
The detrimental ethical shift towards cynicism: can
medical educators help prevent it?
John G S Goldie

Oscar Wilde defined a cynic as �one
who knows the price of everything
and the value of nothing.� In his
paper �Medicine and money: the
ethical transformation of medical
practice�, which appears in this
issue, Dr Salmaan Kershavjee
reflects on an experience from his
medical education. He uses the
experience to illustrate his thesis
that a detrimental ethical shift is
occurring due to the unwanted
permeation of economic consider-
ations into medicine’s core values.1

The task facing educators is … to
help produce doctors who not only
behave ethically, but are �ethical

doctors�

Ethical decision making is integral
to clinical decision making and
many of the decisions doctors make
involve value judgements. Doctors
have to be aware of the all-pervasive
nature of such value judgements
and the extent to which their own
values affect these decisions.2,3 If
they are to practise ethically, doc-
tors, when analysing clinical situa-
tions, should be able to identify any
inherent moral issue(s). To accom-
plish this, they need to know the
range of moral concepts used fre-
quently in ethical theory, and to be
sensitive to variations in circum-

stances that change meaning in
ethically sensitive ways. They should
be aware of their own values and
beliefs, those of each individual
decision maker involved in the
process of ethical decision making,
and those of society in general.4 In
the case of Mr Desai, the patient
from Dr Kershavjee’s student
experience, these processes do not
appear to have been followed by the
doctors who initially treated him. It
is apparent that neither Mr Desai
nor the other health care profes-
sionals concerned in his care had
much involvement in the process of
deciding whether to treat the com-
plications of his end-stage liver dis-
ease. This is despite the trend in
western health care towards recog-
nising the importance of patient
autonomy and patient)provider
partnerships.5,6 In making the
decision about how to treat Mr
Desai, the provider organisation’s
need to reduce costs would appear
to have overridden the potential
palliative benefits of albumin ther-
apy. One would speculate about the
personal values brought by these
doctors to the decision making
process. What influenced the
development of such values?

Ethics should be addressed as part of
the wider domain of professionalism

Dr Keshavjee rightly acknowledges
the reality of the need for rationing
of health care and the benefits of
the application of cost-effectiveness.
However, he argues that the drive in

US health care towards cost-effect-
iveness, often conflated with cost-
reduction, has the potential to
create a generation of doctors more
concerned with reducing costs than
with providing the best care for
their patients. This situation is not
confined to the US, as it is has the
potential to occur in any health care
system driven by market forces.

Addressing power imbalance is
important when considering strat-

egies to counteract the negative
effects of the hidden curriculum

He concludes that unless we help
our students discern and under-
stand the multiple factors involved
in sound clinical decision making,
we are in danger of producing
doctors who could be viewed,
according to Wilde’s definition, as
cynical. To counteract this detri-
mental ethical shift, I would go
further and suggest that the task
facing educators is not limited to
producing students who can dis-
cern and understand the multiple
factors involved in sound clinical
decision making, but to help pro-
duce doctors who not only behave
ethically, but are �ethical doctors�.7

FOSTERING ETHICAL
DOCTORS – THE
CONSENSUS FORMAL
CURRICULUM

Ethics should be addressed as
part of the wider domain of

commentaries

Correspondence: Dr John G S Goldie, Department
of General Practice, University of Glasgow,
1 Horselethill Road, Glasgow G12 9LX, UK. Tel:
00 44 141 330 8330; Fax: 00 44 141 330 8332;
E-mail: johngoldie@fsmail.net

doi: 10.1046/j.1365-2923.2004.01759.x

� Blackwell Publishing Ltd MEDICAL EDUCATION 2004; 38: 232–238232



professionalism.5 There is consen-
sus about the structure and process
of ethics teaching within the med-
ical curriculum.4 As ethical decis-
ion making is integral to clinical
decision making, ethics teaching
requires to be integrated both ver-
tically and horizontally in the cur-
riculum. The ethical aspects of
clinical decision making should be
made explicit during clinical
teaching. This requires clinical
teachers to be directly involved in
teaching ethics, a role for which
many may feel unqualified. How-
ever, clinical teachers have the
potential to act as powerful positive
role models for their students.
Empirical evidence has shown stu-
dents to be more profoundly affec-
ted by role models than by formal
coursework.4

Ethics teaching should not be
undertaken exclusively by practis-
ing doctors, but should be multi-
disciplinary and interprofessional if
it is to meet its broader goals.
Patient contact should not be
restricted to the clinical years of the
curriculum as contact in the early
years of medical school is import-
ant in students’ ethical develop-
ment.4

If students’ perceptions are incom-
patible with the ability to make
sound ethical decisions … is it

possible to help them develop a frame
of reference more conducive to good

practice?

Students require knowledge of the
range of moral concepts used fre-
quently in ethical theory. Evalua-
tion evidence suggests that small
group, case-based teaching is the
most effective format for formal
ethics teaching.8 A positivistic ap-
proach is not necessary as theory is
often learned most effectively from
its application. While it is import-
ant that all students cover a core

ethics curriculum, the significance
of students’ personal ethics should
be recognised.

FOSTERING ETHICAL
DOCTORS – THE HIDDEN
CURRICULUM

It is important to recognise the
influence of the hidden curri-
culum, which probably impacts
more on students’ ethical devel-
opment than does the formal
curriculum.7

Salmaan Keshavjee’s experience is
an example of the hidden curricu-
lum in action, which could have
resulted in the transmission of
cynical attitudes had the second
team of doctors not challenged
them. Positive role models have the
potential to counter the negative
influence of exposure to cynical
doctor behaviour.

I believe an important contributing
factor to the negative influence of
the hidden curriculum is the misuse
of power that often results from the
hierarchical structures frequently
found in medicine. The negative
influence of the behaviour of role
models such as the doctors initially
treating Mr Desai is often rein-
forced by the misuse of power in the
relationship between teacher and
learner. Addressing power imbal-
ance is important when considering
strategies to counteract the negative
effects of the hidden curriculum.

Students should also be given the
real life opportunity to appreciate
the relevance of macroethical
issues such as cost-effectiveness, as
issues pertaining to ethics educa-
tion cannot be properly concep-
tualised in isolation from the
broader social contexts in which
they arise. The frame of reference
used needs to be at the level of
the organisation rather than at

the level of the doctor)patient
relationship.7

ETHICS EDUCATION – A
DIFFERENT PERSPECTIVE

In considering how best to foster
ethical doctors, we must bear in
mind that students enter medical
school with pre-existing perspec-
tives, through which they will view
their experiences and from which
meaning will emerge. These mean-
ing perspectives consist of specific
values, assumptions and beliefs,
often acquired uncritically in the
course of childhood through soci-
alisation and acculturation. This
occurs most frequently during sig-
nificant experiences with parents,
teachers and mentors.9 These pro-
cesses have the potential to con-
tinue during students’ medical
education.7

Should final year students whose
decision making processes are ethic-
ally flawed be deemed not competent

to practise?

Students’ meaning perspectives
provide them with the criteria for
judging or evaluating right and
wrong and what is appropriate or
inappropriate.10 Values, assump-
tions and beliefs can be distorted or
invalid, but few people question
their basic assumptions about the
world or are even aware of them. If
students’ perceptions are incom-
patible with the ability to make
sound ethical and clinical deci-
sions, is it possible to help them
develop a frame of reference that is
more conducive to good practice?

Transformative learning theory
provides the basis for such an
approach.9,10 Successful trans-
formative learning questions
assumptions, provides support
from others in a safe environment,
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provides challenge, examines alter-
native perspectives and provides
feedback. New assumptions are
tested in the �real� world or in dis-
cussion with others.9,10 Learners’
perspectives are potentially trans-
formed into perspectives which are
more �inclusive, differentiating,
permeable, critically reflective, and
integrative of experience�.10 Con-
sequentially, the learner is empow-
ered and becomes more likely to
question a course of action that
might compromise the core values
of medicine.

It is important to identify students’
perceptions on entry to medical
school, and to evaluate change as
they progress through the curricu-
lum. Instruments such as the Ethics
in Health Care Instrument8,11 offer
the potential to elicit student atti-
tudes towards ethical issues on
entry to medical school and to
measure change as they progress
through the curriculum. However,
important value judgements will
have to be made by medical edu-
cators when they are faced with
final year students whose decision
making processes are flawed in
terms of their compatibility with

consensus core values. Should they
be deemed not competent to prac-
tise, in the same way that they
would be if their decision making
processes were flawed in terms of
their evidence base? Or do we
ignore the question as few
instruments exist to formally assess
this component of decision mak-
ing? This is a subject for further
debate.
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Quality improvement in medical students’ education: the
AAMC medical school graduation questionnaire
John H Lockwood, Rajeev K Sabharwal, Deborah Danoff & Michael E Whitcomb

For more than 2 decades, the
Association of American Medical
Colleges (AAMC) has surveyed stu-
dents graduating from allopathic
medical schools in the USA to

obtain their perspectives on their
medical school experiences and to
collect data of special interest to
the Association and its member
institutions. During this period,
each medical school has received
an annual report summarising the
responses of its students and com-
paring them to the aggregated
responses of students from all US
medical schools. The aggregated
responses have provided a national

perspective on the quality of med-
ical students’ education (as per-
ceived by students).

Aggregated responses provide a
national perspective on the quality

of medical students’ education

Approximately 14 000 students
completed the graduation ques-

commentaries
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