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Abstract

In this commentary, we use Reiss and White’s contention of educational aims as a lens to examine the aims of medical
education and determine whether the flourishing of medical students is among them. We identify an absence of flourish-
ing and observe descriptions of medical students as finished products of training with an emphasis on professional virtues
such as altruism. This emphasis is a compensatory response to professional and cultural shifts during the twentieth century.
Anchored by this historical context, we draw on the work of Fielding and Moss to offer a path forward for redefining the

aims of medical education.
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Introduction

Since medical student mistreatment was publicly recognized
in 1982, attention to trainee wellness and wellbeing has
steadily increased [1]. However, there is a burgeoning back-
lash to this focus on trainee, particularly medical student and
junior resident, wellness. In a recent publication, Dr. Lisa
Rosenbaum contends that the preoccupation with wellness
has created an aversion to the inevitable hardships and sacri-
fices of medical training [2]. Though Dr. Rosenbaum argues
for the need to help trainees better distinguish between genu-
ine harm and the challenges necessary for their growth and
skill advancement, there is an underlying assumption that a
focus on student wellbeing is a threat to clinical excellence.
Treating wellbeing and excellence as a binary opposition
will limit our ability to address current problematic trends.

Despite the increased attention on wellness, nearly 30%
of medical students are depressed and 11% endorse suicidal
ideation [3]. Almost half of all students experience burnout
[4], a state of emotional exhaustion that is associated with
increased medical errors [5] and decreased empathy [6]. For
medical students, the decline in empathy corresponds with
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their third, and first fully clinical, year of training [7, 8].
These trends are all the more concerning when we consider
that students enter medical school with better mental health
indicators than their peers [9] and a high degree of human-
ism [10], and that they continue to experience depressive
symptoms and suicidal ideations in residency and attending-
hood at higher rates than the general population [11-13].
In response to these trends, medical school leadership have
incorporated positive changes such as duty hour limitations,
pass/fail grading systems, and wellness programming such
as self-care, meditation and resiliency training [14]. How-
ever, medical educators and students alike have critiqued
these programs, noting that they often reflect popular trends
in the wellbeing industry rather than meeting students’ needs
[15, 16]. Thus, the persistence of such data reveals the irony
of our profession’s pledge to ‘do no harm’ to patients while
simultaneously harming trainees. Unsettled by this irony,
we wondered: can medical training attend to the health of
both patients and students? Combining our perspectives as
a medical student and medical educator, we find it produc-
tive to frame and engage with this question as a reflection
on the aims of medical education. We were guided to this
reflective path by education scholars Reiss and White [17]
and Fielding and Moss [18].

Reiss and White contend that the fundamental aims of
education are to cultivate in students the skills they need to
flourish individually and support the flourishing of others
[17]. Though developed in the context of school education
in the UK, these aims are remarkably relevant to medical
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training. Sharing a similar perspective to Reiss and White,
Fielding and Moss provide educators with a list of ques-
tions for critically reflecting upon and thoughtfully devel-
oping educational aims [18]. Given the history of exchange
between medicine and other education fields [19], these
arguments are a prompt for medical educators to reflect on
the aims of medical education, particularly whether the care
of medical students is among them.

To meet this call, we examined the stated aims of medi-
cal education. In this commentary, we will elaborate on
why such an examination is warranted. After doing so, we
will describe the aims of medical education published in
books and journals, and by national governing bodies like
the Association of American Medical Colleges (AAMC) and
Liaison Committee on Medical Education (LCME) over the
last 30 years. We will contextualize these aims within sev-
eral professional shifts that occurred during the twentieth
century. This historical analysis will serve as a springboard
to how Reiss and White’s proposed educational aims are a
viable framework for medical educators to meet the current
needs of medical education. We will conclude with an offer-
ing for how medical educators can continue contemplating
and redefining educational aims at their institutions using
the work of Fielding and Moss.

The State of Medical Education

Medical school is mentally, emotionally and physically
demanding. During their preclinical years, medical students
encounter a large volume of information at such a fast pace
that both trainees and faculty liken it to ‘drinking from a fire-
hose’. Medical students must quickly master this informa-
tion in preparation for clinical rotations and to demonstrate
their knowledge on national licensing examinations prior
to graduating with their degree. Their performances during
clinical rotations and on national board exams are critical
components of their residency applications. Since medical
students are not guaranteed a residency spot, even though
it is required for medical licensing, becoming a competitive
residency applicant through high scores, extensive extra-cur-
ricular activities, and publications is a priority for students
from the start of medical school. Though this high-pressure
education system has created a ceaseless horse-race to and
throughout medical school, forcing students to become per-
formance-focused, they are criticised by some educators for
exhibiting a “near total loss” in the love for learning [20].
In addition to the academic demands of medical school
and the competition for residencies, students must also navi-
gate a hierarchical professional culture, one of the defining
features of medicine’s professional hierarchy hidden cur-
riculum [21]. Research has shown that within medicine’s
professional hierarchy, 64—76% of medical students report
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at least one episode of mistreatment by faculty and residents,
with 11-13% experiencing recurrent mistreatment [1]. Mis-
treatment manifests in practices like ‘pimping’, where senior
team members publicly assess junior team members’ knowl-
edge in ways that intimidate or humiliate them and rein-
force the team hierarchy [22, 23], and as microaggressions
toward BIPOC students who are underrepresented in medi-
cine (URiM) [24]. Microaggressions have insidious conse-
quences and can promote feelings of shame and imposterism
in students [25], as well as compromise their psychological
[26] and identity safety [27]. Recent research in other STEM
fields suggest that institutional and structural racism have
been incorrectly chalked up to imposter syndrome which, in
turn, inappropriately holds URiM students responsible for
the entrenched environmental and cultural factors acting up
on them [28]. These academic and professional stresses are
further exacerbated by the everyday emotional and moral
challenges of patient care which cause the “traumatic de-
idealization” of medical practice in students [8]. Unsurpris-
ingly, studies show that the pressure and culture of medical
training adversely impact trainees [15]. Are these adverse
effects the intended aims of medical education? Certainly
not. So, what are? In the following section, we examine
some of the articulated aims over the last 30 years.

Current Aims of Medical Education

In Understanding Medical Education: Evidence, Theory and
Practice, Swanwick states that the ‘ultimate’ aim of medical
education is “to supply society with a knowledgeable, skilled
and up-to-date cadre of healthcare professionals who put
patient care above self-interest, and who undertake to main-
tain and develop their expertise over the course of a lifelong
career” [29]. Similarly, Pugsley and McCrorie advise that
medical education must meet the public’s expectation to
“produce safe, ethical, and professional doctors” [30]. In
these descriptions, medical students are not mentioned, but
referenced as finished products (e.g., “health professionals”
and “professional doctors”). Instead, society and profes-
sional virtues are centred.

The emphasis placed on professionalism is in response to
the public’s dwindling trust in the medical profession [10,
31]. In the USA, this distrust unfolded throughout the twen-
tieth century. In the early 1900s, American medicine wit-
nessed a rise in for-profit medical schools that were graduat-
ing poorly trained physicians [31]. To address this problem,
the American Medical Association (AMA) commissioned
a survey of medical schools to provide recommendations
for standardizing and improving medical education [32].
This investigation was headed by Abraham Flexner who
argued that medicine is a principally scientific endeavour
and requires university-based training in laboratory research
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[31]. Flexner’s perspective was readily adopted and used
to structure US medical education in a way that privileged
the basic sciences over clinical skills and bedside teach-
ing which had literally and figuratively placed patients at
the centre of care [31]. In addition to transforming medical
school curriculum and pedagogy, Flexner’s restructuring of
medical education had profound socio-cultural impacts on
the profession. Most significantly, Flexner’s report led to
the closure of five of the seven extant Black medical schools
at the time. Their closure led to the devastating loss of an
estimated 35, 315 Black physicians from 1910 to 2019 [33].

While Flexner’s overhaul of medical education occurred
in the first half of the twentieth century, the second half was
shaped by the increasing commercialization of healthcare
[10, 34]. Commercialization led to public concerns over phy-
sician’s self-interest in clinical practice which only exacer-
bated patients’ dissatisfaction with the detached, cerebral
approach to medicine that dominated in the aftermath of
the Flexner report [31]. Worse, still, were the cases of repre-
hensible human experimentation like the Tuskegee Syphilis
Study—where the cure for Syphilis (Penicillin) was inten-
tionally withheld from affected Black men [35]—that further
called into question the trustworthiness of doctors. Recog-
nizing the increasingly negative reputation of the medical
profession, its leaders sought to restore professionalism in
their social contract with the public [10].

In 1996, the Association of American Medical Col-
leges (AAMC) commissioned the Medical School Objec-
tives Project (MSOP) to agree upon “the attributes that
physicians need to meet society’s expectations of them”
[36]. They concluded that physicians must be “altruistic”,
“knowledgeable”, “skillful”, and “dutiful” [36]. Concomi-
tantly, the American Board of Internal Medicine (ABIM)
formed a subcommittee named Project Professionalism
which emphasized “altruism as the essence of professional-
ism” [37]. These committees spurred the inclusion of pro-
fessionalism coursework in medical education. However,
educators observed that students did not respond positively
to these curricular efforts because they often taught profes-
sionalism as a superficial list of dos and don’ts devoid of
a deeper, reflective and ethical consciousness [38]. While
these curricular attempts rightly sought to restore the pri-
macy of professionalism to medical training, prescriptive
lists lack meaning and do not prepare students for the public
relations task ahead of them as physicians. We know that
students’ mental health declines throughout medical school
as they experience depression, isolation, mistreatment and
burnout which are counterproductive to the provision of
high-quality, empathic care [5, 38]. Harming trainees and
then expecting of them altruism is incongruous and unsus-
tainable. To address this incongruity, we should prioritize
and articulate positive outcomes for medical students when
delineating our aims for medical education. Looking to our

colleagues in other education fields, Reiss and White pro-
vide us with a framework for attending to both patients and
students simultaneously.

Looking for Inspiration: Reiss and White’s
Take on the Aims of Education

In their 2014 article, Reiss and White task themselves with
defining the fundamental aims of school education [17].
Their focus on aims emerges from the observation that, in
their UK context, school curriculum is developed by first
considering the list of taught subjects and their requirements
prior to articulating the overarching aims of the composite
curriculum. In this chronology, aims are an afterthought,
“tacked on” with little effect on curriculum content [17].
Therefore, Reiss and White urge school educators to con-
sider the aims first, resonant with the Backward Design
model in K-12 education that has been increasingly adopted
by medical education in the transition to competency-based
curricula [39].

To their credit, Reiss and White recognize this is not an
easy undertaking given the multifarious perspectives on the
aims of school education. After surveying and analyzing the
writings of numerous education scholars, they propose “two
fundamental aims of school education, namely, to enable
each learner to lead a life that is personally flourishing and
to help others to do so too” [17]. One might ask, what do
they mean by “flourishing”?

Reiss and White describe flourishing as a “life of autono-
mous, whole-hearted and successful engagement in worth-
while relationships, activities, and experiences” [17]. Their
definition resembles those developed in positive psychology
where flourishing is thought of “as experiencing five pillars
of well-being that collectively result in feeling good and liv-
ing well: positive emotions, engagement, positive relation-
ships, meaning, and accomplishments” [40]. As indicated by
this definition, flourishing accounts for multiple dimensions
of wellbeing. In medicine, these dimensions have not always
been acknowledged. Because of its more robust conceptu-
alisation, flourishing has received attention in both clinical
practice [41, 42] and medical education [43].

In 2011, Slavin et al. advocated for the need to promote
medical student and resident flourishing, defined as “an
individual state of well-being, characterized by positive
emotion, engagement, strong relationships, meaning, and
achievement” [43]. They argue that there is a lack of student
flourishing given the immense cognitive load, prevalence
of burnout and limited time with loved ones during train-
ing. To promote medical student flourishing, they recom-
mend medical schools institute mindfulness and resiliency
trainings, promote engagement through extra-curricular
opportunities, invest in student bonding activities outside
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the classroom and celebrate non-academic accomplishments.
More recently, Slavin has argued for shifting the focus to
increasing trainee satisfaction—a positive emotion—with
school, self, and life in general [16]. While these suggestions
are valuable and capture several of the flourishing criteria,
they remain superficial to the underlying problem: medical
student flourishing is not a central aim or mission of medi-
cal education.

This absence is evident when examining the guidelines
of the Liaison Committee for Medical Education (LCME),
jointly led by the AAMC and AMA, which is responsi-
ble for accrediting medical schools [44]. In their updated
guidelines, the LCME delineates 12 standards that medi-
cal schools must meet to receive or maintain accreditation.
Included in the 12th standard, “Medical Student Mental
Health Services, Personal Counseling, and Financial Aid
Services”, the LCME expects that:

“A medical school has in place an effective system
of counseling services for its medical students that
includes programs to promote their well-being and
to facilitate their adjustment to the physical and emo-
tional demands of medical education” [45].

In the appendix, the LCME defines a wellbeing program
as “an organized and coordinated program designed to
maintain or improve physical, emotional and mental health
through proper diet, exercise, stress management and ill-
ness prevention” [45]. Not only is this guidance vague,
but it employs a narrow view of wellbeing that relies on
the same wellness industry trends (e.g., “diet”, “exercise”
and “stress management”) that medical students have cri-
tiqued for not meeting their actual needs [15, 16], fueling
the impression that they are ‘tacked on’. Furthermore, the
“adjustment” called for does not distinguish between pre-
paring students for a rigorous medical education that is in
service of a successful professional career from antiquated
cultural norms in need of change. The former is more in
line with flourishing and focuses on equipping students
with knowledge and skills (i.e. agency) for excelling in
their training environment rather than “adjustment” which
is passive and defeatist in nature.

Given the vagueness of the above guidance, medical
schools have substantial autonomy in developing their
wellness objectives and programming. There are indi-
vidual schools that are attending to this. We attempted to
access information about individual allopathic institutions’
aims through their websites, published strategic plans for
program improvement, and the Medical Student Admis-
sion Requirements (MSAR) Report [46], but determined
them too crude a measure to ‘know’ how these schools
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are fostering flourishing (or not). As we strive to integrate
flourishing into intuitional aims and programming, it is
important to evaluate their impact, and there are many ways
to do so. For example, Kelly-Hedrick et al. use a combina-
tion of validated measures and questionnaires, while Whi-
taker et al. employ other, non-traditional qualitative meth-
ods such as observation, all of which can be utilized for
quality improvement and program accountability [47, 48].

We note that, by discussing the importance of protecting
and preserving student wellbeing, we are not challenging
the centrality of patients in the aims of medical education;
rather, we argue that the flourishing of both students and
patients should be linked for theirs is a symbiotic relation-
ship. Though they are not the focus of this perspective piece,
we whole-heartedly acknowledge that flourishing is also
essential for practicing clinicians who lead medical training
and that there are innumerable individual educators who are
deeply committed to the flourishing of medical students. As
Dr. Robin Wall Kimmerer asserts, “all flourishing is mutual”
[49]. We must create a system that holds this idea at the
centre of medical education. This is precisely what Reiss
and White remind us of.

Moving Forward: Asking the Right Questions
with Fielding and Moss

While writing this perspective, we have been compelled to
ask ourselves: To what extent are medical students valued?
Who is responsible for preserving medical students’ mental
health and humanistic instinct? While these questions are
challenging to answer, they should not be avoided. In their
book, Radical Education and the Common School, Fielding
and Moss make the case for why it is essential to critically
interrogate education, beginning with its aims and values.
When we do not, education becomes an instrument of the
status quo and ceases to serve students, educators and the
public [18]. In the case of medical education, where service
to the public is a priority, we cannot afford to be compla-
cent. To prevent complacency, Fielding and Moss encour-
age educators to ask a list of ten critical questions [18],
which we have adapted for medical education in Table 1.

In light of medical schools’ autonomy over their indi-
vidual educational objectives, they are poised to ask these
questions. We all can and should do this as a way to catalyze
meaningful action that is capable of addressing the endur-
ing and concerning trends involving trainee wellbeing. It is
essential that this action involves students and is thought-
fully developed and longitudinal. After all, flourishing is
not a box to check; it is a long-term effort undertaken for the
good of students and patients.
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adapted from Fielding and Moss

to medical education [18]. The What is medlcal education for? The pe_rsonal‘ _

. . . . What is its purpose, both here and now,  Is medical education for:

list of considerations in the looki h N ) ) ) )
adjoining column is neither and looking to the future? e supporting students to realize their potential?
exhaustive nor prescriptive, e training students for a fulfilling career?
rather intended to guide e equipping students with protective strategies and
and inspire reflection. Content self-care skills for life and professional practice?
demarcated with asterisks (*) e cnabling students to advance the wellness of their
highlight considerations related communities?
to of flourishing The vocational (i.e., knowledge and skills):

Is medical education for:
e transmitting knowledge and facts?
e cultivating strong communication skills?
e preparing students for a job (residency)?
What constitutes preparedness? Medical
knowledge? The ability to cope in uncertain
circumstances? Stamina for working long
hours? Established self-care practices? *
The professional (i.e., attitudes and values):
Is medical education for: *
e providing a historically contextualized training?
e encouraging students to formulate their unique
professional identities as physicians?
e preparing students to navigate the complex
emotional and moral dimensions of practice?
e training socially, politically, and environmentally
conscious physicians?
What should be the fundamental values s medical education motivated by:
of medical education? Curiosity? Innovation? Excellence?
Empathy? Integrity? Humility?
Inclusivity? Teamwork?
Service? Community health? Health science
communication?

And its fundamental ethics? Is medical education committed to:
Equity? Representation? Antiracist action?
Democracy? Justice? Sustainability?
Promoting health literacy? Preventative health?
Interprofessional comradery and respect?
What is our image of the medical Is the image of “the medical student” the same as 10, 20, 50,
student, the teacher, the medical school? = 100 years ago?

Are our “teachers” junior or senior physicians, staff in the
allied health professions, PhD holders, patients, and/or health
advocates and community organizers?

Is “the medical school” an extension of the academy? The
health system? Is it by and for the local community,
“community based” versus “community oriented”? [50]

Who is responsible for medical The LCME? Medical schools? Medical educators? Federal or
education? state governments? Local communities? Medical students?
Who is responsible/who takes Medical schools? Deans and administrators? Lecturers?
responsibility for medical students? Attendings? Residents? Medical students themselves?

What does it mean to be “responsible”?  Does responsibility include: *
e cultivating a nurturing and stimulating learning
environment for all trainees?
student outcomes?
national board exam performances?
residency match rate?
students’ self-efficacy in the physician role?
student fulfilment, flourishing, and mental health?
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Conclusion

Professor Rita Charon has said that a physician’s best thera-
peutic agent is the self [51]. Unfortunately, however, the
self is harmed throughout medical training. Instead of being
prioritized as the recipients of medical education, medical
students are regarded as products for public consumption.
Medical schools would better serve the public by attending
to the mutual flourishing of patients and trainees in the aims
of medical education. Valuing students in such a way would
not detract from the rigor of training; it would better sustain
them for decades-long clinical careers that lead to both per-
sonal fulfillment and high-quality patient care.
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