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Medical educators have long 
recognized the need to in-
struct medical students 

and residents in a code of appropri-
ate conduct.1 Many academic and 
professional organizations have re-
cently endorsed professionalism as 
the cornerstone of such ethics educa-
tion.2-9 Despite this consensus, there 
remains significant controversy 

regarding the concept.2,7,10 The Ac-
creditation Council for Graduate 
Medical Education (ACGME), Na-
tional Board of Medical Educators 
(NBME), and American Board of In-
ternal Medicine (ABIM) all provide 
different definitions, making the con-
cept of professionalism appear arbi-
trary.2,5,7,11 

Some authors have sought to mea-
sure professionalism using check-
lists that note whether, for example, 
trainees shake hands and make eye 
contact with patients.10 Although 
this behavioral approach seems 
straightforward, it has been criti-
cized for encouraging trainees sim-
ply to appear professional instead of 
developing their character.7

Critics of these definitions and ap-
proaches have turned to virtue the-
ory for a richer normative account 
of professionalism.5,7,8,11,13-16 To date, 
however, no such account has drawn 
upon any specific theory of virtue or 
operationalized a particular set of 
virtues for use in medical education. 
This paper will draw upon Alasdair 
MacIntyre’s concept of a “practice” 
to present such a virtue-based ap-
proach to ethical instruction.17 We 
do not argue that this concept itself 
provides sufficient normative content 
to the virtues. Rather, we will argue 
that medical students require the 
virtues MacIntyre identifies and will 
suggest how instruction in these vir-
tues (with additional content derived 
from both the moral traditions of the 
profession and the originating mor-
al traditions of the students) could 
bring clarity and substance to edu-
cation for medical professionalism.
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BACKGROUND: Medical educators and powerful physician or-
ganizations agree on the importance of professionalism for the 
formation of good physicians. However, the many definitions of 
professionalism found in the literature lack content and differ 
significantly, undermining attempts to describe and implement 
professionalism curricula. The work of the contemporary moral 
philosopher Alasdair MacIntyre on the virtues may help provide 
some of the content that the concept of professionalism currently 
lacks. MacIntyre shows the importance of the virtues, particularly 
justice, courage, and truthfulness, for the success of any “practice,” 
defined as a form of cooperative human activity. Medicine fits his 
definition of a practice, and accordingly, medical trainees require 
these virtues, among others, to succeed. This analysis may pro-
vide a foundation for a new form of ethical instruction, in which 
excellent clinician-educators model the virtues for students and 
residents, thereby combating the “hidden curriculum” that some-
times corrodes these values. This educational model resembles 
the way in which masters of other practices, such as music, teach 
their students and help them become lifelong learners. Such an 
approach requires leaders at academic medical centers to commit 
to the establishment of communities in which the virtues flourish. 
Instruction in the virtues could supplement the emphasis on prin-
ciples and rule following that predominates in medical education. 
It would also allow physicians and students to engage with the 
various cultural and religious traditions in which virtue ethics has 
flourished, enriching the diversity of medical ethics education and 
promoting trainees’ professional development.
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MacIntyre on the Virtues
Following Aristotle, MacIntyre un-
derstands the virtues as habitual 
predispositions of character that is-
sue in right action. Humans must ac-
quire these predispositions through 
a process of ethical instruction.   
The student first emulates the ethi-
cal conduct of a more experienced 
teacher, who in turn reinforces the 
behavior until the student begins 
to exhibit it freely. In time, the suc-
cessful student acquires a deeply 
ingrained habit of virtuous behav-
ior and acts rightly even in unfore-
seeable and stressful circumstances.   
MacIntyre argues that human be-
ings often first learn to exercise the 
virtues through participation in vari-
ous social practices, where “practice” 
is understood as any “coherent and 
complex form of socially established 
cooperative human activity” in which 
certain goods are realized.17 p.187

Internal and External Goods
Practitioners of such activities can 
achieve two different types of goods: 
those external to a practice and 
those internal to it. External goods 
such as money, power, and prestige 
attach only by social circumstance 
to practices. By contrast, “internal 
goods” are inherent to practices and 
cannot be described without knowl-
edge of and reference to the prac-
tice and its goals. For this reason, 
only those participating in a practice 
can identify its internal goods and 
determine when their peers achieve 
these goods.   

With this conceptual framework 
in place, MacIntyre defines a virtue 
as an “acquired human quality” that 
“[enables] us to achieve those goods 
which are internal to practices.”17, p.191

Justice, Courage, and  
Truthfulness
According to MacIntyre, initiation 
into any practice requires three im-
portant virtues for success: justice, 
courage, and truthfulness. As an in-
experienced participant in a prac-
tice, “[one has] to learn to recognize 
what is due to whom; [one has] 
to be prepared to take whatever 

self-endangering risks are demand-
ed along the way; and [one has] to 
listen carefully to what [one is] told 
about [one’s] own inadequacies and 
to reply with the same carefulness 
for the facts.”17 p.191 The virtues of jus-
tice, courage, and truthfulness are 
thus necessary for any novice partici-
pant to learn to achieve a practice’s 
internal goods and to resist the po-
tential temptations of external goods.

Medicine as a 
MacIntyrean Practice
The ways in which the virtues pro-
mote the achievement of internal 
goods become clearer upon consid-
eration of the particular practice of 
medicine. Medical practitioners col-
laborate to achieve a set of internal 
goods, which include, among others, 
the restoration of health and the re-
lief of the suffering occasioned by ill-
ness and injury. Medicine remains a 
coherent practice because through-
out its history its participants have 
pursued these same ends. Physi-
cians rightly revere those who, like 
Virchow and Osler, have made out-
standing contributions to the pursuit 
of these internal goods. As the heirs 
of this tradition, physicians them-
selves are most capable of determin-
ing what makes a good physician. 
Indeed, this assertion justifies phy-
sicians’ claim to expertise and au-
tonomy in this domain. If medicine 
is a practice, then the three virtues 
MacIntyre identifies should be cru-
cial to its success in the training of 
novice participants such as medical 
students and residents. And since 
medicine requires lifelong learning, 
these virtues remain of abiding im-
portance throughout each physician’s 
career.

Justice and Medical Training
Consider the virtue of justice, which 
denotes excellence in determining 
what is due to whom. According to 
the Hippocratic Oath, physicians 
must demonstrate gratitude for their 
education by respecting their teach-
ers, repaying this debt, and pass-
ing on their knowledge to the next 
generation.18 The Oath can also be 

read as requiring physicians to act 
in their patients’ best medical inter-
ests, even when it requires that they 
do nothing, or refer the patient else-
where. In return for their patients’ 
trust and honesty, they must keep 
patient information strictly confiden-
tial. The Oath thus enjoins physi-
cians to act justly toward their peers 
and patients by discerning what they 
owe to whom. 

Justice is no less relevant to con-
temporary medical students. Med-
ical students and residents today 
must learn to respect and obey their 
teachers, albeit without obsequious 
deference. As they progress in their 
training, they must encourage excel-
lence in the less experienced train-
ees that they, in turn, will teach. In 
their first clinical encounters, stu-
dents and residents come to under-
stand what services they should 
provide to each patient, regardless 
of ability to pay, and to order only 
those tests that are necessary. They 
must commit themselves to protect-
ing their patients’ confidentiality. 
They also begin to discern how to 
respond to claims that various en-
tities in the increasingly complex 
health care system (such as creden-
tialing organizations, government 
bodies, and pharmaceutical compa-
nies) make upon their allegiance. In 
each of these endeavors, the trainee 
must recognize what he or she owes 
to another, demanding the virtue of 
justice for success.

Courage and Medical Training
Medical trainees also require cour-
age to develop into good physicians. 
According to MacIntyre, a person 
unwilling to risk harm on behalf 
of “some individual, community, or 
cause” thus “puts in question the 
genuineness of [one’s] care and con-
cern.”17 p.192 Courage therefore spurs 
novice participants to devote them-
selves to one another and to the 
achievement of the internal goods 
of a practice. Medical students and 
residents will expose themselves to 
a range of communicable diseases. 
Many students assume the burdens 
of heavy financial debt. They take 
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part in the difficult medical decisions 
confronting physicians and patients, 
wherein the wrong choice could re-
sult in disability or death or perhaps 
a claim of malpractice. In response to 
such hazards, students and residents 
might be tempted to avoid physical 
risks or to distance themselves from 
patients in order to reduce emotional 
risks. The best physicians, howev-
er, cultivate authentic relationships 
with patients. They admit when they 
make mistakes or are unsure what 
to do. Such perseverance in the face 
of danger takes courage.

Physicians in training also require 
courage to resist the negative as-
pects of the “hidden curriculum” that 
medical educators have recognized.11 
Students and residents on the wards 
face tremendous pressure not only to 
demonstrate their competence but 
also to “fit in.” In attempting to con-
form with the culture of the wards, 
they may imitate and internalize 
some of the unethical attitudes and 
behaviors of their peers and instruc-
tors.19,20 Yet the pursuit of medicine’s 
internal goods requires courageous 
trainees to risk disapproval by chal-
lenging the vices of their peers and 
supervisors. In cases of fraud or cor-
ruption, they must even be willing 
to report their peers to appropriate 
authorities.

Truthfulness and Medical  
Training
Medical trainees require a commit-
ment to truthfulness that goes far 
beyond compliance with policies 
against cheating and plagiarism.   
Students and residents are often the 
first to see new patients and present 
information to the team. They might 
consider concealing deficiencies in 
their histories and examinations by 
fabricating data, potentially harm-
ing patients. Students and residents 
must also learn to discuss diagnosis, 
treatment, and prognosis candidly 
with patients and to take responsi-
bility for mistakes they have made.   
Many trainees also participate in re-
search, and they must present their 
data honestly, even when they con-
tradict a hypothesis.   

Yet truthfulness requires even 
more than such truth telling. Hon-
est self-knowledge is also critical 
for trainees. Truthful students and 
residents evaluate their own perfor-
mances accurately, admit what they 
do not know, accept appropriate criti-
cism, and commit themselves to ex-
pansion of their knowledge. To the 
best of their abilities, they will re-
ject misleading sources of informa-
tion that obfuscate the truth, such 
as poor-quality research. They will 
document honestly, even when false 
claims might benefit themselves or 
their patients. Students and resi-
dents who do not acquire this vir-
tue may develop habits of deception 
that become difficult to shed.

Teaching the Virtues
This analysis of the role of virtues in 
medicine could provide the basis for 
a form of moral instruction in which 
medical schools encourage students 
to practice the virtues. Instructors 
could explain the necessity of the vir-
tues for success as students of med-
icine and as lifelong learners, and 
they could exhort their students to 
expect these virtues in their teach-
ers and peers. The three virtues de-
scribed above are certainly necessary, 
but they are not sufficient for becom-
ing a good physician. Other virtues 
specific to the practice of medicine, 
such as compassion, should also be 
taught.21

Virtues cannot be taught solely 
in the classroom, however. Trainees 
learn virtues through active partici-
pation in practices, for virtues are 
not abstract concepts but rather pre-
dispositions of character that even-
tuate in good behavior. Furthermore, 
trainees cannot acquire and practice 
the virtues apart from a community 
devoted to these virtues. Therefore, 
students will not learn the virtues 
unless faculty and staff exemplify 
them, and academic medical centers 
must foster a culture in which the 
virtues are rewarded and their corre-
sponding vices punished. Outstand-
ing faculty members could be paired 
with small groups of trainees to pro-
vide role-modeling in the virtues, in 

an apprenticeship model.4,6,7,11 Such 
faculty could also provide a space 
for reflection, as research indicates 
that a narrative medicine curricu-
lum taught in such small groups 
promotes student and resident de-
velopment.22,23 Leaders at academic 
medical centers would need to sup-
port, potentially at some financial 
loss to the institution, the time away 
from other duties required for fac-
ulty to teach the virtues effectively. 
This approach to ethical instruction 
therefore makes demands of stu-
dents and of all those who work at 
academic medical centers.24 

A potential advantage of this fo-
cus on the virtues is that it delivers 
some ethical content that the concept 
of professionalism has lacked. The 
professionalism movement has at-
tempted to respond to the many con-
temporary threats to ethical practice 
by deriving a code of conduct from 
medicine’s status as a profession.   
While well-intentioned, such efforts 
do little to inform medical educators 
about specific, observable behaviors 
that can be evaluated. Likewise, con-
sensus statements on professional-
ism promulgated by experts may 
seem moralizing to medical trainees 
and appear less important than the 
clinical knowledge that will appear 
on their exams. A virtue-based ap-
proach, by contrast, provides a list of 
praiseworthy qualities that instruc-
tors can use to assess their train-
ees.25 Students and residents may 
also find virtues more immediately 
relevant, as the virtues derive from 
the learning process itself. 

Can Virtue Be Taught?
Some object that moral formation 
takes place so early in life that the 
adults arriving at medical schools 
cannot learn the virtues.9 Aristotle 
and MacIntyre agree that a child’s 
earliest caregivers take primary 
responsibility for disciplining ac-
tions such that the virtues begin to 
emerge. Medical education can only 
build upon this foundation, making 
the identification of prospective stu-
dents who already exhibit at least 
rudimentary virtues a crucial task 
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for medical schools.9,26 Historical-
ly, medical training has improved 
character and virtue.27 Now, how-
ever, there is ample evidence that 
contemporary medical training often 
alters students’ and residents’ values 
for the worse.26,28 And yet, if trainees 
can develop vices, there is proof that 
they can change, and there should be 
no theoretical obstacle to the acqui-
sition of virtues, provided a learn-
ing environment in which the virtues 
flourish.20,29 

Can Virtue Be Assessed?
Another objection is that virtues 
cannot be assessed, leaving no way 
to gauge students’ progress. Some 
argue that education in profession-
alism requires outcome measures, 
preferably unbiased and quantifiable 
behavioral checklists.9,30 Recent work 
in the social sciences suggests that 
virtues may be more amenable to 
measurement than such critics sup-
pose.31 However, if MacIntyre’s ac-
count is correct, instruction in the 
virtues will simply not have a ful-
ly reproducible method with easily 
quantifiable outcomes. Other sub-
jects in medical education such as 
pathology and pharmacology can 
be taught and measured by any-
one with the requisite conceptual 
knowledge. The virtues, however, 
are not concepts but rather habits 
of character. They must be modeled 
in concrete situations, and only those 
educators who demonstrate the vir-
tues in their own practice can teach 
and assess them.11   

The requisite educational model 
resembles the way in which a mas-
ter musician teaches a student. The 
novice musician surely needs mu-
sic theory and history, but the most 
important part of his or her educa-
tion depends upon an intimate re-
lationship with a teacher capable of 
recognizing and cultivating excellent 
performance.11 A music teacher can 
supply a grade, and that grade is ob-
jective in that it depends on the real 
attitudes, words, and acts of the stu-
dent, not merely on the whims of the 
teacher. Yet the grading of musician-
ship cannot be reduced to a checklist 

of specific behaviors such as “always 
hits C#m when this note appears on 
the score.” As the aphorism goes, not 
everything that counts can be count-
ed, and not everything that can be 
counted counts.32 Much like excel-
lence in music, the virtues are dif-
ficult to quantify and measure, but 
an experienced master can recognize 
them where they exist. A virtue eth-
ics curriculum would need to rely 
upon experienced clinicians to deter-
mine when their trainees’ behavior 
demonstrates the virtues. Yet these 
evaluations would not be subjective 
or arbitrary but based on correct as-
sessments of observable behaviors 
(see Table 1). Indeed, the most re-
cent version of the “milestones” for 
education in family medicine already 
ask medical educators to assess vir-
tues such as “honesty” and “compas-
sion” in their trainees.33 Our model 
suggests a way in which educators 
might evaluate for these and other 
virtues.

Why Virtues and Not Rules?
Others object that educators should 
teach their students moral rules in-
stead of virtues, because it may not 
matter that a physician has bad 
character, as long as he or she fol-
lows the rules. Such a system would 
be easier to teach and enforce, and it 
might protect patients better than a 
system that relies on virtue.34 Virtues 
and rules, however, are not mutually 
exclusive. Aristotle and MacIntyre 
argue that fidelity to good rules is, in 
fact, one of the virtues. Enforcement 
of such rules is also part of teach-
ing virtue. For example, a trainee 
might initially follow the rules pro-
tecting patient privacy strictly to 
avoid punishment but might even-
tually internalize these rules as a set 
of behaviors freely chosen, as a mat-
ter of justice. As Shakespeare wrote, 
“Use almost can change the stamp 
of nature.”35 

While necessary, however, moral 
rules require supplementation with 
the virtues. First, a system that en-
forces adherence to rules, ignoring 
trainees’ moral formation, risks pro-
ducing physicians who only want to 

avoid getting caught. Physicians 
must be worthy of trust to do the 
right thing even when no one is 
looking.36 Second, institutions some-
times make bad rules, and a physi-
cian trained only to follow the rules 
may lack the virtues, such as cour-
age, necessary to recognize and op-
pose such rules. Third, even the most 
comprehensive set of rules cannot 
possibly provide decisive resolution 
to every ethical dilemma that clini-
cians confront. Pellegrino has argued 
for the importance of the virtues in 
sustaining the physician-patient re-
lationship that informs interpreta-
tion of moral rules.25 Fourth, because 
virtues become habitual, the physi-
cian of good character will tend to 
act rightly when fatigue, stress, long 
hours, and clinical volume conspire 
to make reasoning based on moral 
rules impossible.11   

Which Virtues?
A final objection is that the virtues 
are themselves subject to philosophi-
cal debate. Although this essay has 
focused on three particular virtues, 
we acknowledge that other virtues 
are indispensable for medical prac-
tice.27 MacIntyre also argues that 
practices and their attendant vir-
tues must be embedded in a tradi-
tion of inquiry about the good life.   
A tradition enriches and specifies 
the virtues such that they become 
normative for all those within the 
tradition. The existence of many di-
vergent moral traditions in the con-
temporary world explains why, in 
difficult cases, practitioners might 
interpret the medical virtues differ-
ently. According to MacIntyre, only 
within a tradition can one make a 
conclusive rational argument about 
the rightness or wrongness of such 
controversial practices as abortion, 
sale of organs for transplant, and eu-
thanasia.

To develop the virtues, then, stu-
dents and physicians must draw 
upon not only the traditions of medi-
cine dating back to Hippocrates but 
also the cultural and religious tra-
ditions of their own moral forma-
tion.   Such “open pluralism” might 
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enrich the debate about the virtues 
the good physician requires.37 Al-
though it would not end all contro-
versy, education in the virtues could 
provide new direction and energy to 
the debate about the moral forma-
tion of physicians, as it would allow 
educators and students to engage 
with traditions of virtue ethics us-
ing a common language.17,29

Conclusions
This paper has drawn upon Mac- 
Intyre’s virtue theory to sketch an 
approach to ethics education in med-
ical schools and residency programs.   
Further inquiry could begin to de-
scribe a detailed curriculum, recog-
nizing that curricula will necessarily 
vary between institutions depending 
on available resources.15 Current ed-
ucational research may also inform 
such efforts at implementation.31 If 
adopted, this method could give sub-
stance to professionalism education. 
Whereas the diversity of opinions on 
professionalism portends either con-
fusion or ambiguity, the recovery of 
the language of virtue might provide 
focus by directing attention to the 
justice, courage, and truthfulness 
necessary to become a good physi-
cian.

ACKNOWLEDGMENTS: The authors wish to 
thank John Yoon, MD, for helpful comments 
on an earlier draft of this paper.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Karches, Saint Louis Uni-
versity Hospital, 3635 Vista Avenue, St. Louis, 
MO 63110. 314-577-8762. karcheske@slu.edu

References
1.  Hafferty FW, Castellani B. The increasing 

complexities of professionalism. Acad Med 
2010;85(2):288-301.

2.  Hafferty FW. Definitions of professionalism: a 
search for meaning and identity. Clin Ortho 
Relat Res 2006;449:193-204.

3.  Nasca TJ, Philibert I, Brigham T, Flynn TC. 
The next GME accreditation system—ratio-
nale and benefits. N Engl J Med 2012;366(11): 
1051-6.

4.  Goldstein EA, Maestas RR, Fryer-Edwards 
K, et al. Professionalism in medical educa-
tion: an institutional challenge. Acad Med 
2006;81(10):871-6.

5.  Leach DC. Professionalism: the formation of 
physicians. Am J Bioethics 2004;4(2):11-12.

6.  Stern DT, Papadakis M. The developing physi-
cian—becoming a professional. N Engl J Med 
2006;355(17):1794-9.

7.  Antiel RM, Kinghorn WA, Reed DA, Hafferty 
FW. Professionalism: etiquette or habitus? 
Mayo Clin Proc 2013;88(7):651-2.

8.  Doukas DJ, McCullough LB, Wear S, et al. 
The challenge of promoting professionalism 
through medical ethics and humanities educa-
tion. Acad Med 2013;88:1624-9.

9.  Birden H, Glass N, Wilson I, et al. Teaching 
professionalism in medical education: a Best 
Evidence Medical Education (BEME) system-
atic review. BEME Guide No. 25. Med Teach 
2013;35(7):e1252-66.

10.  Birden H, Glass N, Wilson I, et al. Defining pro-
fessionalism in medical education: a systematic 
review. Med Teach 2014;36(1):47-61.

11. Kinghorn WA. Medical education as moral for-
mation: an Aristotelian account of medical pro-
fessionalism. Perspect Biol Med 2010;53(1):87-
105.

12.  Kahn MW. Etiquette-based medicine. N Engl 
J Med 2008;358(19):1988-9.

13.  Coulehan J, Williams PC. Vanquishing virtue: 
the impact of medical education. Acad Med 
2001;76:598-605.

14.  Pellegrino ED. Professionalism, profession and 
the virtues of the good physician. Mt Sinai J 
Med 2002;69:378-84.

15. Brody H, Doukas D. Professionalism: a frame-
work to guide medical education. Med Educ 
2014;48:980-7.

16. McCammon SD, Brody H. How virtue ethics 
informs medical professionalism. HEC Forum 
2012;24:257-72.

17.  MacIntyre A. After virtue, second edition. Notre 
Dame, Ind: University of Notre Dame Press, 
1984. 

18. Hippocrates. The oath. In: Hippocrates I.   
Trans. W.H.S. Jones. Cambridge, MA: Harvard 
University Press, 1923:298-301.

19.  Coulehan J. Today’s professionalism: engag-
ing the mind but not the heart. Acad Med 
2005;80:892-8.

Table 1: The MacIntyrean Virtues of Novice Practitioners as Applied to Medicine

Virtue Description Examples of Associated Behaviors and Attitudes

Justice Excellence in determining 
what is due to whom

• Shows gratitude and respect toward teachers
• Teaches more inexperienced learners
• Keeps patient confidentiality
•  Strives to give patients what is their due 

regardless of ability to pay

Courage Willingness to risk harm on 
behalf of a cause

•  While taking appropriate precautions, does not 
avoid exposure to pathogens when necessary for 
patient care

•  Exhibits appropriate emotional and 
interpersonal engagement with patients

• Resists the hidden curriculum
• Is not afraid to speak out on behalf of patients

Truthfulness Honest expression and a high 
regard for the truth

• Presents patient and research data honestly
• Is willing to say “I don’t know”
•  Accepts and responds well to appropriate 

criticism
• Seeks reliable sources of medical information
•  Capable of self-criticism and self-directed 

learning



516 JULY-AUGUST 2016 • VOL. 48, NO. 7 FAMILY MEDICINE

SPECIAL ARTICLES

20. Reddy ST, Farnan JM, Yoon JD, et al. Third-
year medical students’ participation in and 
perceptions of unprofessional behavior. Acad 
Med 2007;82(10):S35-39.

21. Bryan CS, Babelay AM. Building character: a 
model for reflective practice. Acad Med 2009; 
84(9):1283-8.

22.  Arntfield SL, Slesar K, Dickson J, et al. Nar-
rative medicine as a means of training medi-
cal students toward residency competencies. 
Patient Educ Couns 2013;91(3):280-6.

23.  Miller E, Balmer D, Hermann N, et al. Sound-
ing narrative medicine: studying students’ 
professional identity development at Columbia 
University College of Physicians and Surgeons. 
Acad Med 2014;89(2):335-42.

24.  Humphrey HJ, Smith K, Reddy S, Scott D, 
Madara JL, Avora VM. Promoting an environ-
ment of professionalism: the University of Chi-
cago “Roadmap.” Acad Med 2007;82(11):1098-
1107.

25. Pellegrino E. Character formation and the 
making of good physicians. In: Kenny N, Shel-
ton W, eds. Lost virtue: professional character 
development in medical education. Advances 
in Bioethics 2006;10:1-15.

26.  Stern DT, Frohna AZ, Gruppen LD. The pre-
diction of unprofessional behavior. Med Educ 
2005;39(1):75-82.

27.  Cabot RC. Adventures on the borderlands of 
ethics. New York: Harper, 1936:23-55. 

28.  Satterwhite RC, Satterwhite WM, Enarson 
C. An ethical paradox: the effect of unethical 
conduct on medical students’ values. J Med 
Ethics 2000;26:462-5.

29. Sulmasy DP. Ought medical schools be schools 
for virtue? J Gen Intern Med 2000;15: 514-6.

30.  Shelton W. Can virtue be taught? Acad Med 
1999;74:671-4.

31.  Kotzee B, Ignatowicz A. Measuring “virtue” 
in medicine. Med Health Care Philos 2016; in 
press.

32. Cameron WB. Informal sociology: a casual 
introduction to sociological thinking. New York: 
Random House, 1963:13.

33. The Accreditation Council for Graduate Medi-
cal Education and The American Board of 
Family Medicine. The Family Medicine Mile-
stone Project. 2013. Accessed 2015. https://
www.acgme.org/acgmeweb/Portals/0/PDFs/
Milestones/FamilyMedicineMilestones.pdf.

34.  Veatch RM. Character formation in profes-
sional education: a word of caution. In: Kenny 
N, Shelton W, eds. Lost virtue: professional 
character development in medical education.  
Advances in Bioethics 2006;10:29-45.

35.  William Shakespeare, Hamlet, 3.4.168.

36.  Plato, The Republic, 2.359a-360d.

37. Kinghorn WA, McEvoy MD, Michel A, Bal-
boni M. Professionalism in modern medicine: 
does the emperor have any clothes? Acad Med 
2007;82(1):40-5.


