors educate,
suggest, emphasize, employ a variety of influencing strategies, occasion-
ally decide that a patient lacks decisional capacity and bring the matter
before the court or, in an emergency situation, override an apparent refusal
of treatment.

• In ordinary morality it is useful and entertaining for us to share informa-
tion that we learn through the commerce of daily life and the special
obligation to safeguard some information requires a specific promise.
Physicians are committed to confidentiality.

• Absence of consent makes sex between adults unacceptable. Consent does
not make sexual interaction with patients acceptable for physicians because
the rule is nonsexual regard.

These examples make the case for the distinctiveness of the ethics of medicine.
As Rawls notes,

it is the distinct purposes and roles of the parts of the social structure,
and how they fit together, that explains there being different principles
for distinct kinds of subjects. Indeed, it seems natural to suppose that
the distinctive character and autonomy of the various elements of
society requires that, within some sphere, they act from their own
principles designed to fit their peculiar nature.12

Although Rawls may not have been explicitly thinking of professional ethics, or
even the ethics of medicine in particular, medicine is clearly a part of society
that is ethically autonomous. This crucial factor is overlooked by most bioeth-
icists, who mistakenly presume that the ethics of medicine is merely an
extrapolation from ordinary morality.13

Faced with the pluralism of modern society, Rawls recognizes the need to
establish a common framework, or overlapping consensus, for establishing and
sustaining society’s political and social institutions. He provides an account of
its content through a hypothetical construction of political justice. In essence,
according to Rawls, everyone (or their representatives reasoning from behind a
veil of ignorance) must first affirm some basic foundational principles, each for
reasons from his own comprehensive religious, moral, or philosophical frame-
work. Once those foundational principles are endorsed by all citizens, further
agreements must be supported by reasoning “only from general beliefs shared
by citizens generally” 14 and governed by the precepts constructed with refer-
ence to those beliefs by what Rawls calls “public reason.”

Whereas Rawls provides a thorough account of the principles that are to
govern political institutions, our task will be to apply Rawls’s methods to the
construction of the principles that should govern the social institution of
medicine. And although the principles that we shall offer are not radically
different from those listed by others, the justification and rationale for their
importance is, in this case, drawn from “the distinctive character and auton-
omy” of the profession rather than from theories or principles of ordinary
morality.

Rawls sets the standard for participation in the process of assenting to
principles at a minimal set of two moral powers, “the capacity for a conception
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of the good and the capacity for a sense of justice” 15 and a capacity for reason
and reasonableness. Rawls explains that “all ways of reasoning . . . must
acknowledge certain common elements: the concept of judgment, principles of
inference, and rules of evidence . . . and include standards of correctness and
criteria of justification.” 16 Reasonableness, which he distinguishes from reason,
is the willingness to propose and to abide by rules on the condition of
reciprocity. Anyone who can meet these criteria is able to participate in the
hypothetical procedure to construct foundational principles and then endorse
them.

Because the profession and institutions of medicine are social goods and
social artifacts, “the first principles that are to regulate the basic structure” 17 of
medicine are constructed through a process that produces an overlapping
consensus on foundational principles. Every reasonable citizen appreciates her
susceptibility to injury and disease. So, in the case of medical need, every
reasonable citizen would want attention for herself and her loved ones from
skilled and knowledgeable practitioners who could cure disease, alleviate
symptoms, restore function, and ease suffering. These realizations create an
overlapping consensus for constructing a profession of medicine and granting
the profession special license to acquire special knowledge and skills, as well as
special powers and privileges on the condition that they be used for the good
of citizens (however each may define his own good).18 Hence, the first principle
of medical ethics involves the fiduciary responsibility of physicians —that is, the
commitment of physicians to act for the good of their patients individually and
collectively. Furthermore, because any reasonable member of society can appre-
ciate the potential danger that physicians can present through wielding their
special knowledge, powers, and privileges, as well as the special vulnerability
of the patient, everyone would want physicians and medicine to be trustwor-
thy. Hence, the second foundational principle must be that physicians and the
institutions and profession of medicine must seek trust and make themselves
deserving of that trust.

Several corollaries follow from these foundational principles. For example,
professional competency is a basic principle because reasonable people would
want those whom they trust to have the requisite skills and knowledge. Caring
is a basic principle (or professional virtue) because all patients prefer their
physicians to genuinely care about their well-being and because the caring
doctor is more likely to fulfill her obligations in the face of conflicting desires.19

Confidentiality is a basic principle because physicians need to understand their
patients’ habits and problems. Patients would be reluctant to disclose private
information unless they were assured that the information would be carefully
guarded and used for their good rather than the advantage of others. Nonjudg-
mental regard is a basic principle of medicine because no reasonable person
would want to be denied medical attention from a physician who found her
patient unappealing. Hence, each would only endorse a system on the grounds
that judgments of worthiness and congeniality would not be admissible. Non-
sexual regard is a basic principle because, to perform examinations, make
diagnoses, and administer treatments, physicians need access to personal
sexual information, and they have to see and touch sexual organs. Patients
would be reluctant to allow these intrusions unless they could trust that the
access was for their own good, rather than the benefit of a voyeur, and that the
physician would treat the exposure as nonsexual. Respect for patients’ values
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and allowing the patient’s conception of the good to rule is a basic principle
because for patients to be able to accept treatment, they need to be able to trust
that physicians will not impose their own, different conception of the good and
override a patient’s values. Truth-telling is a basic principle because patients
need information about their condition so they can take it into account in
prioritizing their own goals. Also, unless they could feel confident that their
physicians’ reports were honest, they could have no trust in good news, bad
news, or directions. Thus, the physician’s counsel would be useless.

Because the two foundational principles and their several corollaries, all
presented in Table 3, would be endorsed by all reasonable participants regard-
less of their own background comprehensive views “on the basis of mutually
recognizable reasons and evidence,” 20 and because they are independent of
any particular comprehensive religious, moral, and philosophical views, they
can be seen as “freestanding” 21 or “autonomous” views, expressions of public
reason that are “acceptable to citizens as reasonable and rational, as well as free
and equal.” 22 Everyone knows and accepts these principles, knows that every-
one else also accepts them,23 and everyone counts on physicians to observe
them. Rawls explains that

[t]he underlying unity is provided by the idea that free and equal
moral persons are to construct reasonable and helpful guidelines for
moral reflection in view of their need for such organizing principles
and the role in social life that these principles and their corresponding
subjects are presumed to have.24

These foundational and corollary principles together with commitments to “the
virtues of reasonableness and fair-mindedness as shown by abiding by the

Table 3. Constructing Medical Ethics Rawls’s Way

Foundational principles of the ethics of medicine

First principle
Physicians have a fiduciary responsibility to their patients; they are committed to act
for the good of their patients.

Second principle
Physicians, institutions, and the profession of medicine must seek trust and make
themselves deserving of that trust.

Some corollary principles
Physicians must be knowledgeable and skilled and convey professional competence.
Physicians must be concerned with their patients’ good and convey caring.
Physicians must be respectful of patient values and convey respect.
Physicians must be truthful and convey honesty.
Physicians must observe confidentiality and make that commitment obvious.
Physicians must be nonjudgmental and convey their nonjudgmental regard.
Physicians must have no sexual interest in patients and must convey their

nonsexual regard.
Prima facie rule

A physician’s personal perspective should not take precedence over
professionalism.
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criteria and procedures of common sense knowledge and accept[ed] methods
and conclusions of science” 25 provide the core professional ethic of medicine.
They serve as the “common ground” 26 for addressing ethical problems that
arise in the practice of medicine. These principles provide a singular perspec-
tive for moral deliberation about medical decisions, and history can show us
how far back and how broadly this consensus has been shared. No agent’s
personal perspective should take precedence over them.

Although this construction of the principles of medical ethics may be novel,
we can actually witness its acceptance in the common practice of clinical
medicine. Doctors publicly justify their actions by reference to these principles,
doctors criticize institutional policies and one another by invoking these prin-
ciples, and doctors teach their students by citing these principles.27 Problematic
clinical cases and policies, however, provide the most vivid examples of the
ethics of medicine as an autonomous view. In unit discussions, on rounds, or
when a particularly challenging or controversial case or policy is brought for an
opinion from an ethics committee, the discussions are limited to sharing facts
and employing the principles of medical ethics that are supported by public
reason. Because the discussants (physicians and other members of the interdis-
ciplinary healthcare team) all start with a common view of what counts as fact
and what counts as relevant reason, a consensus on one or more appropriate
options emerges. In our experience and from the anecdotes we have heard from
others, principles derived from personal comprehensive views do not enter
these deliberations. The consensus achieved is, therefore, not an accident of
compromise or a fortuitous coincidence but a genuine endorsement from all
involved.

On the one hand, we notice persistent disagreement on political and moral
issues in medical ethics, such as the legalization of abortion, cloning, stem-cell
research, brain death, and physician-assisted suicide, Rawls would tell us that
people are not behaving reasonably but instead trying to impose their personal
comprehensive views on others. It is easy to discern the religious, moral, and
philosophical views that lie beyond the scope of public reason and tend to
dominate those discussions. On the other hand, at least within the corridors
and conference rooms of clinical medicine that are not explicitly governed by
religious doctrines, consensus flowing from public reason is the rule and
professionalism points the way.28

Our medical students and residents have to be taught the ethics of their
profession so that they can share in its public reason with their peers and
colleagues.29 They have to understand the procedure that produces the funda-
mental and corollary principles, so that they are well prepared for addressing
the moral conflicts that will inevitably arise in their careers. Headline-grabbing
issues are, typically, far less important than the basic issues in medical educa-
tion and should be triaged in favor of subjects that are more likely to be used
often in clinical decisionmaking.

Character and Communication Skills

The conceptual framework for understanding the ethics of medicine defines the
character and communication skills of the medical professional. The ethical
commitments and principles of the profession explain what is right or wrong
for a physician to do. But, being a certain kind of person —that is, having a
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certain kind of character or particular virtues —makes it easier, hence more
likely that a physician will do the right thing and abstain from wrongdoing.
Furthermore, some people are more or less inclined than others to succeed in
accomplishing what they think they ought to do. These factors make it crucial
for medical education to attend to the cultivation of students’ character and the
attitudes that are associated with particular virtues, and also to help students
develop the skills in expressing what they want to convey through their
speech, actions, and body language.

Character

It is more likely that physicians who are medically knowledgeable and techni-
cally skilled will arrive at a correct diagnosis and implement a correct treat-
ment plan than someone who is unprepared. It is more likely that physicians
(and students) who genuinely care about their patients’ good will try to do the
right thing than someone who is indifferent. It is more likely that physicians
(and students) who have an attitude of respect toward their patients will try to
behave respectfully than someone who is disdainful or contemptuous. That is
why character development is important and why it should be recognized and
nurtured in medical education. In broad terms, the specific virtues that profes-
sionalism requires physicians to cultivate are, therefore, professional competence,
caring, and respect.

Communication Skills in Medical Education

Communication skills are now accepted as an important component of medical
education. Licensing and accreditation boards, such as the Medical Council of
Canada, the Educational Commission for Foreign Medical Graduates, the
United States Licensing Medical Exam (by 2005), and, recently, the Association
Commission of Graduate Medical Education, now include communication
components on their examinations as part of the evaluation process.30 Commu-
nication in the medical setting encompasses the way in which information is
obtained from the patient (history taking) as well as how it is disseminated to
the patient (explanation of diagnosis and patient education). Communication
skills also involve establishment and maintenance of the relationship (interper-
sonal behavior) between the patient and clinician. The ability to obtain relevant
information from patients as well as the ability to educate patients are, obvi-
ously, crucial for effective medical care. Studies have also demonstrated that
the patients’ trust in their physicians and their feeling of “being heard and
genuinely cared for” is directly related to improved compliance and lower
malpractice rates.31

In the nineteenth century, Sir William Osler wrote, “Listen to the patient, he
is telling you the diagnosis.” Listening is an active process that involves
teachable skills. Other communication skills, such as attentiveness, thorough-
ness, organization, respectfulness, validation of pain, validation of emotional
state, facilitation of decisionmaking, negotiation of a follow-up plan, and
confirmation of understanding, can also be taught and assessed. Each compo-
nent performed with caring confidence enables patients to feel as if they have
been heard, respected, and treated competently with genuine care and concern.
These are marks of successful doctor-patient communication.32
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An affective teaching program requires a well-trained faculty. To facilitate
learning and assessment, those who teach communication must first learn how
to break it down into distinct, teachable skills. The teachers must be able to
explain the goals of each component and the essential elements in successful
communication. Because communication is an interactive process, it is best
taught and practiced in settings where people can interact —that is, through
face to face encounters and in small groups. Teaching will often involve
role-play between students, observation of student interaction with real patients,
or sessions with standardized patients (SPs). Faculty development is essential
for effective learning. This training should provide guidance to help faculty
members facilitate creative teaching formats and provide constructive feedback.33

Particularly in the last decade, SPs have increasingly been used to help with
the training and assessment of communication skills in medical institutions and
they have proven to be excellent patient simulators and highly reliable evalu-
ators of communication skills.34 SPs perform as “real patients” and interact
with medical trainees. SPs can be trained to provide students with a skills
evaluation immediately after the encounter in the form of written and verbal
feedback on their performance. Checklists and rating scales are utilized to
facilitate the evaluation and help the SP recall the interaction and record what
was done or not done and how well it was performed. Videotaping has also
become an integral feature of SP communication skills training. The videotape
of an SP encounter allows students the opportunity to review and critique their
communication skills alone, with faculty or in small groups.

Being and Doing

Physicians have to become professionally competent, respectful, and caring,
and they have to learn to express and communicate these associated attitudes
in their interaction with patients. That same set of virtues has to be modeled in
teaching communication skills, evaluated in clinical and team encounters, and
assessed in exercises with SPs. In other words, the understanding of profes-
sionalism dictates what kinds of people physicians should be, the attitudes they
should have, and the kinds of behavior they need to master.

In clinical interactions, physicians (and students) should be professionally
competent because that makes them trustworthy, and they should also act so as
to display competent confidence to engender patient trust. Physicians (and
students) should be caring because that makes them likely to fulfill their duty
to patients, and they should also act so as to display caring to assure patients
of their fiduciary interest. Physicians (and students) should be respectful because
that will give the appropriate priority to patient values, and they should also
act respectfully to encourage patient responsiveness.

The list of attitudes and behaviors that need to be cultivated is not arbitrary
and does not vary from case to case. The list is dictated by a clear understand-
ing of professionalism. First, students have to be helped to understand the
content and the justification of the ethics of medicine. Then their character has
to be nurtured as they are guided in just how to convey their professional
competence, caring, and respect in each of their professional actions. The
questions that mentors ask throughout medical education should be focused on
these specific issues: How can you show competence in your examination?
How can you show caring? How can you show respect? Direction and correc-
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tion should reflect the same concerns: Did your presentation of bad news
reflect caring? How might you have conveyed more compassion? Will conceal-
ing that error from the patient convey respect? How can the information be
communicated so as to show both respect and caring? How can you ask your
question so as to relate your competence and also show respect? How can you
interview the patient in teaching rounds with compassion and so as to avoid
disrespect? What messages might a patient gather from a doctor’s soiled coat?

Aristotle recognized that both clear understanding and the proper disposi-
tion or virtues are required for the consistent performance of right action.35

Whereas some people may congenitally have the appropriate character, and
others may have been well trained in their early life, others can cultivate their
own moral development through understanding and practice.36 From the
beginning of medical education and on through the entire curriculum, medical
educators have to specifically raise issues about the kind of person that a
physician should be. Without careful and explicit attention to character, stu-
dents are likely to absorb unacceptable habits and attitudes through the silent
curriculum of observing medical misconduct and mistakenly adopting that as
their norm.37 Yet, by focusing critical attention on the character of a physician,
by making it a legitimate subject for discussion, and by repeatedly endorsing
the view that character is a crucial aspect of professional responsibility, over
time students can be transformed and encouraged to transform themselves.
More skeptically, such a program may curb moral erosion. It could allow those
students with the right inclinations to feel comfortable when they notice that
they are out of harmony with objectionable behavior, help ambivalent students
choose the right path, and give those with inappropriate inclinations the
message that callous or disrespectful behavior will be criticized.

Aristotle also appreciated that it was not enough for someone to try to do the
right thing; rather, the right thing must be done in the right way. Physicians
have to be trustworthy, and they also have to promote trust through their
words, deeds, interaction, and comportment. The physician’s character, atti-
tudes, decisions, and their execution are all very significant for patients, and
they can have a serious impact on patient choices and behavior. Students,
therefore, have to learn to attend to the nuances and implications of what they
say and do, and they have to be helped to learn how to speak, stand, sit, look,
and touch so as to communicate the messages that they want to give rather
than subvert their best intentions with inadvertent gestures or tactless expression.

Consequently, medical education has to pay serious attention to these three
aspects of physician training. As medical educators, we have to help our
students to understand their professional responsibilities and be people who
have the requisite character, and we have to enable them to do the right thing
as the well-formed professional would do it. That is the essence of professionalism.

Conclusion

Medical education should provide students with the tools for navigating the
ethically charged terrain of clinical practice. Students must be given a clear
view of the foundations of medical ethics to serve as a framework for under-
standing their basic responsibilities and as a touchstone for resolving conflicts
between these responsibilities. In designing courses and programs in medical
ethics education, medical educators need to attend to the distinction between
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the two concepts of medical ethics and they have to keep their attention
focused on professionalism. Students need a clear grasp of the basic concepts of
medical ethics, together with conceptual models to guide them through com-
mon dilemmas.

Students also need a clear understanding of what is expected of them, and
they have to be helped to develop the virtues of a good physician and the
communication skills to help them convey their professional competence,
caring, and respect. These crucial components of medical education go hand in
hand. Medical education must attend to inculcating the ethics of the profession,
the character of the physician, and the development of the knowledge and
skills that will enable students to practice medicine the right way.

To do a good job of structuring a curriculum in any of these areas, however,
requires a clear understanding of all of these elements and their interconnec-
tion. Mistakes, confusion, and faculty conflict can be avoided when medical
educators share this understanding. Faculty members have to communicate
and collaborate in implementing a curriculum that reinforces this learning by
spanning all years of medical education. Our students will be well served by
their faculties’ awareness of these concepts and their appreciation of just how
these three components of medical education fit together in the molding of
medical professionals.
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