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Abstract Contemporary medicine has unique challenges that
render principlism inadequate as a sole paradigm for medical
ethics education. Shortcomings of this ethical system include
the often contradictory nature of the principles, difficulty
with integration and internalization of the principles, and
the inadequate treatment of moral relativism. Principlism has
also contributed to the rise of consumerism in medicine by
making autonomy Bchief among equals^ of the principles.
The ethics of Immanuel Kant is offered as a potential helpful
addition to medical trainee ethics curricula. Kant’s Categorical
Imperat ive to Bact in such a way that you treat
humanity...never merely as a means to an end, but always at
the same time as an end^ respects patient autonomy and dig-
nity while simultaneously offering an ethical foundation for
the relationship between the patient and the physician. The
concept of autonomy is discussed, specifically how Kant’s
idea of autonomy is very different from that in contemporary
medicine, and is in fact more nuanced and helpful for the
ethical development of physicians. By focusing on intention-
ality as opposed to outcomes, Kant’s philosophy also is appli-
cable to the Bblame and shame^ medical culture, establishes a
deeper sense of duty for the physician, and is clinically helpful
for patient and peer interaction.
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Traditionally, medical education has emphasized knowledge
and procedural-based competencies while assuming the pres-
ence of the Bsofter^ characteristics of the physician such as a
developed ethical intuition and empathy. However, the nine-
teenth and twentieth centuries saw no shortage of systemic
ethical and empathetic shortcomings which undermined the
public trust in the physician-patient relationship. At the same
time, American medicine has experienced a rapid paradigm
shift to a medical system characterized by bureaucratic educa-
tional hierarchies, corporate-based medical practice, and the
electronic medical record which have generally contributed to
a dehumanization of the medical profession. There is currently
a focus in medical education towards developing more empa-
thetic and reflective physicians in order to correct these per-
ceived historical deficiencies, and to give medical learners the
tools to develop a professional identity to combat the systemic
challenges in modern medicine that undermine the physician-
patient relationship [1, 2].

Inadequacy of Principlism

Contemporary medical ethics education centers on the
Georgetown mantra of principlism, which is a method of eth-
ical decision-making that highlights four principles or values
that are said to have a universal, cross-cultural appeal. These
principles—autonomy, beneficence, nonmaleficence, and jus-
tice—are invoked when examining an ethical dilemma, and an
analysis ideally yields a solution that best balances the de-
mands of each principle [3]. The ethical system has significant
appeal in terms of its accessibility, its seemingly cross-cultural
generalizability, flexibility, and potential for nuance through
vigorous examination of the principles. Yet, from a pragmatic
perspective, it suffers from a number of limitations that render
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it problematic as the crux upon which most of medical educa-
tion relies [4–8, 14].

Because it is a system that calls for examining ethical issues
from the perspectives of the four principles, the most common
criticism is that the principles can be contradictory [9]. For
example, alterations in mental status, psychiatric illness, intel-
lectual disability, and even lack of education or emotional
state can cause significant conflict between the principles of
autonomy and beneficence or justice due to a patient’s or
surrogate’s inability to process complex medical information.
Solutions to this conflict have been exhaustively worked out
in the bioethics literature over the past few decades, but they
quickly become very technical, and therefore difficult to inter-
nalize and utilize in daily practice, particularly for physicians
without prior exposure to, or experience with, medical ethics.
In addition, what is being taught as principlism is in fact a
significantly truncated version of the actual ethical system
and has been described as Bmore akin to a checklist than an
exposition of a nuanced moral framework [10].^ Although
principlism can be helpful for identifying the conflicts and
nuances in potential ethical questions, its failure to consistent-
ly yield normative solutions to bedside problems and oversim-
plification in its presentation to medical learners renders sole
reliance upon this ethical framework problematic for bedside
care.

Beauchamp and Childress attempt to answer the criticism
of contradictory principles by arguing that the principles must
be balanced and that one principle can override another given
that Badequate reasons are presented [11].^A set of criteria for
doing this is provided, the primary one being that Bbetter rea-
sons can be offered to act on the overriding norm than on the
infringed norm.^ Another attempt to salvage principlism is
through the development of the concept of specification,
whereby the principles are interpreted in the specific context
(who, what, when, where, etc.) of the ethical dilemma, so as to
clarify the norms and therefore reduce the conflict between the
principles [12]. The implication is that if the ethical dilemma
can be reduced to its morally relevant features through the
particular context of the dilemma, somehow there will cease
to be a conflict. Of course this is not true: moral conflict is
inevitable and the framing of the specification process may be
very different between two different people so as to confirm
the moral intuition of the individual. Balancing has the same
shortcoming. How to balance the principles ultimately will
rely on subjective judgments tied to individual moral intui-
tions and social norms. There is no reasoned judgment for
how to balance the principles, and thus there is no satisfactory
objective normative function of the principles.

In addition to the issue of conflicting principles, another
common criticism of principlism is the later clarification by
Gillon that the principles are not actually equal in terms of
values, but that autonomy is Bfirst among equals [7, 13,
14].^ If autonomy has indeed become the most important

ethical value when considering ethical issues in medicine, it
should be of no surprise that a medical culture traditionally
informed by the ethos of Bdo no harm^ and beneficence to the
patient has become one that now seems to be chiefly informed
by the unfettered and often uninformed will of the patient, at
any medical cost. In practice, this perspective has given rise to
what is now the era of Bpatient centered medicine^ and its
unfortunate derivatives—medical consumerism and patient
satisfaction surveys—the effects of which have been deleteri-
ous to the patient-physician relationship and potentially to the
health of patients themselves [15].

Other criticisms identify principlism as being overly reduc-
tive in its approach by narrowing the scope of focus on ethical
inquiry to just the four principles, thus blinding the medical
learner to other moral obligations in their medical practice
such as making amends for medical errors or acknowledging
and attempting to allay patient suffering [10]. Principlism has
also proven inept at dealing with the problem of moral rela-
tivism [16].

A Role for Kantian Ethics

To address the challenges of medical ethics in medical educa-
tion, a curriculum with a focus on comparative practical
ethics, to include Kantian ethics, would better serve the needs
of medical learners than curricula solely focused on
principlism. A comparative practical ethics would involve ap-
proaching problems or scenarios in medical ethics from many
different ethical approaches including principlism, virtue
ethics, and utilitarianism. The potential contribution of
Kantian ethics will be the focus of the remainder of this paper.

Kant’s philosophy is generally placed under the category of
deontological ethics. Deontology describes a philosophic ap-
proach where right and wrong is determined by the adherence
to certain obligations or duties and is not dependent on out-
comes, as in consequentialism. These duties, for Kant, origi-
nate apart from superstition, religion, tradition, and notably
from empiricism as well, instead being derived from rational
thought. Kant derived what he called the Categorical
Imperative, that is, a moral obligation from which other obli-
gations and duties derive. This moral law is universal and
accessible to all humans.

Kant identifies rational thought as the unique characteristic
of humans that separates man from beast, and this character-
istic thereby accords an inherent dignity and worth to each
human. Humans are said to act autonomously when they act
in accordance with reason because when one utilizes reason,
his or her humanity is asserted. For Kant then, humans are
compelled to follow this universal law, the Categorical
Imperative, by virtue of being human, and transgressing this
law is a denial of that which makes one human [17].
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The Categorical Imperative and Autonomy

Kant formulated the Categorical Imperative in three different
ways, but its second formulation—act in such a way that you
treat humanity, whether in your own person or in the person of
any other, never merely as a means to an end, but always at the
same time as an end—is the most relevant to our discussion of
medical education. From Kant’s philosophy, if every individ-
ual is a rational creature and therefore subject to the same
universal moral law, each person possesses an inherent digni-
ty, which ought to be respected by other rational creatures.
This is an appealing proposition for contemporary medical
ethics, because it personalizes the relationship with the patient
by emphasizing a common humanity, despite the power dif-
ferential in the relationship between physicians and patients. It
satisfies the contemporary medical ethical zeitgeist by respect-
ing the autonomy and dignity of the individual and offers a
general grounding in the relationship between the patient and
the physician by asserting a common bond of humanity be-
tween them. By establishing that the patient is an agent with
free will, this reinforces the fact that, as Hippocrates wrote in
his Oath, the purpose of the patient encounter is Bfor the ben-
efit of the sick.^ For medical trainees, the Categorical
Imperative thus mandates that all actions undertaken on behalf
of the patient ought to be done by treating the patient as an
end, which makes sense on both a theoretical and practical
basis, and is applicable not only in ethical dilemmas, but also
in terms of a general disposition towards the patient. Indeed, if
the ethical system starts at a place that emphasizes a common
humanity and expresses a duty towards the patient, the general
outlook of the physician to the patient may be less susceptible
to the depersonalizing influences of modern medicine. Unlike
principlism, this concept is easily applicable at the bedside and
has a less abstract human element that is easy to internalize for
the medical learner. In today’s graduate medical education
environment where patient care consists more of documenta-
tion than patient interaction [18, 19], possibly contributing to
the cynicism and dehumanization of patients seen in medical
training centers [20–22], this paradigm could be of value.

Interestingly, Kant’s ideas of autonomy and dignity have
been traditionally used for the purposes of informed consent
and for advocating for the role of personal preference of the
patient in medicine. However, Kant’s meaning of autonomy is
very different from our current understanding [23]. For Kant,
autonomy means an individual acting in accordance with rea-
son, which, as discussed earlier, is universally accessible.
Therefore, patients’ preferences can be wrong if, because of
emotion, false perceptions, or an inadequate understanding,
their decision making is not in line with either objective infor-
mation or their value systems. The implications for contem-
porary medical practice of this interpretation are significant.
The current model has the relationship between physician and
patient being an almost consumerist one, where the physician

evaluates the patient and offers options among which the pa-
tient chooses with minimal intervention from the physician, so
as to not obstruct the patient’s autonomy. For Kant, on the
other hand, the physician-patient relationship would be more
akin to a physician as guide, the patient’s Virgil in scaling the
maze of the medical system and medical decision making,
with the physician explaining different medical options and
based on his or her understanding of the patient’s values and
perspective, would help the patient arrive at the most reason-
able choice for that patient.

Intentionality and Duty

Unlike consequentialism, where the ends of a given action are
given moral weight, for Kant, what is important for the indi-
vidual is intentionality. Instead of focusing on the outcomes of
a procedure, a particular patient interaction, or medical deci-
sion making, centering the ethical conflict on the physician’s
intention can be valuable. Medical care is often put in terms of
outcomes, and this can translate into the ethical realm as well.
If there is a bad outcome, there must be a bad doctor who did
not do the right thing. Physicians can internalize this world-
view, which in the inevitability of a bad outcome can be trau-
matic for the physician. Centering the good or bad of an eth-
ical situation on the intentions of the physician prevents this
maladaptive thought pattern. Establishing a focus upon inten-
tionality during the early stages of medical education could
potentially alleviate the current Bblame and shame^ culture of
medical training. This is not to say that this concept of inten-
tionality is the only approach to bad outcomes and medical
errors, as a robust approach requires the synthesis of proce-
dural skill, communication/teamwork, medical decision mak-
ing, and systems-based practice. On the level of the individual
physician, however, the anxieties surrounding the uncer-
tainties of patient care would be well served by a culture that
does not necessarily expect perfection in patient outcomes, but
of excellence in caring and a focus on a disposition towards
the good of the patient.

Conflicts of interest that arise in medicine are similarly well
addressed by the paradigm of intentionality. The relationship
of physicians to drug or device representatives, interpersonal
conflicts between colleagues, and between physicians and
their patients can all affect behavior, sometimes to the delete-
rious effects of patient care. In the moment when weighing the
sometimes very different motivations in deciding how to act,
or when competing obligations exist, the Kantian approach to
primarily consider the intention of the physician in using pa-
tients as ends in themselves is appealing and easier to apply
than an abstract consideration of disparate principles.

Duty is a concept of deontology that is fairly foreign to
contemporary medicine, but has deep roots in Western philos-
ophy and continues to have importance today in most non-
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Western cultures. The etymology of the term denotes the idea
of a debt or an obligation owed to something or someone else.
For Kant, duty means acting in accordance with the
Categorical Imperative as an acknowledgement and affirma-
tion of one’s dignity as a rational creature. Extending this
further for the physician, this means that the physician has a
duty to treat his or her patients as an end and not merely as a
means. The strength of the word duty over the words Bshould^
or Bought^ as we usually think about medical ethics reflects
that there is actually an obligation a physician has towards his
or her patient. This sentiment is unfortunately often absent
from contemporary medical culture. This gives new meaning
to the idea of physicians in training Btaking ownership of their
patients^ and generally has the potential to change the dispo-
sition of the physician in training to viewing modern medi-
cine, even with all of its discontents, as a much more solemn
and sacred enterprise, changing what is a job into a vocation.
A deeper, more internalized, almost transcendent importance
of the role of the physician in honoring the dignity of the
patient could alter the contemporary currents in medical cul-
ture that function to undermine, commercialize, and compro-
mise the physician’s engagement with the patient.

Kant’s Limitations and Moving Forward

Utilizing Kant’s philosophy for medical education is not a
panacea. There is no perfect ethical theory that is philosophi-
cally rigorous, practical, and accessible to the physician. There
are both practical and philosophical difficulties with Kant in
medical ethics education. From a practical perspective, Kant’s
understanding of autonomy could be met with protests as it
does open the door for a more paternalistic disposition to-
wards the patient. The idea of intentionality, though helpful
from the perspective of medical culture and as an introduction
to medical learners, is also inadequate on a systemic level to
evaluate ethical behavior. From a philosophical perspective,
Kant can suffer from lack of accessibility because of his pro-
lific writing and sometimes technical text. His first and prob-
ably most important formulation of the Categorical Imperative
is dense and not even completely understood among ethicists
in terms of how to put it into practice. There are also concerns
regarding the cohesiveness of the three formulations. Finally,
although concepts of dignity, autonomy, and not treating
others as means to an end is emotionally satisfying, part of
utilizing Kant’s philosophy is understanding the rational
methods he uses to generate the maxims that guide ethical
behavior in accordance with reason, which can be difficult.

Kantian ethics, with an emphasis on the concepts of patient
dignity, autonomy, and the second formulation of the
Categorical Imperative, could be a helpful addition for medi-
cal ethics education. Though inadequate as a sole paradigm
for the whole of medical ethics, with principlism, among

others, still needing to serve a major role, utilizing Kant’s
Categorical Imperative in medical education as one of the
ethical paradigms used to educate trainees about medical
ethics could prove helpful to address the challenges unique
to contemporary medicine. It offers a paradigm that places the
subject of one’s actions, the patient, as the end of all ethical
action, and would therefore be easily integrated into the cur-
rent culture of medical ethics that emphasizes patient-centered
medicine. Finally, approaching medical ethics from a multi-
modal approach by utilizing comparative ethics provides an
avenue for the medical trainee to become more involved and
potentially interested in the richness and diversity of ethical
theory itself. The more ethically literate physician would then
be one who recognizes the origins of the diversity of opinions
in medical ethics which would not only help the patient, but
from a Kantian perspective, would compel the budding phy-
sician towards his or her imperfect duty of self-development,
the sine qua non of education itself.
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